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(Erythromycin,  Lilly)  Ethyl  Carbonate 

Unexcelled  antibiotic  spectrum  — notably  safe 

Meets  the  exacting  demands  of 
Physician  — Mother—  Baby 

consider 

Another  reason  to 


ILOTYCim 

first 


for  the  epileptic 


Modern  diagnostic  methods  and  effective 
anticonvulsants  now  help  the  patient 
with  epilepsy  enjoy  greater  freedom  from 
seizures.  And  with  a more  understanding 
society,  greater  independence  is  assured. 

DAIfT  I U SODIUM  (diPheny|hydantoin  sodium,  Parke-Davis) 

an  established  anticonvulsant 
of  choice,  alone  or  in  combination, 
for  control  of  grand  mal  and 
psychomotor  seizures  — without 
the  handicap  of  somnolence. 

DILANTIN  Sodium  is  supplied  in  a 
variety  of  forms  - — including  Kapseals® 
of  0.03  Gm.  ( V2  gr. ) and  0.1  Gm.  (1%  gr. ) 
in  bottles  of  100  and  1,000. 
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for  greater  safety  in  streptomycin  therapy... 


DISTRYCIN 

Squibb  Streptoduocin 

Streptomycin  and  dihydrostreptomycin  in  equal  parts 

Distrycin  has  an  important  advantage  over  streptomycin.  It  has  the  same 
therapeutic  effect  but  ototoxicity  is  greatly  delayed.  Since  the  patient 
is  given  only  half  as  much  of  each  form  of  streptomycin  as  he  would  have  on 
a comparable  regimen  of  either  one  prescribed  separately,  the  danger  of 
vestibular  damage  (from  streptomycin)  or  cochlear  damage  (from 
dihvdrostreptomycin)  is  significantly  lessened. 

Signs  of  vestibular  damage  appear  in  cats  treated  with  Distrycin  as  much 
as  100  per  cent  later  than  in  animals  given  the  same  amount  of  streptomycin. 


Cat  treated 
with 

streptomycin 
shows  no 
nystagmus 
after  whirling. 


Cat  given  the 
same  amount 
of  Distrycin 
has  normal 
reflex. 


On  dosage  of  1 Gm.  per  day  for  120  days,  ototoxicity  was  as  follows*-. 


Streptomycin 

Dihydrostreptomycin 

Distrycin 


Streptomycin 

Dihydrostreptomycin 

Distrycin 


Vestibular  damage  % of  patients 
Mild  Moderate  Total 

12  6 18 

6 0 6 

0 0 0 

Cochlear  damage  % of  patients 
Mild  Moderate  Total 

0 0 0 

12  3 15 

0 0 0 


*Ueck,  W.E.;  Lynch,  IV. J.,  and  Graves,  H.L.:  Acta  oto-laryng.  4.1:416,  1953. 


Distrycin  dosage  is  the  same  as  for  streptomycin.  In  tuberculosis  the 
routine  dose  is  1 Gm.  twice  weekly,  in  conjunction  with  daily 
para-aminosalicylic  acid  or  Nydrazid  (isoniazid).  In  the 
more  serious  forms  of  tuberculosis,  Distrycin  may  be  given 
daily,  at  least  until  the  infection  has  been  brought 
under  control.  _ 


Squibb 

a leader  in  streptomycin  research  and  manufacture 


Distrycin 
is  supplied  in 
1 and  5 Clin,  vials, 
expressed  as  base 


‘Distrycin’®  and  ‘Nydrazid’®  are  Squibb  trademarks 


ELECTRON  PHOTOMICROGRAPH 


SPfoe/ifococctib  faeca/ti 


40,000  X 


Streptococcus  faecalis  is  a Gram-positive  organism  commonly  involved  in 
a variety  of  pathologic  conditions,  including 
urinary  tract  infections  • subacute  bacterial  endocarditis  • peritonitis. 

It  is  another  of  the  more  than  30  organisms  susceptible  to 

PANMYCIN 

100  mg.  and  250  mg.  capsules 


♦ TRADEMARK,  REG.  U.  S.  PAT.  OFF. 


Upjohn 
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DOCTOR,  WHEN  YOUR  PATIENTS  ASK... 


What  have  VICEROYS  got 

that  other  filter  tip  cigarettes 

haven’t  got  ? 


New  King-Size 


Filter  Tip  VICEROY 


ONLY  A PENNY  OR  TWO  MORE 
THAN  CIGARETTES  WITHOUT  FILTERS 


The  Answer  Is 

20,000  FILTERS 


in  Every  Viceroy  Tip 


Only  Viceroy  has  this  new-type 
filter.  Made  of  a non-mineral 
cellulose  acetate — it  gives  the 
greatest  filtering  action  possible 
without  impairing  flavor  or  im- 
peding the  flow  of  smoke. 

Smoke  is  also  filtered  through 
Viceroy’s  king-size  length  of  rich, 
costly  tobaccos.  Thus,  Viceroy 
smokers  get  double  the  filtering 
action  ...  for  only  a penny  or  two 
more  than  brands  without  filters. 


WORLD'S  LARGEST-SELLING  FILTER  TIP  CIGARETTE 
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I neon  \e_  for  the  members  of 

theDelawareMedical  Profession 

from  the  first  day*  of 
sickness  or  injury... 

NOW!  Not  for  only  26  weeks 

— Not  for  only  52  weeks 

ut  even  for  your  entire  lifetime 

House  Confinement  not  required  at  any  time 

Accidental  loss  of  hands,  feet  or  eyesight  pays  monthly  benefits  — 
not  just  a lump  sum 

TAX  FREE  DOLLARS  — Disability  insurance  income  is  not  taxable. 
For  example,  $3600  disability  insurance  income  is  equivalent  to 
about  $5000  regular  income 

EXTRA  BENEFITS  — Double  monthly  benefits  while  you  are 
hospitalized  payable  for  as  long  as  three  months 

Cash  benefits  for  accidental  death 

Double  income  benefits  if  disabled  in  specified  travel  accident  named 
in  the  policy 

OTHER  IMPORTANT  FEATURES — Waiver  of  Premium  Provision 
• Limited  Commercial  Air  Line  Passenger  Coverage  • No 
Automatic  Termination  Age  During  Policy  Period  • A Special 
Renewal  Agreement 

Covers  most  accidents  from  date  of  policy  and  most  sickness  origi- 
nating more  than  30  days  after  date  of  policy,  excepting  those 
incurred  while  in  military  service  of  any  country  at  war,  or  resulting 
from  war,  any  act  of  war,  suicide,  attempted  suicide,  insanity,  mental 
disease,  certain  foreign  travel,  any  pre-existing  condition  or  any 
hazard  of  aviation  other  than  commercial  air  line  passenger  travel 


\- 


UNITED 


■ 


mm  ■■■■  fill 

( INSURANCE^ 

^COMPANY 

i I 

\ \ - 


(MP-3033) 

1 

UNITED  INSURANCE  COMPANY,  Lifetime  Disability  Income  Dept. 

Eig  Building,  Silver  Spring,  Maryland 

I would  like  more  information  about  your  lifetime  dis- 
ability income  protection 
I understand  I will  not  be  obligated 


Name  Age 


Address  

or  attach  letterhead 


}|e  Income  payable  from  first 
day  of  medical  attention 
and  as  long  as  continuous 
total  disability,  total  loss 
of  time  and  medical  attend- 
ance continue 


Mail  coupon  today  while 
you  are  still  healthy 


you 


y * \ . N ' \ '>  i 
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by  successful  use  for  more  than  four  years  in  the 
treatment  of  pneumonias  and  other  respiratory  tract 
infections  due  to  susceptible  organisms: 


I established 


BRAND  OF  OXYTETRACYCLINE 


itibiotics 

newest 


BRAND  OF  TETRACYCLINE 


1 . O' Regan,  C.t  and  Schwarzer,  S.: 
J.  Pediat.  4\:172  (Feb.)  1954 . 

2.  W addington t W.  S.;  Bergy, 

G.  G.;  Nielsen , R.  L.t  and 
Kirby , W.  M.  M.:  Am.  J.  M.  Sc. 
228 :164  (Aug.)  1954. 


“The  response  [of  pneumococcal  and  mixed  bacterial 
pneumonias  in  which  pneumococcus,  Staph,  aureus  hemolyticus, 
H.  influenzae,  E.  coli  and  A.  aerogenes  were  isolated 
from  sputum  or  pharyngeal  secretions]  was  excellent  as 
manifested  by  improvement  of  clinical  appearance 
and  fall  of  temperature  to  normal”  within  24  to  48  hours. 

“A  remarkably  high  number  of  infants  and  young 
children  tolerated  this  drug  very  well.”1 


discovered  by 


of  the  broad-spectrum  antibiotics  for  the 
treatment  of  the  pneumonias  and  other  respiratory 
tract  infections  due  to  susceptible  organisms: 


“The  clinical  results  in . . . bacterial  pneumonia  were 
generally  quite  satisfactory”  even  though  most  of  the  patients 
were  over  60  years  of  age.  “Many  had  serious  concomitant 
diseases  such  as  severe  chronic  alcoholism,  pulmonary 
emphysema”  and  other  debilitating  conditions.  “Marked 
symptomatic  improvement  occurred  in  the  first  2 or  3 
days  of  therapy  with  decrease  in  cough  and  sputum  volume 
and  return  of  appetite  and  general  sense  of  well-being.”2 


PFIZER  LABORATORIES,  Brooklyn  6,  N.Y. 
Division,  Chas.  Pfizer  & Co.,  Inc. 
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“These  tablets 
keep  the  swelling  down 
all  day  long.” 


TABLET 


NEOHYDRIN 


BRAND  OF  CH LOR M ERODR I I 


NORMAL  OUTPUT  OF  SODIUM  AND  WATER 

Individualized  daily  dosage  of  NEOHYDRIN  — 1 to  6 tablets  a day  as  needed  — 
prevents  the  recurrent  daily  sodium  and  water  reaccumulation  which  may  occur 
with  single-dose  diuretics.  Arbitrary  limitation  of  dosage  or  rest  periods  to 
forestall  refractivity  are  unnecessary.  Therapy  with  NEOHYDRIN  need  never 
be  interrupted  or  delayed  for  therapeutic  reasons.  Because  it  curbs  sodium 
retention  by  inhibiting  succinic  dehydrogenase  in  the  kidney  only,  NEOHYDRIN 
does  not  cause  ^Ep^l^^^side  actions  due  to  widespread  enzyme  inhibition 
in  other  organs.  , 

k Prescribe  NEOHYDRIN  in  bottles  of  50  tablets. 

There  are  18.3  mg.  of  3-chloromercuri-2-methoxy- 
propylurea  in  each  tablet. 

Leadership  in  diuretic  research 

LAKESIDE  LABORATORIES,  I N C • M I L W A U K E E 1,  WISCONSIN 


t /iiicurnmiirte  39  000  x 

Klebsiella  pneumoniae  (Friedlander’s  bacillus)  is  a Gram-negative, 
capsulated  organism  commonly  involved  in 
various  pathologic  conditions  of  the  nose  and  accessory  sinuses, 
in  addition  to  bronchopneumonia  and  bronchiectasis. 

It  is  another  of  the  more  than  30  organisms  susceptible  to 

PANMYCIN 

100  mg.  and  250  mg.  capsules 


Upjohn 
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Meat... 

in  Geriatric  Nutrition 

Although  the  nutrient  needs  for  optimal  health  in  the  aged  are  not  known 
to  differ  significantly  from  those  in  younger  adults,1  it  has  been  shown 
that  the  daily  protein  requirements  in  elderly  patients  vary  from  person 
to  person.  Ascertained  values  range  from  below  to  above  allowances 
recommended  for  persons  in  earlier  years  of  adulthood.2 

According  to  criteria  such  as  "physical  activity,  gastrointestinal 
structure  and  function,  pathologic  disturbances,  and  chemical  balances," 
it  is  suggested  that  an  optimal  diet  for  the  elderly  patient  should  provide 
at  least  20  per  cent  of  its  calories  in  the  form  of  protein.3 

For  several  reasons  this  high  intake  of  protein  appears  desirable. 
Decreased  activity  in  the  aged  tends  to  induce  loss  of  tissue  protein. 
Preservation  of  protein  enzymes  and  of  endocrinal  harmony  necessary  for 
supporting  anabolic  processes  requires  adequate  protein  nutrition.  Also, 
the  aged  person  usually  is  able  to  handle  the  end  products  of  protein 
metabolism  satisfactorily. 

Generous  amounts  of  tender  lean  meat  can  go  a long  way  in  supply- 
ing the  needs  of  the  aged  for  top  quality  protein.  From  25  to  30  per  cent 
or  more  of  cooked  lean  meat  is  protein.  Other  valuable  contributions 
include  the  B group  of  vitamins  and  essential  minerals,  especially  iron, 
phosphorus,  and  potassium.  The  easy  and  almost  complete  digestibility 
and  the  palate  appeal  of  meat  constitute  physiologic  values  important  in 
the  nutrition  of  the  geriatric  patient. 


1.  Sebrell,  W.  H.  Jr.,  and  Hundley,  J.  M.:  Malnutrition,  in  Stieglitz,  E.  J.:  Geriatric  Medicine, 
Medical  Care  of  Later  Maturity,  ed.  3,  Philadelphia,  J.  B.  Lippincott  Company,  1954,  chap.  13. 

2.  Ohlson,  M.  A.;  Roberts,  P.  H.;  Joseph,  S.  A.,  and  Nelson,  P.  M.:  Nutrition  and  Dietary 
Habits  of  Aging  Women,  Am.  J.  Pub.  Health  40: 1101  (Sept.)  1950. 

Albanese,  A.  A.;  Higgons,  R.  A.;  Vestal,  B.;  Stephanson,  L.,  and  Malsch,  M.:  Protein  Re- 
quirements of  Old  Age,  Geriatrics  7:109  (Mar. -Apr.)  1952. 

Roberts,  P.  H.;  Kerr,  C.  H.,  and  Ohlson,  M.  A.;  Nutritional  Status  of  Older  Women;  Nitro- 
gen, Calcium,  Phosphorus  Retentions  of  9 Women,  J.  Am.  Dietet.  A.  24:292  (Apr.)  1948. 

Kountz,  W.  B.;  Hofstatter,  L.,  and  Ackermann,  P.:  Nitrogen  Balance  Studies  in  Elderly 
People,  Geriatrics  2:173  (May-June)  1947. 

Kountz,  W.  B.;  Hofstatter,  L.,  and  Ackermann,  P.  G.:  Nitrogen  Balance  Studies  in  4 El- 
derly Men,  J.  Gerontol.  6:20  (Jan.)  1951. 

3.  Freeman,  J.  T.:  Clinical  Correlations  in  Geriatric  Nutrition,  J.  Clin.  Nutrition  7:446  (Sept.- 
Oct.)  1953. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago. ..Members  Throughout  the  United  States 


ELECTRON  PHOTOMICROGRAPH 


Sfa/nt&neHa  /tftia/y/t/ti  32,000  X 

Salmonella  paratyphi  B (Salmonella  schottmuelleri)  is  a 
Gram-negative  organism  which  causes 
food  poisoning  . chronic  enteritis  • septicemia. 


It  is  another  of  the  more  than  30  organisms  susceptible  to 

PANMYCIN 


100  mg.  and  250  mg.  capsules 

•^-TRADEMARK,  REG.  U.  S.  PAT.  OFF. 


Upjohn 
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at  your  service,  Doctor 

— are  information  and  data  to  keep  you  posted  on  the  latest 
developments  in  the  detection  and  treatment  of  cancer. 


“Cancer  — A Journal  of  the  American  Cancer  Society”— a bi- 
monthly devoted  to  articles,  with  bibliographies,  by  leading 
cancer  authorities  . . . 


Monograph  Series— published  about  twice  yearly,  and  focussed 
on  the  early  recognition  of  cancers  of  specific  body  sites  . . . 


© 

©I 


Bibliography  Service— the  library  of  the  American  Cancer 
Society  will  prepare,  upon  request,  source  material  listings  on 
specified  subjects  . . . 


“Cancer  Current  Literature”— an  index  to  articles  on  neo- 
plastic diseases  from  American  and  foreign  journals  . . . 


Professional  Films— a series  of  30  one-hour  color  kinescopes 
of  television  teaching  conferences  presented  by  leading  clini- 
cians in  the  cancer  field;  plus  about  150  films  on  cancer  diag- 
nosis, detection  and  treatment,  available  on  loan  . . . 


Slide  Sets  — 2x2  kodachrome  slide  sets  dealing  with  early 
malignant  lesions,  available  on  loan. 


For  information  about  these 

and  other  materials,  write 

your  state  Division  of  the  . , _ 

American  Cancer  Society 


FOR  THE  FIRST  TIME! 


A FAMOUS  NAME  BRAND 


OLD  GOLD  FILTER  KINGS' 


he  One  Filter  Cigarette  that 
eally  Tastes  like  a Treat. 

lere’s  the  first  famous  name  brand 
o give  you  a filter.  And  when  you  see 
he  Old  Gold  name  on  the  pack,  you 
now  you’re  getting  a quality  tobacco 
roduct. 

Rich  tobacco  taste— the  Old  Gold 
obacco  men  have  done  it  again! 
’he  world’s  most  respected  tobacco 
raftsmen  have  created  a wonderful 
ew  filter  cigarette  that  reflects  every 
ear  of  their  company’s  nearly  200- 


year  tobacco  heritage.  Old  Gold  Filter 
Kings  give  you  true  tobacco  taste  in 
every  single  puff. 

On  sale  now  along  with  the  other 
members  of  the  Old  Gold  Family — 
new  Old  Gold  Filter  Kings  sell  at  a 
popular  filter  price.  Whichever  kind 
of  cigarette  you  prefer,  just  make  sure 
it’s  one  of  the  family  . . . America’s 
First  Family  of  Cigarettes. 

True  filter— true  flavor— The  effective 
filter  that  lets  real  flavor  through. 
Pure  white  . . . never  too  loose  . . . 


never  too  tight— this  easy  draw  filter 
makes  every  puff  taste  like  a treat. 
Doctors:  Today  Old  Gold  Filter  Kings 
are  sold  in  most  U.  S.  cities,  and  our 
distribution  is  expanding  every  day. 
If  your  city  does  not  yet  have  Filter 
Kings,  simply  write  to  P.  Lorillard 
Company,  119  W.  40th  St.,  New 
York,  N.  Y.,  and  special  arrange- 
ments will  be  made  to  issue  you  a 
regular  supply. 

Established  1760  (S 


because  the  new  coating  dissolves  this  fast 


\\ 


Strip  of  timed  photographs  shows  action  of  new  Filmtab 
Erythrocin  Stearate  in  human  gastric  juice.  Within  30 
seconds,  the  Filmtab  coating  actually  starts  to  dissolve. 
And  within  45  minutes  the  tablet  is  completely  dis- 
integrated. Because  of  this  swift  disintegration, 
Erythrocin  Stearate  is  absorbed  sooner,  gives  blood 
levels  earlier  than  the  enteric-coated  erythromycin. 


f 


your  patients  get  high  blood  levels  in  2 hours  or  less 


(ERYTHROMYCIN  STEARATE, 


STEARATE 

ABBOTT) 


disintegrates  faster  than  enteric-coated  erythromycin 


filmtab*  Erythrocin  . . . for  faster  absorption 

New  tissue-thin  Filmtab  coating  (marketed  only  by  Abbott)  starts  to 
disintegrate  within  30  seconds — makes  Erythrocin  Stearate 
available  for  immediate  absorption.  Tests  show  Stearate  form 
definitely  protects  drug  from  stomach  acids. 

filmtab*  Erythrocin  ...  for  earlier  blood  levels 

because  there’s  no  delay  from  an  enteric  coating,  patients  get  high, 
inhibitory  blood  levels  of  Erythrocin  in  less  than  2 hours — instead 
of  4-6  as  before.  Peak  concentration  is  reached  at  4 hours,  with 
significant  levels  for  8 hours. 


film  tab*  Erythrocin  . . . for  your  patients 

Filmtab  Erythrocin  Stearate  is  highly  effective  against  coccic 
infections  . . . and  especially  useful  when  the  infecting  coccus  is 
resistant  to  other  antibiotics.  Low  in  toxicity — it's  less  likely  to  alter 
normal  intestinal  flora  than  most  other  oral  antibiotics.  Con- 
veniently sized  (100  and  200  mg.)  in  bottles  of  25  and  100.  (XIMjo# 

*TM  for  Abbott's  film  sealed  tablets,  pat.  applied  for. 
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If  the  patient  complaining  of  aching  joints  is  a woman  between  37  and  54  years  of  age,  it 
is  highly  possible  that  she  is  suffering  from  arthralgia  rather  than  arthritis.1  It  has  been  esti- 
mated that  arthralgia  occurs  in  about  40  per  cent  of  women  with  estrogen  deficiency,  and  is 
exceeded  in  frequency  only  by  symptoms  of  emotional  or  vasomotor  origin.2  In  fact,  arthralgia 
may  be  as  indicative  of  declining  ovarian  function  as  the  c lassic  menopausal  hot  flushes. 

Arthralgia,  however,  is  just  one  of  a vast  number  of  distressing  but  ill-defined  symptoms 
that  may  be  precipitated  by  the  loss  of  estrogen  as  a “metabolic  regulator.  " Other  good  examples 
are  insomnia,  headache,  easy  fatigability,  and  tachypnea. 

Because  these  symptoms  sometimes  occur  years  before  or  even  long  after  cessation  of 
menstruation,  they  are  not  always  readily  associated  with  estrogen  deficiency,  and  the  tendency 
may  be  to  treat  them  with  medications  other  than  estrogen.  Obviously,  sedatives  and  other  pallia- 
tives cannot  he  expected  to  produce  a satisfactory  response  if  an  estrogen  deficiency  exists.  Only 
estrogen  replacement  therapy  will  correct  the  basic  cause  of  the  disorder. 

“Premarin”  is  an  excellent  preparation  for  the  replacement  of  body  estrogen.  In  “Prem- 
arin”  all  components  of  the  complete  equine  estrogen-complex  are  meticulously  preserved 
in  their  natural  form.  “Premarin”  produces  not  only  prompt  symptomatic  relief  but  a distinctive 
“sense  of  well-being”  which  is  most  gratifying  to  the  patient. 

1.  Greenblatt,  R.  B..  and  Kupperman,  H.  S. : M.  Clin.  North  America  30: 576  (May)  1946.  2.  McGavack,  T.  H.,  in  Goldzieher,  M.  A.,  and 

Goldzieher.  J.  W. : Endocrine  Treatment  in  General  Practice,  New  York,  Springer  Publishing  Company,  Inc.,  1953,  p.  225. 
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IMMEDIATE  RECONSTRUCTION  OF  MAJOR 
TRAUMA  TO  THE  HAND 

James  T.  Metzger,  M.D.,* 
Wilmington,  Del. 

As  the  primary  prehensile  end-organ 
of  the  human  skeleton,  the  hand  is  unique 
in  its  functions  and  complexities,  and 
forms  the  primary  outrigger  of  the  corpus 
per  se.  Although  completely  normal  func- 
tion of  the  hand  is  dependent  upon  elasti- 
city of  the  skin,  proper  alignment  of  bones, 
flexibility  of  joints,  free  play  of  tendons, 
and  integrity  of  nerves,  even  a serious 
compromise  of  one  or  several  of  these 
functions  can  still  yield  a remainder  which 
may  be  exceptionally  facile.  The  role  of 
the  reconstructive  surgeon  is  to  evaluate 
the  results  of  immediate  or  delayed  major 
trauma  wifh  a view  to  reclamation  of  cer- 
tain basic  functions  of  the  hand  as  a unit. 

Although  exceptional  in  its  every  aspect, 
the  hand  of  the  human  being  is  perhaps 
most  remarkable  as  a mechanical  integral 
between  its  intrinsic  parts  and  its  parent 
limb.3’12  This  can  perhaps  be  best  char- 
acterized by  the  normal  attitude  or  essen- 
tial balance  of  the  hand,  and  can  be  noted 
in  almost  every  act.  The  wrist  is  stablized 
in  moderate  extension  and  slight  ulnar 
deviation,  as  this  is  the  most  favorable 
position  for  the  long  flexors  to  act  upon 
the  thumb  and  fingers.  The  thumb  is  in 
direct  alignment  with  the  radius,  with  its 
metacarpal  at  right  angles  to  the  palmar 
plane.  All  fingers  are  semiflexed  so  that 
the  distance  from  the  finger  pads  to  the 
thumb  pad  is  equal,  as  is  shown  in  Fig.  1, 
C.  When  brought  into  power,  the  func- 
tional analogy  between  the  hand  and  a 
mechanical  crane  or  shovel  is  valid,  and  in 
consideration  of  this  analogy,  the  first  law 
of  the  hand  is  realized:  distal  activity  de- 
pends upon  proximal  stability.  The  wrist 
cannot  act  without  stabilization  of  the  el- 
bow, the  fingers  cannot  act  without  stabil- 
ization of  the  wrist,  etc.  Every  recon- 

* From  the  Department  of  Surgery  (Plastic,  Maxillofacial 
and  Reconstructive),  Delaware  Hospital. 


FIG.  1 

(C)  shows  the  normal  attitude  and  balance  of  the  hand; 
the  finger  and  thumb  pads  are  equidistant.  (A)  and 
(B)  illustrates  the  method  of  inserting  the  sublimis  tendon 
as  a free  profundus  tendon  graft. 


structive  procedure  must  accept  this  re- 
lation as  a primary  goal  and  must  be 
directed  toward  maintaining  it,  if  present, 
or  reclaiming  it,  if  lost.  Fig.  2 shows  the 
late  sequelae  and  end  result  of  prolonged 
loss  of  balance  during  the  reconstruction 
of  major  trauma.  In  this  hand  the  wrist 
has  stiffened  in  flexion,  the  metacarpal 
arch  has  contracted,  and  the  thumb  has 
been  lateralized  to  the  finger  position. 
These  factors,  together  with  inadequate 
palmar  resurfacing,  have  rendered  the 
hand  essentially  useless. 

Even  though  the  pentadactyl  hand-form 
is  not  unique  to  the  human  being,  it  is  he 
who  exposes  it,  more  than  any  mammal, 
to  the  forces  of  trauma  (Fig.  3)  . In  study- 
ing specific  examples  of  major  injury  and 
their  repair,  certain  general  technical  con- 
siderations must  be  remembered.  Surgery 
of  the  traumatic  hand  is  usually  emer- 
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FIG.  2 

(A)  and  (B)  show  the  late  results  of  maintaining  the 
hand  in  poor  position  during  prolonged  reconstruction. 
The  wrist  is  bound  in  flexion,  the  metacarpal  arch  archi- 
tecture has  been  lost,  and  the  thumb  has  been  lateralized 
to  the  finger  position.  As  a result,  the  hand  has  been 
rendered  essentially  useless. 

gent;  however,  the  decision  as  to  whether 
to  close  a wound  or  leave  it  open  at  the 
initial  procedure  is  made  largely  on  the 
judgment  as  to  the  chance  of  serious  in- 
fection. Experience  prior  to  the  advent  of 
broad  spectrum  antibiotics  reliably  dem- 
onstrated the  danger  in  closing  contamin- 
ated wounds  after  eight  hours  from  the 
time  of  injury.  Today,  however,  this  con- 
cept must  be  revised,  and  a considerable 
gamble  of  the  forces  of  infection  against 
the  tremendous  advantage  of  immediate 
reconstruction  can  be  taken.11  Although 
the  effect  of  these  medicines  on  the  de- 
structive power  of  bacteria  is  striking, 
they  will  not  prevent  infection  in  poorly 
treated  wounds.  The  basic  principles  of 
first-aid,  tetanus  prophylaxis,  and  meticu- 
lous preparation  of  the  wound  become  of 
increasing  importance  as  the  rigid  ‘time- 
from-injury’  rules  are  relaxed.  In  diag- 
nosing infection  in  the  posttraumatic 
hand,  particular  attention  must  be  paid  to 


FIG.  3 

(A)  and  (B)  are  examples  of  common  major  industrial 
trauma  requiring  extensive  reconstructive  procedures. 


the  systemic  signs  of  sepsis,  for  exudation 
of  apparently  purulent  material  from  a 
badly  damaged  hand  may  represent  only 
the  products  of  decomposition  of  non- 
viable  tissue,  and  may  dissuade  the  sur- 
geon from  attacking  his  problem  at  its 
most  opportune  moment.  Immeasurable 
gains  in  final  function  are  attained  by  pro- 
ducing a reconstructive  result  before  the 
ravages  of  edema,  fixation,  and  fibrosis 
have  become  established. 

The  three  objectives  of  reconstructive 
surgery  are  closure  of  wounds,  reduction 
of  fractures,  and  maintainence  of  attitude 
and  balance.  All  procedures  should  be 
done  under  arterial  torniquetA2-3-4-8  Using 
the  pneumatic  blood  pressure  type  of  cuff, 
the  extremity  should  be  elevated  and 
milked  of  its  blood  with  a rubber  bandage. 
With  the  newer  Freon  torniquet,  elevation 
of  the  hand  for  a few  moments  prior  to  the 
instantaneous  inflation  of  the  cuff  is  suffi- 
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cient.  Optimum  pressure  for  the  adult  up- 
per extremity  is  280  mm  Hg.,  and  the  cuff 
may  remain  inflated  without  fear  of  con- 
striction paralysis  for  as  long  as  four 
hours.  Pressures  above  280  mm  Hg.  are 
to  be  avoided.6  Suture  material  for  liga- 
tures, subcuticular  closure  and  muscle  ap- 
proximation should  be  4-0  plain  surgical 
gut.  The  use  of  steel  wires  for  this  pur- 
pose is  to  invite  infection.  In  the  treat- 
ment of  damaged  soft  tissue  a paradox  of 
conservatism  and  radicalness  exists.  Sac- 
rifice of  any  truly  viable  skin,  fat,  muscle, 
nerve,  or  tendon  merely  for  the  sake  of 
converting  a contaminated  wound  into  a 
clean  one  is  not  justified;  and  yet  at  the 
same  time  failure  to  appreciate  the  true 
extent  of  the  resurfacing  problem  will 
prolong  the  eventual  disability  many 
fold.1’2’4'940  It  is  truly  difficult  at  this  stage 
to  determine  whether  or  not  damaged  tis- 
sue will  survive.  Errors  in  this  respect 
concern  mainly  skin  flaps  and  badly  dam- 
aged digits.11  Tendinous,  nervous,  liga- 
mentous, and  joint  structures  can  usually 
be  assumed  to  have  a survival  potential 
and  their  initial  sacrifice  is  usually  not 
wise.  Neither  is  it  wise  to  retain  a digit 
from  which  the  neurovascular  pedicle  has 
been  destroyed.  Likewise  sacrifice  of 
questionably  viable  skin  and  replacement 
by  tissue  of  adequate  blood  supply  is  rec- 
ommended. 

The  most  common  of  wounds  not  in  the 
crush-avulsion-blast  group  involve  the  ten- 
dons. Divisions  of  the  extensor  mechan- 
ism offer  few  problems  except  when  at  or 
distal  to  the  metacarpal-phalangeal  joint. 
Mason7  has  shown  that  the  tendon  does 
not  actually  divide  into  three  bands  at  the 
MP  joint,  but  rather  is  continuous  fan- 
like structure  with  thin  interruptions  and 
a more  or  less  condensed  central  portion 
with  spread  out  lateral  bands.  The  tendon 
actually  inserts  over  the  entire  dorsal  cap- 
sule of  the  proximal  interphalangeal  joint. 
Traumatic  divisions  are  therefore  never 
discrete  as  with  the  flexor  tendons,  but 
always  involve  the  dorsal  fascia  and  are 
associated  with  interruption  of  the  dorsal 
interosseous  attachment.  Repair  to  attain 
maximum  gliding  function  demands  a 
meticulous  diagnosis12  of  the  extent  of  in- 


jury not  only  to  the  tendon  but  to  the  dor- 
sal capsular  mechanism  as  well.  If  com- 
pletely repaired,  gliding  can  be  expected 
but  even  in  this  respect  one  is  often  dis- 
appointed. Rupture  of  the  distal  attach- 
ment can  be  repaired  by  hyperextension 
of  the  distal  joint  and  flexion  of  the  mid- 
dle joint  to  60  degrees.  Position  must  be 
held  four  to  six  weeks  and  requires  either 
plaster  or  Kirschner  wire  fixation.  Late 
repair  of  the  hammer  deformity  may  re- 
quire a short  tendon  graft  due  to  con- 
tracture of  the  extensor  hood. 

Divided  flexor  tendons  become  a prob- 
lem only  when  severed  distal  to  the  level 
of  attachment  of  the  lumbrical  muscles. 
The  profundus  is  likewise  repaired  with- 
out difficulty  when  severed  distal  to  the 
attachment  of  the  sublimis  tendon.  Re- 
pairs in  the  ‘No-Man’s  Land’  of  Bunnell 
are  most  effective  when  the  sublimis  is 
withdrawn  and  reinserted  as  a free  pro- 
fundus tendon  graft.  The  drawings  in 
Fig.  1,  A and  B show  a palmar  laceration 
in  which  both  tendons  have  been  divided. 
The  sublimis  and  the  distal  portion  of  the 
profundus  are  divided  from  their  attach- 
ments through  a midlateral  finger  incision. 
Fig.  4,  A shows  a method  of  determining 
the  midlateral  finger  line.  The  sublimis 
is  identified  at  the  wrist  and  is  withdrawn. 
This  tendon  is  then  reanastamosed  to  the 
profundus  at  the  level  of  attachment  of 
the  lumbrical  muscles  and  the  suture  line 
is  buried  in  the  soft  tissue  of  the  palm. 
The  graft  is  then  threaded  through  the 
profundus  tunnels  to  the  distal  attach- 
ment. Fig.  5 shows  the  end  result  of  such 
a procedure.  The  hand  is  dressed  in  the 
position  of  function  and  immobilized  for 
three  weeks.  The  pull-out  wire  technique 
is  most  convenient  for  the  distal  attach- 
ment, but  has  been  largely  given  up  for 
the  proximal  anastamosis. 

Surgical  repair  of  injured  tendons  re- 
quires adequate  exposure.  To  attempt  re- 
pair of  these  injuries  using  the  wound  of 
trauma  alone  is  usually  impractical.  The 
hand  can  be  freely  incised  without  fear 
if  the  basic  principle  of  the  icorking  sur- 
faces6 and  their  avoidance  is  remembered. 
Midlateral  finger  incisions  should  always 
be  on  the  ulnar  side  of  digits  2,  3,  and  4, 
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FIG.  4 


(A)  shows  an  easy  method  of  determining  the  mid- 
lateral finger  line  by  connecting  the  apices  of  the  finger 
folds.  An  incision  made  in  this  line  is  not  subject  to 
contraction.  (B)  illustrates  the  working  areas  of  the  hand. 
Elective  incisions  in  these  regions  must  be  avoided. 


but  on  the  radial  side  of  the  5th.  The 
working  surface  of  the  thumb  is  radial 
up  to  the  MP  joint  and  then  becomes  ulnar 
from  there  outward  along  the  surface 
where  the  thumb  and  fingers  oppose.  Fig. 
4,  B illustrates  the  working  surfaces. 
Palmar  incisions  should  parallel  flexion 
creases  but  not  lie  directly  in  them. 

In  treatment  of  the  crush-avulsion-blast 
type  of  wound,  reduction  of  fractures  un- 
der direct  vision  is  usually  possible,  al- 
though a preliminary  x-ray  study  is  es- 
sential. Removal  of  small  fragments  is 
accomplished  and  fixation  of  fractures  by 
Kirschner  wires  with  cross  stabilization 
to  adjacent  bones  can  be  done  prior  to 
definitive  resurfacing.  Final  wound  clos- 
ure is  usually  done  by  a combination  of 
the  free  graft,  rotated  local  flap,  and  di- 
rect transfer  abdominal  flap.10  The  palmar 
surface  of  the  hand  is  not  adaptable  to  the 
use  of  rotated  local  flaps  because  of  the 
septal  attachment  of  the  skin  to  the  palmar 
fascia.  On  the  dorsum  the  situation  is 


more  ideal.  Loss  of  rotated  flaps  in  this 
region  is  usually  due  to  irreversable  loss 
of  venous  drainage  due  to  the  trauma  it- 
self, or  failure  of  the  surgeon  to  preserve 
these  veins  when  cutting  and  advancing 
the  flap.  In  areas  where  denuded  bone  is 
not  exposed  and  tendon  sheaths  are  intact 
the  heavy  free  split-thickness  graft  can 
be  used  to  advantage.  Losses  in  this  type 
of  coverage  are  due  to  an  incorrect  estima- 
tion of  the  viability  of  recipient  bed,  im- 
proper postoperative  immobilization,  hem- 
atoma formation,  or  infection.  In  general 
more  grafts  are  lost  by  not  looking  at 
them  soon  enough  rather  than  by  the 
slight  disturbing  motions  of  a dressing 


FIG.  5 

Both  tendons  of  the  third  finger  of  the  right  hand  were 
divided  at  the  distal  palmar  crease.  Primary  repair  of 
both  tendons  was  unsuccessful,  as  was  a secondary  at- 
tempt, (A)  and  (B).  Insertion  of  the  sublimis  as  a free 
profundus  graft  has  allowed  free  gliding  with  normal 
dexterity  of  the  finger,  (C)  and  (D).  This  could  have 
been  accomplished  at  the  initial  procedure. 

change.  A careful  change  of  dressing  as 
early  as  the  third  postoperative  day  may 
give  the  surgeon  a chance  to  reclaim  a 
potentially  lost  graft  by  evacuation  of 
hematoma.  A graft  that  is  not  examined 
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important  technical  detail  is  to  remember 
that  the  flap  must  be  cut  from  the  ipsilat- 
eral  abdominal  surface  so  that  the  hand 


lies  adjacent  to  the  body  rather  than  across 
it.  The  drawings  in  Fig.  7 illustrate  this 
point,  and  the  wrist  flexion  seen  in  Fig.  2 
is  a result  of  violation  of  this  rule.  This 
lateral  position  of  the  hand  on  the  trunk 
allows  normal  moderate  extension  of  the 
wrist  and  a far  more  liberal  range  of  mo- 
tion of  the  shoulder  and  elbow.  In  such 
cases  there  is  usually  no  postoperative 
stiffness  of  these  two  important  joints. 
To  allow  permanent  fixation  of  shoulder, 
elbow,  and  wrist  while  resurfacing  a hand 
is  to  violate  the  rule  of  proximal  effective- 
ness for  distal  activity. 

Following  elevation  of  the  abdominal 
pedicle  and  before  attachment  of  the  dam- 
aged hand,  the  abdominal  defect  and  un- 
der-bridge of  the  flap  are  covered  by  a 
free  split-thickness  graft.10  (Fig.  8,  B) 
This  ensures  complete  closure  of  all 
wounds  and  aids  greatly  in  reducing  in- 
fection, edema  and  fibrosis.  Immobiliza- 
tion of  these  flaps  can  usually  be  effected 
with  adhesive  plaster  instead  of  a cumber- 
some body  cast. 


for  7 to  10  days  will  be  lost  should  any 
complicating  factors  have  taken  place. 

In  resurfacing  losses  with  exposed  bone, 
joints,  or  damaged  tendons  a full  thick- 
ness skin  flap  is  required.  When  a local 
rotated  flap  cannot  be  used  a subcostal  or 
epigastric  abdominal  flap  is  the  tissue  of 
choice.  Blood  supply  in  the  subcostal  re- 
gion is  insured  by  the  internal  mammary, 
long  thoracic,  and  perforating  intercostal 
vessels.  The  blood  supply  of  the  epigastric 
region  is  supplied  by  superficial  branches 
of  the  deep  epigastric  arteries.  In  neither 
region  should  the  survival  of  a correctly 
cut  flap  be  questioned.  In  general,  the 
flaps  should  be  cut  quite  thin,  and  their 
length  should  not  exceed  twice  their 
pedicle  width. 

The  subcostal  flap  is  used  in  resurfacing 
volar  defects,  while  the  epigastric  flap  is 
adaptable  to  closure  of  dorsal  wounds.  Ex- 
amples are  shown  in  Fig.  6.  Perhaps  the 


FIG.  6 

(A)  the  epigastric  flap  is  adaptable  to  dorsal  wounds, 
the  subcostal  (B)  to  volar  wounds. 


FIG.  7 

Placement  of  the  hand  in  the  contralateral  position  (A) 
flexes  the  wrist  and  binds  the  shoulder  and  elbow. 
Placement  in  the  ipsilateral  position  (B)  maintains  the 
normal  balance  and  attitude  while  allowing  for  more 
liberal  motion  of  the  elbow  and  shoulder  during  the  period 
of  immobilization. 
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FIG.  8 

(A)  Blast  wound  of  the  hand  requiring  combined  dorsal 
and  ventral  resurfacing  with  reconstruction  of  the  thumb 
web.  (B)  illustrates  the  closure  of  the  abdominal  defect 
by  a free  split  thickness  skin  graft. 

The  empiric  time  required  for  attach- 
ment of  the  flap  is  three  weeks ; however 
in  severe  blast  injuries  it  is  advisable  to 
allow  an  additional  ten  to  twelve  days. 
The  injured  hand  requires  that  long  to 
lose  its  inflammation  of  injury  and  begin 
the  attaching  process.  When  division  of 
the  pedicle  is  contemplated  a complete  oc- 
clusion writh  a rubber-shod  intestinal  clamp 
should  be  a prerequisite.  If  no  change  in 
the  circulation  of  the  flap  is  noted,  divi- 
sion can  be  safely  carried  out.  Frequently 
division  in  stages  (Fig.  6,  A)  can  be  done, 
so  that  the  total  length  of  time  can  be  re- 
duced by  several  days. 

After  division  of  the  pedicle  and  ad- 
justment of  the  flap  to  the  wound,  a snug 
pressure  type  dressing  is  applied  and  the 
hand  is  set  again  in  the  position  of  func- 


tion.5 A ten  day  postoperative  period  will 
usually  allow  full  healing  of  the  operative 
wounds,  and  a course  of  vigorous  physical 
therapy  can  be  started. 

Not  until  maximum  benefit  from  the 
immediate  reconstruction  has  been  at- 
tained can  a revaluation  of  the  hand  for 
final  reconstruction  be  made.  These  later 
procedures  will,  however,  be  lessened 
greatly  by  the  early  closure  and  meticulous 
care  of  the  original  injury. 
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STRANGULATED  DIAPHRAGMATIC  HERNIA 
A Report  of  a Case  Complicated  With 
Gangrene  of  the  Stomach 

Joseph  F.  Hughes,  M.D.,* 

Frank  T.  O’Brien,  M.D.,* 
and 

Allston  J.  Morris,  M.D.** 
Wilmington,  Del. 

History 

Ambrose  Pare,2  who  lived  between  1510 
and  1590,  was  the  first  to  give  a detailed 
postmortem  account  of  a strangulated 
diaphragmatic  hernia.  This  he  did  in  1564. 
Occasional  cases  were  reported  in  the  early 
literature,  but  prior  to  the  widespread 
employment  of  roentgenography  the  con- 
dition had  seldom  been  correctly  diagnosed 
before  death.  This  condition  remained 
more  or  less  a medical  curiosity  lur  about 
300  years.  Bowditch,  in  1853,  collected  88 
cases  of  diaphragmatic  hernia  available 
in  the  literature  at  that  time  and  presented 
1 case  of  his  own.  His  own  and  one  other 
were  the  only  cases  diagnosed  before  au- 
topsy up  to  that  time.  Gibson,  in  1930, 
reported  3 cases  which  he  diagnosed  clin- 
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ically  without  aid  of  x-ray.  The  first  case 
diagnosed  by  roentgen  methods  was  in 
1921,  in  the  Mayo  Clinic.  In  1925  Mor- 
rison8 suggested  the  Trendelenburg  posi- 
tion to  demonstrate  a diaphragmatic  de- 
fect radiologically.  Since  then  the  number 
of  times  this  lesion  has  been  recognized 
has  increased  steadily  until  now  it  is  the 
second  most  frequent  pathologic  condition 
encountered  in  a large  series  of  gastro- 
intestinal cases,  duodenal  ulcer  being  the 
most  common. 

Incidence  of  Diaphragmatic  Hernia 

In  December,  1953,  a mobile  chest  x-ray 
unit  of  the  Delaware  State- Wide  Chest 
X-ray  Survey  visited  the  Delaware  State 
Hospital  and  x-rayed  patients  and  em- 
ployees. Of  a total  of  961  patients,  7 were 
found  to  have  diaphragmatic  hernia 
(0.7%),  according  to  Phillips.10  It  is  es- 
timated that  slightly  more  than  50%  of 
diaphragmatic  hernias  can  be  diagnosed 
in  routine  chest  films.  The  probable  in- 
cidence of  diaphragmatic  hernia  in  the 
over-all  population  is  about  1%.  Feldman5 
reported  that  the  roentgenological  inci- 
dence of  hiatus  hernia  in  30,000  cases  was 
approximately  1%.  In  1,500  gastroin- 
testinal examinations,  Schatzki12  found  an 
incidence  of  3.5%.  In  635  necropsies  Ep- 
pinger5  observed  11  cases,  or  1.7%. 

Classification 

Diaphragmatic  hernia  has  been  classi- 
fied by  Astley  Cooper  into  3 categories: 
(1.)  congenital,  due  to  defects  in  the  dia- 
phragm arising  from  faulty  embryologic 
development;  (2.)  acquired,  which  devel- 
oped at  points  of  anatomic  weakness,  that 
is,  at  the  esophageal  hiatus,  aortic  or  caval 
openings;  (3.)  traumatic,  that  is,  caused 
by  rents  in  the  diaphragm  arising  from 
direct  or  indirect  trauma.  Strangulation 
is  infrequent  in  both  congenital  and  ac- 
quired diaphragmatic  hernias.  Traumatic 
diaphragmatic  hernias  constitute  over 
90%  of  the  cases  complicated  by  strang- 
ulation. 

Incidence  of  Strangulation 

Carter  and  Guiseffi2  compiled  reports 
of  43  cases  from  1798  to  April,  1948.  They 
included  4 of  their  own  cases,  3 of  which 


recovered  and  the  other  one  died.  The 
fatal  case  was  that  of  a colored  male  pa- 
tient, age  33,  with  a strangulated  dia- 
phragmatic hernia  consisting  of  gangrene 
of  the  entire  stomach  and  omentum.  The 
correct  diagnosis  was  missed  completely 
and  was  made  only  at  the  operation.  He 
expired  shortly  after  surgical  treatment. 
To  these  Pearson9  later  added  27  more 
from  the  literature  and  4 of  his  own,  to 
bring  the  total  to  74  cases. 

As  far  as  gangrene  of  the  stomach  is 
concerned  we  have  been  able  to  find  only 
9 reports  of  gangrene  of  the  stomach  due 
to  strangulated  diaphragmatic  hernia. 
Hamilton  and  Phillips  in  1949  treated  2 
cases  of  their  own  and  collected  4 more 
from  the  literature.  Since  then,  Pearson,9 
Hurley,7  Hoffman  et  al., 6 each  treated  a 
case. 

Our  presentation  is  the  10th  reported 
case  of  strangulated  diaphragmatic  hernia 
with  gangrene  of  the  stomach.  Two  of 
these  10  patients  survived  operation. 

Diagnosis  of  Strangulation 
Pain  — Characteristically  sudden,  this  has 
been  the  most  usual  initial  symptom.  The 
pain  is  in  the  epigastrium,  upper  left  ab- 
domen, or  lower  left  chest.  The  pain  may 
be  moderate  or  severe.  Left  shoulder-top 
pain  may  be  present. 

Chest  — There  is  diminished  expansion  of 
the  left  chest,  and  percussion  yields  dull- 
ness, or  tymphany,  of  the  left  lower 
thorax.  Adventitious  sounds  are  usually 
heard.  Dyspnea  and  dysphagia  may  be 
present. 

Vomiting  — This  occurs  in  88%  of  the 
cases,  according  to  Carter.  It  is  early, 
protracted  and  ineffectual,  frequently  with 
evidence  of  blood.  It  is  usually  concom- 
mitant  with  pain.  Bile  is  usually  absent 
from  the  vomitus. 

History  — There  is  usually  a history  sug- 
gestive of  diaphragmatic  hernia.  Patient 
complains  of  epigastric  pain  or  distress, 
heartburn  or  bloating,  hemorrhage,  or 
symptoms  of  acute  intestinal  obstruction. 
Since  90%  of  strangulated  cases  occur  in 
traumatic  cases,  history  of  injury  is  im- 
portant. There  is  often  a record  of  a pene- 
trating wound  in  the  lower  left  chest. 
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X-ray  — This  is  conclusive  proof  of  hernia. 
A diaphragmatic  hernia  usually  shows  up 
on  an  ordinary  PA  chest  film.  Presence  of 
free  air  in  the  hernial  sac  suggests  gan- 
grene of  a viscus  with  perforation.  The 
heart  is  usually  shifted  to  the  right. 

Case  Report 

C.  V.,  Medical  Record  No.  217133,  w.m., 
62  years,  was  admitted  to  the  Delaware 
Hospital  August  10th,  1954,  at  10  A.M. 
His  complaint  was  that  he  ate  something 
that  did  not  agree  with  him.  He  stated 
that  he  was  apparently  asymptomatic  un- 
til 10:30  P.M.  of  the  previous  day.  His 
evening  meal  had  been  at  6 P.M.  At  10:30 
P.M.  he  had  nausea  and  vomiting,  which 
persisted  throughout  the  night  and  the 
next  morning.  At  the  time  of  admission  he 
was  in  semi-acute  distress.  His  blood  pres- 
sure was  214/104 ; TPR  was  98.6°,  78,  and 
18,  respectively.  His  chest  showed  in- 
creased resonance  to  percussion.  The  ab- 
domen was  soft  and  non-tender.  Peristaltic 
sounds  were  audible.  He  had  5 previous 
operations  (appendectomy,  herniorrhaphy, 
prostatectomy,  and  2 gall-bladder  opera- 
tions). His  leucocyte  count  was  17,400. 
The  differential  count  showed  81%  seg- 
mented polymorphonuclear  cells,  11% 
band  polymorphonuclear  cells,  6%  lympho- 
cytes, and  2%  monocytes.  Another  count 
obtained  later  in  the  day  showed  17.4 
gms.  of  hemoglobin,  49%  hematocrit,  and 
5,100  leucocytes.  His  differential  count 
was  41%  segment  forms,  40%  band  forms 
of  polymorphonuclear  cells  and  18% 
lymphocytes.  The  serum  amylase  was  128. 
His  urine  showed  2-plus  albumin.  At  5 
P.M.  a marked  change  took  place  in  his 
condition.  He  was  writhing  in  bed  with 
pain  in  the  epigastrium.  He  complained 
of  pain  in  the  left  shoulder  top.  It  hurt 
him  to  take  a deep  breath.  On  examina- 
tion there  was  fullness  in  the  epigastrium 
and  there  was  board-like  rigidity  of  both 
recti  muscles.  Peristalsis  was  diminished. 

X-ray  examination  of  the  chest  and  ab- 
domen showed  a rather  marked  distension 
of  the  cardiac  end  of  the  stomach.  There 
was  elevation  of  the  dome  of  the  left  dia- 
phragm with  free  sub-diaphragmatic  air. 
There  was  also  a large  hiatal  hernia  on  the 


right  side,  containing  a fluid  level.  Free 
air  was  noted  in  the  hernial  sac  and  the 
abdomen.  (Figs.  1 and  2.)  The  radiologist 
felt  that  this  represented  a rupture  of  a 
hollow  viscus,  complicated  by  an  esopha- 


FIG.  1 


Posterio-anterior  x-ray  view  of  chest  and  ab- 
domen shows  a large  diaphragmatic  hiatal 
hernia  containing  a viscus  with  a fluid  level. 
Free  air  is  noted  in  the  hernia  sac  and  beneath 
the  left  diaphragm. 


FIG.  2 


Lateral  x-ray  view  shows  free  air  under  dia- 
phragm and  in  the  upper  anterior  peritoneal 
cavity. 
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geal  hiatal  hernia  on  the  right  side.  The 
patient  was  taken  to  the  operating  room 
about  10  P.M.  Under  endotracheal  anes- 
thesia the  abdomen  was  opened.  A large 
mass  of  omentum  was  removed  from  the 
esophageal  hiatal  hernia.  The  whole  hand 
could  be  inserted  into  the  hernial  sac,  ex- 
tending 4 or  5 inches  above  the  diaphragm. 
The  hernia  extended  into  the  mediastinum 
and  into  both  left  and  right  chest.  The 
upper  fundus  was  not  visualized  because 
of  the  high  dome  of  the  left  diaphragm. 
However,  it  was  carefully  palpated  and 
no  perforation  was  found.  The  rest  of  the 
stomach  was  examined  anteriorly  and  pos- 
teriorly for  perforation,  but  none  was 
found.  The  rest  of  the  G.  I.  tract  was 
carefully  examined  and  no  perforation  was 
noted.  It  was  then  decided  to  open  the 
left  chest,  which  was  done  by  removing 
the  8th  rib.  The  esophagus  was  examined 
and  found  to  be  intact.  On  opening  the 
dome  of  the  diaphragm  the  top  of  the 
gastric  fundus  was  gangrenous  and  had 
a perforation  2 cm.  in  diameter.  The  en- 
tire gangrenous  area  measured  approxi- 
mately 6 cm.  in  diameter.  Wedged  into 
this  area  there  was  a handful  of  undi- 
gested spinach  and  corn,  which  accounted 
for  the  negative  findings  during  the  ab- 
dominal exploration.  The  gangrenous  area 
was  excised  and  closure  of  the  stomach 
was  effected  through  healthy  gastric  tis- 
sue. The  diaphragm  was  closed  and  the 
hernia  was  repaired.  The  patient’s  condi- 
tion was  not  good.  During  the  course  of 
the  operation,  he  had  received  4000  cc.  of 
blood. 

His  condition  remained  fair  after  the 
operation.  His  blood  pressure  had  to  be 
maintained  with  the  use  of  norepine- 
phrine. Oxygen  was  given  continuously 
by  mask.  He  expired  on  August  12th  at 
6:50  A.M. 

Autopsy  was  performed.  The  resected 
stomach  was  intact.  There  was  no  evi- 
dence of  any  peritonitis.  The  lungs  showed 
marked  congestion.  The  hernial  repair 
was  satisfactory.  The  final  diagnosis  was : 
(1.)  shock,  post-operative;  (2.)  strangu- 
lated diaphragmatic  hernia,  with  gangrene 
of  the  stomach. 


Comment 

It  is  amazing  that  the  patient  did  not 
have  more  acute  symptoms  initially,  but 
this  is  borne  out  by  other  cases  in  the 
literature.  Pearson  reports  a fatal  case 
of  gangrene  of  the  entire  stomach  with 
few  symptoms  and  physical  findings.9 
Carter  and  Guiseffi  also  presented  a sim- 
ilar case  with  mild  upper  left  abdominal 
tenderness. 

This  patient  had  a perforation  of  the 
cardiac  end  of  the  stomach  due  to  gan- 
grene, without  any  history  of  preceding 
trauma.  We  have  assumed  that  gangrene 
was  secondary  to  strangulation  of  the 
stomach  in  the  mediastinal  hernial  sac,  al- 
though at  operation  the  stomach  was  found 
free  in  the  abdomen,  and  the  opening  into 
the  hernial  sac  was  large  enough  to  admit 
the  surgeon’s  hand.  Our  assumption  is 
based  on  the  following  points : ( 1 ) the 
presence  of  a long  fluid  level  in  the  chest, 
which  seems  almost  necessarily  to  have 
been  in  an  organ  as  big  as  the  stomach; 
(2)  Cohen  has  stated  that  “experimental 
data  . . . seems  to  indicate  that  if  infarc- 
tion of  the  stomach  is  to  be  produced,  both 
arterial  ligation  and  venous  impediment 
are  requisite”.3  At  autopsy,  no  evidence 
of  local  vascular  disease  was  present  ex- 
cept for  that  clearly  associated  with  the 
acute  episode.  Therefore,  it  is  felt  that 
some  severe  insult  such  as  strangulation  is 
necessary  to  explain  the  gangrene. 

This  case  of  gangrene  of  the  stomach 
due  to  a strangulated  diaphragmatic  her- 
nia, is  indeed  a rare  condition.  The  fact 
that  the  lesion  could  not  be  identified 
through  the  abdominal  incision  was  also 
an  oddity.  Eventration  of  the  left  dia- 
phragm, no  doubt,  helped  the  difficulty. 

With  this  case  in  mind,  and  our  pre- 
vious experience,  we  propose  a plan  for 
handling  diaphragmatic  hernias. 

1.  Repair  all  cases  when  first  diagnosed 
in  patients  under  50  years  of  age,  in  view 
of  the  fact  that  they  usually  cause  diffi- 
culty later  merely  by  their  increasing  in 
size. 

2.  Repair  the  hernias  having  compli- 
cation in  patients  over  50  years  of  age. 
These  complications  may  be  any  one  of  the 
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following:  pain,  hemorrhage,  ulceration, 
strangulation,  dysphagia,  and  dyspepsia. 
Very  frequently  the  first  “attack”  is  diag- 
nosed as  a coronary  occlusion  and  the  pa- 
tient is  known  as  a cardiac  for  the  rest  of 
his  natural  life. 

Most  mild  symptoms  will  be  relieved  by 
an  ulcer  regime,  semi-Fowlers  position,  or 
a left  phrenic  crush.  A phreniclasia,  if 
properly  performed,  in  the  elderly  patient, 
will  produce  a dramatic  and  gratifying 
result. 

The  surgical  repair  should  be  aimed  at 
re-establishing  a normal  “pinch-cock”  at 
the  distal  end  of  the  esophagus  by  (a) 
preserving  good  muscle  fibers  of  the  right 
diaphragmatic  crus,  (b)  producing  a nor- 
mal subdiaphragmatic  angulation,  and  (c) 
re-approximating  the  esophageal  gastric 
ligaments.4  The  ease  of  repair  makes  the 
trans-thoracic  approach  most  ideal  for  op- 
erations on  diaphragmatic  hernia. 

Summary 

A case  of  strangulated  diaphragmatic 
hernia  with  gangrene  of  the  stomach  and 
perforation  is  presented. 

Historical  background,  classification,  in- 
cidence and  symptomatology  for  diagnosis 
of  strangulated  diaphragmatic  hernia  are 
discussed. 

Immediate  surgery  and  resection  of  the 
stomach  are  essential  in  the  successful 
treatment  of  a strangulated  diaphragmatic 
hernia  complicated  by  gangrene  of  the 
stomach. 
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CLINICOPATHOLOGIC  CASE  REPORT 

William  J.  Vandervort,  M.D.,a 
Ray  G.  Sarver,  M.D.,b 
and 

Richard  J.  Golfer,  M.D.c 

Wilmington,  Del. 

Presentation  of  Case* 

Dr.  Vandervort.  This  25  year  old  married 
negress  was  admitted  to  this  hospital  on 
April  27,  1954.  The  patient  was  comatose 
and  all  available  history  was  obtained 
from  her  husband. 

The  patient  had  been  in  her  usual  ex- 
cellent state  of  health  until  six  weeks  prior 
to  admission  when  she  began  to  complain 
of  severe  headaches  and  dizzy  spells.  Three 
weeks  prior  to  admission  these  complaints 
were  of  such  magnitude  that  the  patient 
no  longer  was  able  to  maintain  her  house- 
work satisfactorily.  No  fever  was  noted. 
No  personality  changes  nor  localizing 
neurological  symptoms  developed.  Vague 
abdominal  pains  were  present  for  three 
weeks  prior  to  admission.  On  April  25 
the  patient  was  seen  in  the  emergency 
room  at  her  local  hospital  with  the  com- 
plaint of  severe  headache  and  abdominal 
pain.  These  pains  were  eased  with  dem- 
erol,  but  within  a day  the  patient  returned 
in  a comatose  state.  Following  the  admin- 
istration of  an  unknown  medication  the 
patient  appeared  to  be  improved  and  was 
ambulatory  but  she  soon  became  comatose 
again  and  was  referred  to  this  hospital. 

There  were  no  previous  operations,  hos- 
pitalizations, or  serious  illnesses.  The  pa- 
tient was  grava  I,  para  I.  The  one  preg- 
nancy resulted  in  an  uneventful  delivery 
seven  months  prior  to  the  onset  of  the 
present  illness.  During  this  pregnancy  the 
CBC,  serological  tests  for  syphilis  and 
blood  pressure,  were  supposedly  normal. 
Postpartum  course  was  uneventful  except 
the  patient  had  had  no  menstrual  period 
since  pregnancy. 

Laboratory  studies  at  outside  hospital: 
WBC.  10,400,  with  56  polymorphonuclears, 
4 non-segmented  polymorphonuclears,  40 
lymphocytes;  RBC.  3.2  with  Hb.  63$-; 
2 plus  albuminuria ; 2-3  WBC’s ; few  gran- 
ular casts;  BUN.  9 mg% ; blood  sugar  50 
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mg%  ; CSF:  3 cells,  sugar  47  mg%,  pro- 
tein 35  mg%. 

On  admission  at  this  hospital  the  pa- 
tient was  comatose  and  non-responsive  to 
all  stimuli.  She  was  thin  and  appeared 
acutely  and  severely  ill.  BP  70/40,  P 140, 
R 36,  T 106  F. 

No  rash,  cyanosis  or  icterus  was  present. 
The  left  tympanic  membrane  was  slightly 
red.  The  mouth  was  held  tightly  closed. 
The  lungs  were  clear  after  bronchial  secre- 
tions were  aspirated.  There  were  no  mur- 
murs. The  heart  was  not  enlarged.  A 
tachycardia  of  140  was  present.  The  ab- 
domen was  soft,  with  no  organs  or  masses 
palpable.  Pelvic  and  rectal  not  remark- 
able. The  fundi  revealed  normal  discs, 
venous  engorgement  and  tortuosity.  Neu- 
rological examination  disclosed  hypoactive 
reflexes  with  no  pathological  reflexes.  The 
corneal  reflex  was  absent.  The  pupils  re- 
acted poorly  if  at  all  to  light. 

A questionable  traumatic  spinal  tap  re- 
vealed clear  fluid  with  9 WBC’s  and  many 
RBC’s,  with  initial  pressure  80  mm.  Hg. 
The  Hb  was  13  grams.  WBC  8,400  with 
44  polymorphonuclears,  20  non-segmented 
polymorphonuclears,  32  lymphocytes,  2 
monos,  2 eos.  The  urine  had  a sp.  gr.  of 
1015,  2 plus  albuminuria,  4 plus  glucosuria 
(with  10%  travert  running  intravenous- 
ly). A portable  chest  x-ray  was  within 
normal  limits  except  the  cardiac  shadow 
appeared  to  be  rather  small.  A ventriculo- 
gram showed  some  air  in  both  ventricles. 
Some  irregularity  of  the  left  lateral  ven- 
tricle was  noted  which  was  attributed  to 
incomplete  filling.  EKG  demonstrated  non- 
specific lowering  of  T waves.  EEG  could 
not  be  read  because  movement  resulted  in 
constant  artifacts.  Urine,  CSF  and  blood 
cultures  collected  on  admission  failed  to 
grow  any  organisms.  The  blood  cultures 
were  incubated  for  15  days  anaerobically 
and  aerobically.  Febrile  agglutinins  were 
negative.  (Typhoid  - negative;  para-ty- 
phoid A&B  - negative ; Brucella  - negative ; 
Proteus  OX19  - negative).  Blood  drawn 
and  sent  to  the  Virus  Diagnostic  Lab  was 
negative  for  lymphocytic  choreomeningi- 
tis,  mumps,  Eastern,  Western,  St.  Louis 
encephalitis.  Various  other  chemical  and 


electrolytic  studies  were  performed  and 
their  values  may  be  determined  from  the 
Tables.  PPD#1  and  Serological  tests  for 
syphilis  were  both  negative. 

On  admission,  aqueous  penicillin  1,000,- 
000  units  was  given,  q.  2 h I.M.  plus  strep- 
tomycin 1 gram  q.  12  h I.M.  Intrave- 
nous fluids  were  given  daily  to  maintain 
a fluid  intake  of  2-3  liters  daily  and  an 
output  of  1-2-.5  liters.  The  temperature 
spiked  between  102-103  at  first  and  then 
101-102.  Sponges  were  applied  to  keep 
the  temperature  below  103.  On  May  3, 
six  days  after  admission,  the  antibiotic 
was  changed  to  procaine  penicillin  300,000 
units  daily.  The  blood  pressure  averaged 
about  90/60  the  first  three  days,  requiring 
levophed  initially  to  maintain  it  at  this 
level.  The  last  few  days  the  pressure  re- 
mained about  100/70  without  levophed. 
The  patient  remained  comatose.  A tra- 
cheotomy was  done  May  3 for  respiratory 
distress  secondary  to  tracheal  secretions. 
She  expired  May  4,  seven  days  following 
admission. 


Summary  of  Lab.  Studies 


4/27  4/28  4/29 

Hbg  13  13.5  10.6 

RBC  3.9  3.2 

WBC  8,400  21,200  11,900 

Polymorphonuclears 
44  18  23 


4/30 

Platelets  193,000 
Total  eos  69  mm 
L E test  negative 

Serological  tests 
for  syphilis  - 
negative. 


Non-segmented  polymorphonuclears 


20  45  44 


Lymphocytes 

32  31  24 

monos  2 5 8 


Feasting 
sugar  234 
Fasting 
sugar 

161  88 

BUN 

86 

101 

12  mg 

C02  17mEq 

1 7mEq 

Na 

17mEq  138mEq 

Total  protein 
with  a/g 

5.7  with  3. 2/2. 5 

Bilirubin 

.39  direct;  1.2  indirect 

Methyl 

alcohol  test 

Negative 

Urinalysis 

4/26  4/27 

sp.  gr  1015  1016 

Albumin  2 plus  2 plus 

sugar  4 plus  Negative 

RBC  1-4  10-15 

WBC  2-3  0 


few  fine,  hyaline  casts. 

Urine  negative  for  arsenic,  mercury  and  barbit- 
urates on  4/28. 
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Differential  Diagnosis 

Dr.  Sarver.  The  history  of  the  illness  in 
this  case  is  that  of  a process  which  seems 
to  have  involved  the  central  nervous  sys- 
tem of  a healthy  young  adult  and  was  fatal 
in  a short  time,  yet  there  was  never  much 
in  the  way  of  physical  signs  or  laboratory 
findings  to  localize  it.  It  is  interesting  to 
speculate  where  in  the  brain  such  a lethal 
but  obscured  lesion  could  occur  and  what 
produced  it. 

Six  weeks  prior  to  her  admission  this 
25  year  old  negro  woman  began  to  have 
severe  headaches  and  dizzy  spells  which 
worsened  to  the  point  that  she  could  not 
do  her  housework.  There  was  no  fever, 
personality  change,  or  focal  neurological 
symptom  noted.  The  physician  who  saw 
her  on  April  25  apparently  found  no  physi- 
cal signs  but  within  a day  the  patient  re- 
turned in  a comatose  state.  Her  apparent 
improvement  after  medication  suggests 
strongly  the  possibility  of  a hypoglycemic 
reaction.  However,  the  blood  sugar  re- 
ported as  50  mgm  % was  never  confirmed 
later,  and  can  be  further  questioned  be- 
cause the  CSF  sugar,  which  is  roughly  one- 
half  the  blood  sugar  in  the  absence  of  CNS 
infection,  was  normal.  The  other  labor- 
atory findings  are  not  remarkable.  We 
would  like  to  know  if  she  had  a tempera- 
ture or  was  given  antibiotics  at  this  time. 

The  past  medical  history  confirms  the 
fact  that  she  was  in  good  health  before 
the  present  illness.  Seven  months  ago  she 
had  given  birth  to  a child  without  any 
complications,  and  yet  she  had  had  no 
menstrual  periods  since  then.  Amenor- 
rhea of  this  duration  is  physiologic  at 
times  during  lactation  and  it  would  be  of 
interest  to  know  if  she  was  nursing  her 
baby.  She  could  be  pregnant  again;  how- 
ever physical  findings  did  not  substantiate 
the  fact.  Cases  of  the  Chiari-Fromel  syn- 
drome are  known  in  which  there  is  per- 
sistent postpartum  lactation  and  amenor- 
rhea occurring  usually  in  primiparous 
women  and  resistant  to  all  therapy.  Fin- 
ally, we  must  consider  endocrine  distur- 
bances, particularly  pituitary  insufficiency 
as  a cause  of  her  amenorrhea. 

When  seen  at  the  Delaware  Hospital  for 
the  first  time  the  patient  was  in  coma, 


with  a high  temperature  and  shock.  The 
physical  examination  gave  very  little  in 
the  way  of  localizing  signs.  Absence  of 
the  corneal  reflexes  and  sluggish  pupillary 
reflexes  could  mean  brain  stem  involve- 
ment or  merely  severe  CNS  depression 
from  any  cause.  Whether  the  fact  that 
the  jaw  was  closed  tightly  has  importance 
is  again  hard  to  say.  Perhaps  the  lack  of 
neurological  findings  is  in  itself  the  most 
striking  thing.  A temperature  of  this  mag- 
nitude certainly  suggests  sepsis,  some  hy- 
pothalamic lesion,  or  massive  cerebrovas- 
cular accident. 

It  is  necessary  then  to  consider  the 
causes  of  coma,  and  we  can  weigh  their 
possibility  with  the  facts  at  hand  as  we 
go.  Coma  can  occur  as  the  terminal  stage 
of  any  illness,  but  it  is  the  case  with  acute 
coma  which  offers  most  difficulty  in  diag- 
nosis. 

First  of  all  are  the  group  of  conditions 
in  which  the  brain  is  directly  involved. 
Head  injury  is  an  important  one,  but  in 
this  case  we  have  no  history  or  physical 
findings  to  suggest  it.  Subdural  hematoma 
can  occur  acutely  following  head  injury 
or  vascular  accidents,  but  the  findings  on 
spinal  and  ventricular  tap  make  it  unlikely. 
Epidural  hematoma  is  likewise  associated 
with  injury,  often  followed  by  a lucid  in- 
terval then  the  development  of  hemipare- 
sis,  a dilated  pupil,  and  coma. 

Cerebral  hemorrhage  can  occur  in  the 
cerebrum,  the  cerebellum,  the  ventricles, 
or  the  brain  stem.  As  a rule  the  symp- 
toms are  dizziness,  headache,  and  con- 
fusion or  unconsciousness,  stertorous  res- 
pirations, a rapid  full  pulse  and  the  tem- 
perature is  subnormal  or  elevated  to  101 
or  102  degrees  F.  The  more  common  causes 
of  cerebral  hemorrhage  in  young  persons 
are  syphilis,  hypertension  from  any  cause 
including  coarctation  of  aorta,  mycotic 
aneurysms,  trauma,  blood  dyscrasias, 
brain  stem  tumor,  chemicals,  angiomas, 
and  not  rarely  there  is  no  apparent  reason. 
The  cardinal  point  to  be  remembered  is 
that  even  during  complete  unconsciousness 
neurologic  localization  is  seen. 

Cerebral  embolism  occurs  in  the  younger 
age  group,  mostly  in  persons  with  auricu- 
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lar  fibrillation  and  subacute  bacterial  en- 
docarditis. To  diagnose  it  one  must  have 
a primary  site,  which  was  not  present  in 
this  case. 

Subarachnoid  hemorrhage  is  a relatively 
common  type  of  vascular  accident  in  young 
persons.  Usually  severe  headache  is  pres- 
ent, a stiff  neck  develops,  and  the  spinal 
fluid  contains  red  blood  cells.  Signs  of 
hemiplegia  are  not  present  as  a rule,  but 
meningeal  signs  and  bloody  spinal  fluid 
are  so  prevalent  in  these  cases  that  our 
patient  does  not  seem  to  fit  the  picture. 
The  RBC  found  on  the  second  tap  are  not 
reported  as  erenated  and  the  fluid  was  not 
xanthochromic,  so  the  tap  was  probably 
traumatic.  The  other  possibility  is  an 
aneurysm  rupturing  into  the  brain  stem, 
but  here  again  localization  is  very  con- 
stant, just  as  in  cerebral  hemorrhage.  Our 
patient  held  her  jaw  tightly,  but  presented 
no  other  localizing  findings,  and  this  single 
finding  is  hard  to  evaluate. 

Encephalitis  as  a cause  of  coma  often 
begins  with  fever,  following  which  obvious 
evidence  of  brain  involvement  occurs  and 
this  is  often  in  the  brain  stem  giving  oc- 
ular palsies,  peripheral  facial  weakness  or 
difficulty  in  swallowing.  Here  we  at  least 
have  the  negative  virus  studies  plus  the 
lack  of  localization  to  make  diagnosis  of 
encephalitis  precarious. 

Meningitis  must  be  considered,  but  can 
be  ruled  out  on  the  basis  of  the  CSF  find- 
ings and  lack  of  meningeal  irritation.  On 
the  other  hand,  a brain  abscess  can  occur 
anywhere  in  the  brain  and  the  CSF  is 
quite  often  normal  in  cell  count,  and  sterile 
on  culture.  In  making  this  diagnosis  a his- 
tory of  a site  of  infection  is  as  a rule  given 
much  weight. 

If  this  were  a brain  tumor  we  should 
expect  an  increase  in  CSF  pressure,  find- 
ings on  ventriculogram,  and  focal  signs  of 
some  sort. 

Syphilis  of  the  CNS  can  mimic  any  syn- 
drome and  must  always  be  considered.  We 
have  a normal  serology  reported  during 
her  pregnancy  and  a repeat  serology  at 
the  Delaware  Hospital  was  negative. 

Therefore,  of  the  causes  of  acute  coma 
involving  the  brain  directly,  it  is  hardest 
to  eliminate  brain  abscess,  aneurysm  rup- 


turing into  the  brain  stem,  and  encephali- 
tis with  an  unusual  localization  in  the 
brain  stem. 

The  other  category  to  be  considered  are 
diseases  not  primarily  involving  the  brain. 
Severe  fever  from  any  cause  produces 
coma,  and  is  seen  in  cerebral  hemorrhage, 
midbrain  tumors  or  hemorrhage  involving 
the  heat  regulatory  centers  of  the  hy- 
pothalamus, heat  stroke,  and  severe  in- 
fections, particularly  miliary  tuberculosis 
and  meningococcus  infections.  The  patient 
we  are  considering  had  fever  and  leucocy- 
tosis  with  a shift  to  the  left,  but  all  cul- 
tures and  agglutination  tests  were  nega- 
tive. The  PPD  was  also  negative  but  this 
is  not  rare  in  terminal  miliary  tuberculo- 
sis. Nevertheless,  we  have  to  remember 
that  the  patient  probably  got  antibiotics 
as  soon  as  she  became  febrile  and  before 
cultures  were  drawn.  Also,  she  was  se- 
verely ill  six  weeks  before  there  were  any 
signs  of  infection. 

Shock  due  to  massive  hemorrhage  from 
the  lung,  intestine,  ectopic  gestation,  or 
aortic  aneurysm  should  be  ruled  out,  but 
our  case  from  history,  physical  examina- 
tion, or  lab  findings,  does  not  fit  any  of 
these. 

Thought  must  be  given  to  the  group  of 
metabolic  diseases  including  diabetes  mel- 
litus,  hypoglycemia,  Addison’s  disease, 
myxedema,  and  Simmonds  disease.  Dia- 
betes and  hypoglycemia  are  ruled  out  by 
the  laboratory  findings.  Addisonian  crisis 
is  an  interesting  possibility  and  usually 
presents  with  symptoms  of  previous 
lethargy,  severe  abdominal  and  leg  pains, 
vomiting  and  epigastric  discomfort,  cold 
extremities,  subnormal  temperature,  low 
blood  pressure,  scanty  urine,  and  often  a 
rigid  abdomen.  The  inconsistencies  in  our 
case  are  hyperthermia  and  no  previous 
trouble  or  incident  likely  to  produce  a 
crisis.  Also,  we  would  expect  hemocon- 
centration,  increased  plasma  proteins,  in- 
creased hemoglobin  and  hematocrit,  low 
serum  sodium,  increasing  BUN,  and  eleva- 
tion of  the  eosinophil  count.  A serum 
potassium  determination  would  have  been 
useful  in  ruling  out  Addisonian  crisis.  Be- 
fore dismissing  this  diagnosis,  it  is  well 
to  remember  that  bilateral  adrenal  hem- 
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orrhage  can  only  be  diagnosed  at  post- 
mortem, and  one  should  treat  all  patients 
with  signs  of  vascular  collapse  and  poor 
response  to  chemotherapy  as  potential 
cases  of  acute  adrenal  insufficiency.  Espe- 
cially is  this  true  in  stress  and  overwhelm- 
ing infection. 

In  pan-hypopituitarism  amenorrhea  is 
an  early  and  constant  occurrence  and  the 
old  concept  of  extreme  cachexia  is  the  ex- 
ception, not  the  rule.  Decrease  in  thyroid 
and  adrenal  function  are  often  not  com- 
plete and  present  a mixed  and  confusing 
picture.  Simmond’s  described  a disease 
which  follows  partuition  and  the  patient 
deteriorates  rapidly.  His  first  case  occur- 
red in  a woman  with  puerperal  sepsis  and 
he  interpreted  his  findings  as  being  the 
result  of  a bacterial  embolus.  Today  the 
consensus  is  that  thrombosis  is  the  more 
frequent  cause  of  hypophyseal  necrosis  and 
one  common  factor  is  postpartum  shock. 
Endocrinologists  today  feel  that  pituitary 
necrosis  occurs  more  often  than  was  for- 
merly recognized,  minor  degrees  being  de- 
tectable only  by  newer  biochemical  meth- 
ods, and  not  being  fatal.  Certainly  it  is  one 
place  in  the  brain  which  is  silent  neurolo- 
gically  and  yet  a lesion  here  could  pro- 
duce rapidly  fatal  illness.  For  that  reason 
it  remains  a good  possibility  in  this  case. 

Uremia  produces  coma  but  is  usually 
easy  to  diagnose  because  of  hypertension, 
dehydration,  vascular  retinitis,  increasing 
BUN,  low  CO,,  a fixed  urine  specific  grav- 
ity of  1010,  massive  albuminuria,  and 
casts. 

Cardiac  anyth mias  are  also  capable  of 
producing  syncope  and  coma  but  were 
not  present  in  this  woman.  Finally,  mas- 
sive liver  disease  often  ends  with  coma, 
but  this  patient  has  a normal  bilirubin,  no 
ascites,  and  normal  serum  protein. 

Many  exogenous  causes  of  coma  are 
known:  lack  of  oxygen,  lack  of  nicotinic 
acid,  alcohol  and  various  intoxicants.  In 
intoxication  the  history  is  of  paramount 
importance.  Often  there  are  no  localizing 
signs,  abnormal  urine,  blood  or  CFS  find- 
ings. It  should  be  considered  especially 
when  coma  is  afebrile. 


In  most  cases  the  toxin  produces  a char- 
acteristic clinical  pattern.  For  instance, 
opiates  depress  respiration  and  constrict 
the  pupils.  Barbiturates  depress  the  en- 
tire central  nervous  system  with  progres- 
sive loss  of  reflexes  and  respiratory  de- 
pression, and  can,  in  questionable  cases, 
be  found  by  special  tests  of  the  urine. 
Characteristically  the  temperature  is  de- 
creased. Bromide  is  a CNS  depressant 
with  little  effect  on  most  other  tissues  and 
is  at  times  accompanied  by  an  acneform 
rash.  Phenol  affects  the  medulla  and 
causes  early  convulsions.  Methyl  alcohol 
causes  an  odor  on  the  breath,  rapid  res- 
pirations, and  dilated  pupils,  and  is  de- 
tected by  chemical  means.  Benzene  and 
carbon  tetrachloride  cause  severe  gastro- 
intestinal irritation  when  ingested,  plus 
other  specific  toxic  effects.  Cyanide  poison- 
ing is  extremely  rapid  and  kills  by  as- 
phyxia and  there  is  a bitter  almond  smell 
to  the  breath.  Carbon  monoxide  poisoning 
is  not  a diagnostic  problem  unless  the  his- 
tory is  totally  lacking.  Methemoglobin- 
emia due  to  nitrate  or  chlorate  ingestion 
produces  intense  cyanosis  and  a typical 
chocolate  color  to  the  blood.  Mercury  af- 
fects primarily  the  kidneys  and  kills  by 
renal  failure.  Arsenic  ingestion  produces  a 
severe  gastroenteritis  with  persistent  vom- 
iting and  diarrhea.  Neither  the  clinical  or 
laboratory  findings  in  this  case  suggest  in- 
toxication. 

In  summary,  it  seems  that  the  patient 
was  afflicted  by  a process  which  first  in- 
volved the  CNS  without  producing  much 
in  the  way  of  neurologic  localization,  and 
yet  the  process  was  fatal  in  a short  time. 
At  first  there  was  no  suggestion  of  an  in- 
fectious process  but  even  though  cultures 
were  always  negative  the  high  fever  in  the 
terminal  stages  suggest  sepsis.  A hypo- 
thalamic lesion,  either  hemorrhage,  en- 
cephalitis or  tumor,  could  have  caused  the 
high  fever  but  it  is  hard  to  picture  such  a 
process  without  any  other  neurologic 
changes.  The  anterior  pituitary,  if  de- 
stroyed partly  by  postpartum  necrosis  and 
later  formation  of  an  abscess  would  be 
silent  neurologically  and  yet  capable  of 
causing  the  patient’s  clinical  picture  and 
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demise.  The  most  likely  diagnostic  possi- 
bilities might  be  listed  as  follows: 

Clinical  Diagnosis 

1.  Pituitary  Lesion 

a.  Abscess 

b.  Necrosis 

2.  Hypothalamic  destruction  due  to 

a.  Ruptured  arterial  aneurysm 

b.  Encephalitis 

Autopsy  Findings 

Dr.  Colfer.  The  cerebral  vessels  appeared 
normal.  No  evidence  of  abscess,  tumor  or 
hemorrhage  were  noted  on  serial  section. 
The  brain  tissue  appeared  wet.  Examina- 
tion of  the  pituitary  gland  revealed  ab- 
normal  consistency  suggesting  sepsis. 
Microscopic  sections  of  pituitary  showed 
necrosis,  edema,  and  acute  and  chronic 
inflammation.  A postmortem  culture  from 
the  pituitary  gland  revealed  a hemolytic 
enterococcus  resistant  to  penicillin  and 
tetracycline,  and  a hemolytic  staphlococcus 
aureus,  coagulase  positive,  resistant  to 
penicillin  and  tetracycline. 

Pathologic  Diagnosis 
Pituitary  necrosis. 

Cerebral  edema 


SOME  COMMON  SENSE  CONCEPTS  IN  THE 
MANAGEMENT  OF  ACNE  VULGARIS 

Elmer  R.  Gross,  M.D.,* 
Wilmington,  Del. 

Our  experience  with  the  observation  of 
over  five  thousand  patients  afflicted  with 
acne  vulgaris  has  led  us  to  certain  thera- 
peutic concepts.  While  there  are  many 
theories  concerning  the  etiologic  aspects 
of  acne,  it  is  an  accepted  fact  that  the 
pathogenesis  of  this  most  common  derma- 
tologic problem  is  an  overactivity  of  the 
sebaceous  glands  resulting  from  pilose- 
baceous  stimulation.  Unfortunately,  na- 
ture has  endowed  us  with  a preponder- 
ance of  sebaceous  glands  on  the  face, 
chest  and  back.  The  reason  for  this  is 
quite  obvious,  as  these  sites  lack  subcu- 


taneous fat  and  the  sebaceous  glands  act 
as  an  insulating  medium. 

Although  acne  vulgaris  is  primarily  a 
teen-age  problem,  it  may  extend  long  be- 
yond this  period,  or  may  occur  initially 
after  the  second  decade  in  life.  While  we 
are  concerned  most  often  with  the  prob- 
lems of  the  teen-age  group,  the  basic  fac- 
tors in  management  apply  also  to  older 
groups  of  patients. 

From  the  onset  it  is  important  to  in- 
form the  acne  patient  that  the  therapy 
does  not  propose  to  cure  their  acne  but 
attempts  to  clear  their  blemishes,  and  ad- 
vice is  given  to  them  as  to  the  manner 
of  keeping  their  acne  under  control  until 
they  shed  their  adolescence. 

A prime  consideration  of  the  therapeu- 
tic approach  is  to  attempt  to  prevent  the 
most  serious  sequela — the  resultant  scar- 
ring. It  is  well-known  that  acne  is  a scar- 
ring disease.  In  the  dim  past  it  was  com- 
monly referred  to  as  “stone  pox.”  Proper 
treatment,  instituted  early,  will  prevent 
this  to  a great  degree.  Neglect  may  re- 
sult in  mild  pitting  to  severe  facial  dis- 
figurement, with  the  sequela  of  dire  psy- 
chic trauma. 

Fundamentals  of  the  Management 

The  ideal  treatment  begins  by  educat- 
ing parents  and  the  patient  of  the  need  of 
proper  care  of  the  skin,  the  early  recog- 
nition of  acne,  early  institution  of  proper 
treatment,  and  the  importance  of  con- 
trolling this  disease.  Unfortunately,  acne 
is  one  of  the  most  commonly  neglected 
skin  diseases  because  of  the  average  par- 
ent’s attitude  that  time  will  usually  clear 
up  the  blemishes.  The  word  “time”  usual- 
ly includes  puberty  through  adolescence 
and  marriage,  including  the  birth  of  chil- 
dren, all  of  wrhich  means  that  nothing 
specific  is  done  for  the  patient. 

Endocrine  Factor 

We  do  not  employ  any  endocrine  ther- 
apeutic methods,  despite  the  endocrine 
relationship  of  acne  vulgaris.  Our  results, 

"Assistant  Professor  of  Dermatology,  Temple  University 
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using  this  therapeutic  measure,  have  been 
disappointing.  Although  medical  litera- 
ture abounds  with  glowing  reports,  there 
are  also  a just  number  of  inconclusive 
and  contradictory  findings  which  do  not 
warrant  the  employment  of  sex  hormones. 

Thyroid  preparations  are  indicated  only 
when  there  is  definite  clinical  evidence  to 
substantiate  laboratory  findings  of  thy- 
roid deficiency.  This  drug  should  not  be 
employed  indiscriminately. 

Dietary  Factors 

The  role  of  dietary  indiscretion  has 
been  over-emphasized  in  the  treatment  of 
acne  vulgaris.  Our  experience  has  led  us 
to  believe  that  chocolate  is  the  only  in- 
criminating food  and  it  is  routinely  in- 
sisted that  all  acne  patients  abstain  from 
chocolate  in  every  form.  All  too  frequent- 
ly have  v/e  observed  underweight  patients 
placed  on  a rigid  diet  only  to  lose  more 
weight,  wherein  they  are  apt  to  have  an 
exacerbation  of  their  acne.  Generally 
speaking,  if  patients  are  underweight  at- 
tention is  directed  toward  building  them 
up  and  improvement  of  their  general 
state  of  health.  If  they  are  overweight 
a rigid  diet  may  be  invoked.  Iodides,  in 
the  form  of  iodized  salt  and  seafood  rich 
in  iodine  are  contraindicated,  since  io- 
dides produce  an  exacerbation  of  acne. 

Vitamins 

Vitamin- A purportedly  exerts  a bene- 
ficial effect  on  the  pilosebaceous  system ; 
however,  the  results  obtained  in  the  treat- 
ment of  acne  are  inconclusive.  Vitamin-A 
should  be  given  orally  in  dosage  of  50 
to  100,000  units  daily  during  the  fall  and 
winter  months.  Synthetic  vitamin-A,  (Vi- 
dom-A)  is  a satisfactory  preparation. 
Large  doses  of  Vitamin  C have  been  ad- 
vocated. 

Multiple  vitamin  therapy  exerts  a bene- 
ficial effect  and  is  indicated  in  patients 
below  par.  Often  teen-agers  suffer  from 
a secondary  anemia.  Ferrous  sulfate  may 
be  incorporated  with  the  vitamin  therapy 
if  need  be,  as  a supportive  measure. 


Control  of  Sebaceous  Activity 

Keeping  the  skin  dry,  thereby  control- 
ling the  sebaceous  activity,  is  the  basic 
local  therapeutic  measure.  This  can  be 
accomplished  chiefly  by  physical  and  lo- 
cal measures. 

The  most  important  physical  modality 
at  our  disposal  is  the  x-ray.  In  experi- 
enced hands  fractional  doses  of  x-ray  may 
be  instituted  in  patients  sixteen  and  over. 
X-ray  therapy  does  not  produce  scarring. 
However,  I firmly  reiterate,  it  should  be 
employed  only  by  physicians  who  have 
been  properly  trained  in  this  technique. 

Local  measures,  and  detailed  instruc- 
tions as  to  their  use,  as  well  as  insistance 
on  their  use  with  cooperation  from  the 
patient,  go  a long  way  in  the  treatment 
of  acne.  Some  consider  the  topical  man- 
agement of  acne  more  important  than  the 
systematic  approach,  and  the  topical 
measures  required  vary  as  widely  as  in 
other  dermatologic  conditions.  The  vast 
majority  of  patients  with  acne  have  ex- 
cessively oily  skin  and,  therefore,  the  pro- 
duction of  slight  dryness,  and  subsequent 
desquamation,  is  desirable.  This  helps  to 
keep  open  the  sebaceous  orifices  and  dis- 
courages comedone  formation.  Creams, 
ointments  and  similar  oleoaginous  vehic- 
les are  generally  undesirable.  “There  are 
innumerable  proprietary  remedies  for 
acne  which  are  often  unnecessarily  com- 
plicated and  may  contain  ingredients 
which  will  give  rise  to  irritation  and  sen- 
sitization of  the  skin.”1  The  very  multi- 
plicity of  these  products  demonstrates  in- 
herent failings  of  each,  and  consequently 
these  are  but  short-lived. 

Each  method  or  remedy  for  the  local 
therapeutic  approach  to  acne  has  its 
champion  among  the  medical  and  phar- 
maceutical professions.  However,  in  a 
disease  whose  manifestations  may  range 
from  the  mild  to  the  severe,  it  is  neces- 
sary to  have  a flexible  plan  which  is  ca- 
pable of  being  adapted  to  the  individual 
patient  needs.  It  is  important  to  empha- 
size that  at  present  there  is  no  cure  for 
acne.  Symptomatic  relief  and  temporary 
remission  of  the  disease  are  the  present 
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day  goals  and  achievements  until  abnor- 
mal pilosebaceous  activity  subsides.  No 
single  form  of  therapy  is  all-inclusive. 

Sulfur  therapy  has  certain  clinical  ad- 
vantages, and  is  used  chiefly  for  its  mild 
keratolytic,  astringent  and  drying  prop- 
erties. It  serves  as  a valuable  therapeutic 
agent  in  the  mild  cases,  and  as  an  adjunct 
to  other  therapy  in  the  severe  cases.  The 
use  of  topical  preparations  in  conjunc- 
tion with  other  well-known  regimens  af- 
fords the  best  approach  available  to  date. 

A new  topical  sulfur  preparation  was 
recently  introduced  and  which  has  been 
found  to  be  very  effective.  This  prepara- 
tion, Pronac,  consists  of  a stabilized  sul- 
furated  potash  coated  with  an  equimolec- 
ular  film  of  zinc  sulfate  separated  from 
each  other  by  a layer  of  an  inert  colloid. 
When  Pronac  is  added  to  water  the  in- 
stantaneous solution  of  zinc  sulfate  oc- 
curs. The  aqueous  dispersion  of  the  col- 
loid permits  the  solution  of  the  sulfurated 
potash,  thereby  causing  the  reaction  to 
take  place.  In  addition,  the  inert  colloid 
serves  to  suspend  the  precipitated  materi- 
als and  thereby  prevents  their  clumping 
and  promotes  a firmer  adherence  of  the 
solid  particles  to  the  surface  of  the  skin. 
The  colloid  also  acts  to  retain  the  gases 
evolved  through  colloidal  adsorption, 
thereby  reducing  any  pronounced  sulfura- 
ceous  odor. 

This  product  is  packaged  in  an  individ- 
ual dosage  container,  for  the  patient  to 
mix  before  using,  thereby  having  avail- 
able a reproducible  lotion  containing  all 
the  therapeutically  active  ingredients  of 
the  freshly  prepared  product  each  time. 

The  patients  were  instructed  to  apply 
the  freshly  prepared  lotion  at  night  and 
to  thoroughly  cleanse  the  skin  in  the 
morning.  The  results  obtained  with  this 
preparation  were  most  gratifying  and 
were  evident  within  a minimal  period  of 
time.  There  was  a high  order  of  astrin- 
gency  and  drying-action  observed  after 
the  use  of  this  preparation.  When  applied 
to  the  skin  the  preparation  did  not  flake 
off  and  the  close  contact  of  the  drug  with 


the  surface  permitted  a more  efficient  ac- 
tivity. 

Some  patients  may  require  a lesser  do- 
sage of  the  sulfur-compound,  while  others 
may  need  a high  concentration.  A blond, 
fair-skinned  patient  will  usually  require  a 
lesser  dosage  than  will  the  brunette.  The 
flexibility  afforded  is  a particular  advan- 
tage of  the  patient-prepared  lotion  be- 
cause dosage  may  be  varied  to  the  needs 
of  the  patient. 

Occasionally  a patient  may  be  found  to 
be  sensitive  to  sulfur,  producing  a local 
reaction.  Then  it  is  necessary  to  change 
to  a simple  lotion  employing  mercury  as 
an  antiseptic,  bearing  in  mind  that  some 
patients  may  also  be  mercury  sensitive. 
The  following  prescription  may  also  be 
prepared  without  mercury  if  necessary. 


Rx:  Hydrarg.  Chloridi.  Coros.  0.1 

Aqua  Hamamelidis  60.0 

Isopropyl  Alcohol  70%  60.0 

Aqua  rosia  q.s.  180.0 


Sig:  Apply  locally  to  affected  area  three 
times  daily  and  nightly. 

Greases,  such  as  cold  cream,  pancake 
make-up,  and  greasy  foundation  lotions, 
are  contraindicated  in  patients  who  have 
acne.  However,  as  the  lotions  begin  to  dry 
the  skin,  a bland,  neutral  ointment  may  be 
used  at  night  in  conjunction  with  the  lo- 
tion. Acnophil  ointment  has  served  my 
patients  very  well  in  this  regard.  If  the 
skin  is  still  too  dry  and  appears  irritated, 
stop  the  lotion  for  a few  days  and  apply 
a bland  ointment. 

The  choice  of  soap  is  important.  If  the 
skin  is  very  oily,  especially  in  the  summer- 
time, a soap  that  will  have  a high  defat- 
ting action  is  indicated  — Lava,  or  pre- 
ferably a laundry  soap,  such  as  Fels  Naph- 
tha or  yellow  Octagon.  This  may  sound 
harsh  to  the  patient  but  it  will  help  con- 
siderably. If  the  skin  should  become  too 
dry  change  to  the  milder  toilet  soaps 
available  on  the  market. 

Astringents  are  very  beneficial,  espe- 
cially after  washing  the  face  before  bed- 
time. The  skin  should  be  properly  cleansed 
before  applying  the  nightly  application. 
Sebaclen,  an  acetone  preparation,  is  an  ex- 
cellent one.  Destina  is  a milder  but  very 
pleasant  astringent. 
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Auxilliary  Precautions 

Concomitant  seborrhea  should  always 
be  treated.  With  the  advent  of  the  medi- 
cated shampoos  this  is  a simple  measure. 
Selsun  suspension  is  a good  preparation. 
Weekly  shampoos  are  recommended.  Teles 
suspension  is  another  excellent  prepara- 
tion and  is  much  more  pleasant  to  use 
since  the  patient  does  not  have  to  use  a 
soap  before  and  after  the  special  shampoo. 
It  is  urgent  that  diseased  tonsils  and  ab- 
scessed teeth  be  removed.  I have  observ- 
ed many  recalcitrant  pustular  acne  lesions 
subside  after  the  removal  of  such  foci. 

Oral  and  Parenteral  Therapy 

In  very  recalcitrant  deep  cystic  pus- 
tular acne  lesions  and  in  acne  conglobata, 
sulfonamides,  antibiotics,  and  foreign  pro- 
tein therapy  are  indicated  until  there  is 
a visible  subsidence  of  the  lesions.  These 
preparations  should  never  be  employed 
routinely  in  the  average  acne  patient  be- 
cause of  danger  of  inducing  a sensitivity. 
Terramycin  tablets,  250  milligrams,  four 
times  a day  for  one  week,  then  twice  a 
day  for  two  weeks,  is  a satisfactory  regi- 
men, bearing  in  mind  that  vitamin  ther- 
apy should  be  prescribed  concurrently 
with  this  antibiotic  therapy. 

In  very  resistant  acne  lesions  2 cc  of 
lacto-protein  may  be  administered  intra- 
gluteally  weekly  for  a period  of  six  to 
eight  weeks,  depending  on  the  response. 

Emotional  Factors 

Acne  and  its  unfortunate  sequela  of 
scarring  always  produces  a psychic 
trauma.  Patients  need  reassurance,  mor- 
al support,  understanding,  and  patient 
parents,  and  above  all  mild  sedation  to 
traverse  this  crucial  period.  Bromides  are 
definitely  contraindicated  since  they  pro- 
duce an  exacerbation  of  the  acne  lesions 
and  are  conducive  to  the  production  of 
pustular  lesions.  There  is  usually  a flare- 
up  of  the  acne  lesions  during  periods  of 
stress  such  as  school  examinations,  etc. 
We  must  bear  in  mind  that  the  teen-age  is 
usually  a stage  of  emotional  instability 


and  a keen  understanding  of  this  group 
of  patients  and  their  problems  is  essential. 

Local  Office  Procedures 

I do  not  believe  in  removing  comedones. 
Not  only  are  you  unpopular  with  your 
patient  but  sometimes  pustulation  follows. 
The  patient  feels  that  if  a doctor  can 
pick,  he  or  she  has  an  incentive  to  pick. 
The  most  important  commandment  in 
treating  acne  patients  is  “Do  Not  Pick.” 
Keratolytics  and  physical  measures  such 
as  ultraviolet  and  cold  quartz  irradiation 
will  produce  an  exfoliation  which  will 
eventually  take  care  of  the  comedones. 
Milia  may  be  removed  by  pricking  the  top 
of  the  lesion  and  expressing  the  contents 
with  a comedo  extractor. 

Some  acne  surgery  may  be  indicated. 
Sebaceous  cysts  may  be  removed  with  the 
minimum  of  scarring  by  penetrating  the 
cysts  with  a sharpened  applicator  dipped 
in  phenol,  and  expressing  the  contents 
through  a small  opening.  The  sac  is  not 
expressed  and  may  then  be  destroyed  by 
applying  phenol  in  situ,  or  blanching  the 
lesion  with  monopolar  electro-desiccation ; 
the  sac  will  then  separate  and  may  be  ex- 
pressed simply  in  a week  or  ten  days  fol- 
lowing the  procedure. 

Local  chemotherapeutic  measures  are 
very  beneficial  and  desirable  to  produce 
an  exfoliation,  mild  to  severe,  depending 
upon  the  indication.  First  cleanse  the  skin 
with  acetone  or  a suitable  astringent,  then 
a mild  keratolytic  may  be  painted  with  an 
applicator  on  all  of  the  affected  areas. 
Then  apply  a cosmetic  lotion  base  to  neu- 
tralize the  keratolytic.  This  procedure 
may  be  repeated  as  often  as  necessary  at 
the  discretion  of  the  physician. 

Care  of  the  Skin 

A mimeographed  sheet  with  the  de- 
tailed instructions  on  the  care  of  the  skin 
is  important  to  the  acne  patient.  How- 
ever, it  must  be  remembered  that  this  is 
to  be  modified  to  suit  the  individual  pa- 
tient, particularly  the  dietary  measures 
and  addition  of  other  therapeutic  meas- 
ures to  take  care  of  their  skin  properly 
may  be  necessary. 


January,  1955 


Delaware  State  Medical  Journal 


19 


Instructions  for  Patients  with 
Acne  Vulgaris 

1.  Wash  the  face  gently,  (avoiding 
massage,  missing  the  sorest  places) 
with  plain  soap  or  a stronger  soap 
if  the  skin  is  oily.  The  face  should  be 
washed  at  least  three  times  a day. 

2.  Apply  the  prescription  with  the  fin- 
gers over  the  entire  area  of  oiliness 
and  eruption,  working  it  gently  into 
the  skin  as  directed. 

3.  No  grease  of  any  kind  is  allowed  on 
the  face  unless  especially  prescribed. 
Rouge  (not  cream  rouge)  powder 
and  lipstick  are  all  right. 

4.  Keep  the  fingers  off  the  face.  Keep 
hair  away  from  the  face  at  night. 

5.  Shampoo  weekly  or  as  directed,  with 
special  prescription  shampoo. 

6.  Get  plenty  of  sleep  and  rest,  at  least 
eight  hours  each  night. 

7.  Do  not  exercise  violently.  Perspiring 
is  harmful  as  it  stimulates  the  oili- 
ness of  the  skin.  If  you  should  per- 
spire freely  use  the  astringent  which 
was  suggested,  as  often  as  possible. 

8.  Avoid  sunburn.  An  excessive 
amount  of  sun  stimulates  the  skin 
and  produces  more  oiliness.  Before 
exposure  to  the  sun  use  a protective 
preparation,  such  as  Raynox  or  Sko- 
lex.  If  either  one  of  these  prepara- 
tions is  applied  it  will  produce  a tan 
and  will  serve  to  filter  out  the  harm- 
ful rays  of  the  sun.  There  is  usually 
an  aggravation  in  November,  De- 
cember, and  January,  and  people 
cannot  understand  why  their  faces 
are  worse  at  that  time.  The  reason 
for  that  is  the  previous  summer  sun. 

9.  Maintain  regular  bowel  habits ; learn 
to  live  without  laxatives.  Allow  time 
in  the  morning  to  have  a movement ; 
do  not  procrastinate  when  the  urge 
comes  on;  disregard  a missed  day, 
for  the  bowel  content  is  not  poison- 
ous. 


10.  Avoid  rich  cream,  homogenized  milk, 
mayonnaise,  chocolate,  cocoa,  soda 
fountain  drinks,  alcoholic  drinks, 
nuts,  peanut  butter,  thick  gravy, 
greasy  and  fatty  foods,  excessive 
amounts  of  tea  and  coffee.  Eat  mod- 
erately of  ice  cream,  butter,  cheese, 
bread,  pastries,  and  starch  foods 
generally. 

11.  You  may  have  bread,  potatoes,  eggs, 
meat  of  any  kind,  except  pork  and 
sausage,  all  vegetables,  all  fruits, 
fish,  seafoods  except  those  rich  in  io- 
dines, such  as  shrimp,  oysters,  etc. 

12.  Do  not  use  iodines  in  the  form  of  io- 
dized salt,  or  ask  your  family  physi- 
cian if  he  is  prescribing  iodides  in 
the  event  that  you  are  under  treat- 
ment for  acne.  Do  not  use  bromides 
in  the  form  of  bromo-seltzer,  bromo- 
quinine,  or  ask  your  physician  if  he 
is  prescribing  bromides. 

13.  Do  not  pick  your  face  if  you  wish  to 
avoid  scars.  This  is  most  important. 
Do  not  expect  a cure  in  a few  treat- 
ments. It  takes  time.  Follow  in- 
structions, and  disregard  any  ad- 
vice your  friends  might  give  you  in 
reference  to  your  skin  trouble.  It 
will  only  be  confusing. 

Treatment  of  Acne  Scars 

There  are  three  general  measures  avail- 
able in  the  attempt  to  improve  scarring 
resulting  from  acne:  (1)  cryotherapy; 

(2)  local  chemotherapy;  (3)  abrasive  me- 
chanotherapy. Cryotherapy  consists  of 
the  local  application  of  solid  carbon  diox- 
ide (or  dry  ice)  in  the  solid  form,  or  in 
combination  with  acetone  in  the  form  of 
slush.  It  is  an  office  procedure  and  local 
reactions  vary  from  mild  erythema  to 
vesiculation,  depending  upon  the  method, 
time  and  pressure  of  application.  It 
should  be  carried  out  by  experienced  per- 
sonnel. The  method  is  relatively  painful 
since  local  anesthetic  cannot  be  used,  it  is 
time  consuming,  and  it  may  take  a period 
of  months  and  even  years  to  bring  about 
only  a slight  improvement  of  the  scars, 
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so  that  the  expected  cosmetic  improve- 
ment is  not  too  good. 

Chemotherapy 

Many  local  applications  have  been  in- 
voked in  order  to  exfoliate  the  epidermis 
and  thereby  improve  the  scars.  The  pits 
may  be  ringed  with  trichloracetic  acid. 
This  is  a rather  tedious  and  slow  method 
of  flattening  scars  and  can  only  be  em- 
ployed when  the  lesions  are  few  and  dis- 
crete. The  local  reaction  is  severe  and  the 
method  is  not  practical  where  there  is 
extensive  scarring. 

Pure  phenol  may  be  applied  over  the 
entire  face  or  to  the  affected  sites:  the 
reaction  is  severe  or  terrific,  the  skin 
turns  white  and  burning  is  severe.  The 
patient  may  temporarily  have  a faint  feel- 
ing because  of  phenol  absorption.  The 
area  at  the  site  of  application  is  imme- 
diately neutralized  with  a bland  lotion. 
The  patient  is  very  uncomfortable  for  the 
next  48  hours,  having  a burning  sensa- 
tion. The  skin  turns  absolutely  black  and 
then  peels  off  in  sheets  in  about  5 to  7 
days.  The  patient  may  be  incapacitated 
for  10  days. 

There  are  numerous  other  chemical 
methods  that  may  be  used.  However,  the 
former  two  are  the  most  popular.  Again, 
these  chemotherapeutic  measures  are  safe 
applications  in  experienced  hands,  but 
are  still  fraught  with  dangers. 

Mechanotherapy 

Abrasion  of  the  skin  by  means  of  me- 
chanical therapy  results  in  improvement 
of  the  scars.  The  two  popular  methods 
employed  are  sandpapering  and  planing 
with  a stainless  steel  wire  brush.  The 
sandpapering  technique  requires  hospital- 
ization and  a general  anesthetic  is  em- 
ployed. 

Our  plastic  planing  method  is  a modi- 
fication of  the  Kurtin  technique  utilizing 
a planing  device,  and  is  an  office  proced- 
ure. The  patient,  usually  accompanied  by 
a friend  or  relative,  is  given  50  mg.  of 
Dermerol  hydrochloride  to  allay  any  an- 


xiety. An  assistant  sprays  ethyl  chloride 
on  the  operative  site  for  local  anesthesia 
and  areas  about  the  size  of  a silver  dollar 
are  abraded,  the  depth  depending  up- 
on the  judgment  of  the  operator,  until 
the  entire  face  is  completed.  The  face  is 
dressed  with  dry  gauze  and  removed  when 
the  patient  returns  home.  Typewritten 
instructions  are  given  to  the  patient  re- 
garding post-operative  care.  The  proced- 
ure is  painless  and  the  improvement  va- 
ries according  to  the  depth  of  the  abra- 
sion. The  process  may  be  repeated  at  3 
month  intervals  if  necessary,  depending 
upon  the  discretion  of  the  operator.  It  is 
a safe  technique  which  offers  the  patient 
a ray  of  hope  for  the  improvement  of 
their  acne  scars. 

Summary  and  Conclusion 

We  have  attempted  to  broach  the  most 
common  and  important  dermatologic  pro- 
cedures in  the  management  of  acne.  The 
need  for  early  and  proper  treatment  is 
emphasized  in  order  to  prevent  scarring. 
Education  of  parents  and  patients,  to- 
gether with  a rational  therapeutic  ap- 
proach will  result  in  bringing  this  disease 
under  control  in  the  majority  of  instances. 
817  West  Street 
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Correction 


In  The  Journal  for  December,  1954,  on 
page  300,  in  the  excellent  article  by  Dr. 
O.  J.  Poliak  on  “Electrophoretic  Fraction- 
ation of  Serum  Glucoproteins’’  his  Figure 
1 was  printed  upside  down.  The  Journal 
regrets  exceedingly  this  unfortunate  hap- 
penstance and  will  do  all  it  can  to  prevent 
a recurrence  of  such  a mistake.  Proper 
corrections  are  being  made  in  the  author’s 
reprints. 
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Watchword  for  ’55 
No  better  presentation  of  the  menace 
to  medicine,  in  certain  phases,  has  come 
to  our  attention  than  the  December  edi- 
torial in  Arizona  Medicine.  Read  it,  as 
follows : 

CAUTION? 

The  poignant  cover  of  “Look”,  October  5th, 
1954,  with  the  caption,  “Are  Your  Doctor  Bills 
Padded?”  must  have  been  great  for  sales.  The 
article  by  the  same  title  discloses  nothing  about 
the  padding  of  doctor’s  bills,  except  the  last 
paragraph  which  refers  the  readers,  if  they  sus- 
pect padding,  to  their  Medical  Society’s  Griev- 
ance Committee.  The  text  of  “Are  Your  Doc- 
tor’s Bills  Padded?”  can  be  classed  with  others, 
to  cite  a few:  “The  Doctor’s  Conspiracy  In  Si- 
lence,” “Why  Some  Doctors  Should  Be  In  Jail,” 
“Patients  For  Sale,”  “Watch  It,  Doc!”  “How 
Much  Should  Your  Doctor  Charge?”. 

Again,  we  must  have  been  ranked  high  because 
“dirt”  is  more  salable  if  it  incriminates  the  re- 
nown. If  the  public  and  our  profession  are  to 
be  benefitted  by  such  an  expose,  we  would  be 
the  last  to  withhold  our  plaudits.  However,  if 
the  whole  medical  profession  is  discredited  by 
the  repetitious  exposure  of  the  few  erring  doc- 
tors, and  the  prejudicial  presentation  of  sub- 
ject matter  proves  to  be  a cold  war  of  class- 
against-class;  then  our  present  society  shall 


crumble.  Such  a method  has  been  proven  ef- 
fective by  Hitler,  Mussolini,  Lenin  and  Stalin. 
Those  who  perpetrate  such  licentious  implica- 
tions should  be  repeatedly  reminded  of  Lenin’s 
statement  when  he  proclaimed  socialized  medi- 
cine to  be  “the  keystone  of  the  arch  of  the  So- 
cialist state.” 

“Are  Your  Doctor  Bills  Padded,”  true  to  form, 
is  biased  by  incomplete  statements,  quotation 
of  the  exceptions,  its  narrow  range  of  compari- 
sons, and  by  inference.  It  implies  to  its  readers 
that  the  higher  cost  of  medical  care  is  unique 
and  disproportionate,  which  a full  recitation  of 
the  facts  would  belie.  If  not  wholly  for  their 
sales  value,  these  unqualified  statements  must 
have  been  made  to  soften  the  medical  profes- 
sion for  something  to  come  in  the  future. 

The  author  implies  that  it  is  antisocial  that 
a few  families  spend  a high  per  cent  of  their 
income  to  protect  their  health  — their  most 
valuable  asset,  whereas,  he  does  not  mention 
what  should  be  done  to  help  those  who  lose  all 
their  worldly  possessions  by  Acts  of  God.  He 
compares  our  earnings  to  those  of  college  pro- 
fessors and  factory  workers  and  by  quotations, 
challenges  that  the  discrepancies  in  incomes  are 
unjustified.  He  fails  to  criticize  our  social  sys- 
tem which  condones  individuals  becoming  wealthy 
from  profits  made  by  the  sale  of  the  essentials 
of  life  such  as  food,  even  though  part  of  their 
profits  come  from  those  who  are  so  poor  that 
the  medical  profession  renders  them  free  medical 
care.  Nor  does  he  mention  our  way  of  life  which 
allows  people  to  become  wealthy  by  unearned 
incomes  from  exploitation  of  our  natural  re- 
sources — or  the  sale  of  land  and  houses  neces- 
sary for  sheltering  the  poor. 

When  the  medical  profession  is  conquered  our 
social  planners  will  then  turn  and  destroy  other 
essential  segments  of  our  social  structure.  It  is 
to  be  lamented  that  for  “sales”  many  of  our 
“popular  writers”  are  blinded,  and  are  no  more 
aware  that  they  are  undermining  their  own  pal- 
aces, than  are  their  readers  who  make  their 
sales  possible. 

What  are  the  present  facts  as  regards  Gov- 
ernmental Medicine?  We  are  closer  than  most 
realize.  The  1954-55  budget  of  our  government 
for  health  is  over  two  billion  dollars.  This  is 
eight  per  cent  above  the  preceding  year  and  is 
sixteen  per  cent  of  the  total  private  public  ex- 
penditures for  health.  In  what  other  socialistic 
venture  has  our  government  gone  so  far? 

We  have  just  returned  the  balance  of  power 
of  the  legislative  branch  of  our  government  to 
a party  which  has  favored  the  extension  of  all 
governmental  regulations  in  all  fields.  Will  their 
trends  of  the  past  be  enlarged?  Will  Oscar 
Ewings  return?  We  must  be  alert;  we  must  be 
cautious  in  our  own  affairs;  we  must  be  cautious 
and  determined  that  those  who  represent  us  do 
not  destroy  our  social  system.  We  must  keep 
ourselves,  the  public,  and  our  legislators  in- 
formed as  to  what  is  good  for  all. 

People,  including  our  representatives  in  gov- 
ernment, learn  and  are  impressed  by  what  they 
read  — so  let  us  furnish  them  with  something  to 
read  and  not  let  them  form  their  opinion  from 
the  too  frequently  biased  articles  which  appear 
on  our  news  stands  or  yes,  even  some  of  those 
which  come  from  our  government  presses.  It  is 
the  responsibility  of  all  of  us  to  diseminate  per- 
tinent information.  Do  not  entrust  this  decisive 
job  to  any  selected  group. 
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DELAWARE  STATE  BOARD  OF  HEALTH 

Policy  for  Laboratory  Operation 

The  State  Board  of  Health  Laboratory 
will  limit  its  work  to  laboratory  tests  of 
public  health  interest  and  will  include 
case-finding  tests  for  tuberculosis  and 
cancer.  No  clinical  laboratory  procedures, 
such  as  blood  counts,  hemoglobin  deter- 
minations, blood  chemistry,  or  other  tests 
of  clinical  significance,  will  be  made  by 
Board  of  Health  personnel. 

Who  May  Submit  Specimens  for 
Examination  : 

1.  Licensed  physicians. 

2.  Public  Health  Officers. 

3.  Medical  Officers  in  Federal  Service. 

4.  Attorney  General. 

Reports 

Reports  will  be  submitted  to  licensed 
physicians  and  recognized  clinics  only, 
except  reports  on  water,  food,  milk  and 
similar  substances  may  be  transmitted  to 
the  municipality,  business,  or  person  re- 
sponsible for  maintaining  standards 
which  apply  to  such  specific  items. 

Tests  Which  the  Laboratory  Will 
Perform  : 

1.  Serological  and  spinal  fluid  tests  for 
syphilis. 

2.  Cultures  of: 

a.  blood  for  typhoid,  brucellosis, 
salmonellosis,  shigella. 

b.  urine  for  typhoid,  shigella  or- 
ganisms, salmonella  group. 

c.  feces  for  typhoid,  salmonella, 
shigella. 

d.  pus  for  gonorrhea. 

e.  sputum  and  nasopharyngeal  se- 
cretion for  diphtheria,  b.  hem- 
olytic streptococcus  (scarlet 
fever,  septic  sore  throat),  Vin- 
cent’s infection,  tuberculosis, 
and  fungus  infection. 

3.  Agglutination  or  Precipitation  tests: 

a.  Typhoid  - Salmonella 

b.  Undulant  Fever 


c.  Tularemia,  Shigella 

d.  Typhus 

e.  Rocky  Mountain  Spotted  Fever 

f.  Rickettsial  diseases 

g.  Heterophil  antibodies 

4.  Complement  Fixation  tests: 

a.  Syphilis 

b.  Gonorrhea 

5.  Water: 

a.  Presumptive  test  for  coliform. 

b.  Confirmed  test  for  coliform. 

c.  Organism  identification  tests 
when  indicated. 

6.  Shellfish: 

a.  Presumptive  test  for  coliform. 

b.  Coliform  counts. 

c.  Plate  counts. 

d.  Organism  identification. 

7.  Milk  and  Dairy  Products: 

a.  Plate  counts. 

b.  Breed  counts. 

c.  Coliform  counts. 

d.  Test  for  completeness  of  pas- 
teurization. 

e.  Undulant  fever  identification 
tests. 

f.  Butter  fat  (when  indicated). 

g.  Identification  tests  if  indicated. 

8.  Rabies: 

a.  Examination  for  negri  bodies. 

b.  Animal  inoculation. 

9.  Urine: 

a.  Routine  test  for  prenatal  mid- 
wife cases. 

10.  Food: 

a.  Routine  test  for  contamination. 

11.  Parasitology: 

a.  Body  discharges  for  enteric 
parasite  identification. 

12.  Cystology: 

a.  Smears  for  malignant  type  cells 
by  Papanicolaou  method. 

13.  Biopsies: 

These  are  not  performed  in  our 
lab  for  indigent  cases,  but  are  sent 
to  qualified  pathologists. 
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14.  Evaluation  tests: 

For  other  labs  doing  serological 
tests  for  syphilis. 

15.  Bacteriological  Smears: 

For  tentative  identification  of  or- 
ganisms. 

Note:  The  State  Board  of  Health  re- 
serves the  right  to  perform  other 
tests  of  public  health  interest 
when  indicated. 


1955  Delaware  March  of  Dimes  Against 
Polio 

The  polio  attack  rate  in  Delaware  last 
year  according  to  provisional  reports  was 
about  the  same  as  the  national  average 
for  the  year  1954.  Nationwide,  the  num- 
ber of  cases  reported  in  1954  was  the 
third  highest  on  record. 

The  highest  polio  epidemic  year  in  Del- 
aware during  recent  times  was  in  1952, 
when  117  polio  cases  were  reported.  It  is 
impossible  to  predict  when  and  where 
polio  epidemics  will  strike,  which  under- 
lines the  need  for  more  effective  control 
measures. 

Evaluation  of  the  Salk  vaccine,  admin- 
istered to  440,000  U.  S.  children,  in  the 
largest  medical  experiment  of  its  kind 
ever  conducted,  is  now  in  progress.  An- 
nouncement of  the  vaccine’s  effectiveness 
will  be  made  in  the  Spring  of  1955. 

During  the  field  trials  last  Spring  about 
2,400  children  in  the  state  of  Delaware 
were  inoculated  with  the  Salk  vaccine. 

It  is  hoped  that  Delaware  physicians 
will  support  the  1955  March  of  Dimes  as 
enthusiastically  as  approximately  20,000 
physicians  throughout  the  United  States 
cooperated  in  the  1954  vaccine  field  trials 
sponsored  by  the  National  Foundation  for 
Infantile  Paralysis. 

This  year  the  March  of  Dimes  must 
do  a bigger  job  than  ever  before.  It  must 
raise  $64,000,000  — because  $9,000,000  is 
needed  to  purchase  vaccine,  $2,700,000  for 
scientific  research,  $2,900,000  for  profes- 
sional education,  and  at  least  $29,900,000 


for  patient  aid,  including  hospitalization. 
The  March  of  Dimes  has  expended  $203,- 
600,000  in  patient  aid  since  1938. 

For  science  and  humanity,  give  gen- 
erously to  the  1955  March  of  Dimes  in 
January.  Let  your  patients  and  friends 
know  that  the  March  of  Dimes  fights 
wisely,  economically  and  effectively 
against  the  polio  threat. 


It  is  certain  that  tuberculosis  is  not  an 
inescapable  component  of  human  society. 
It  is  always  the  result  of  gross  defects  in 
social  organization  and  in  the  manage- 
ment of  individual  life.  It  is  truly  a social 
sin  which  can  and  must  be  stamped  out. 
Rene  J.  Dubos,  Ph.D.,  Am.  Rev.  Tuberc., 
July,  1953. 


One  of  the  greatest  benefits  of  the  mass 
survey  has  been  to  demonstrate  to  both 
the  medical  profession  and  the  public  the 
existing  high  prevalence  of  tuberculosis 
and  the  need  for  a continuous,  efficient, 
case-finding  program  in  each  community. 
George  Jacobson,  M.D.,  and  Denis  C.  Ad- 
ler, M.D.,  Am.  Rev.  Tuberc.,  June,  1954. 


Various  health  problems,  which  seem 
unrelated,  actually  are  closely  related.  If 
the  farmers  in  an  area  are  all  sick  with 
malaria  at  harvest  time,  famine  results. 
The  lowered  resistance  of  the  starving 
population  paves  the  way  for  more  rapid 
spread  of  tuberculosis.  Both  malaria  and 
tuberculosis  result  in  lowered  economic 
standards.  Substandard  housing  and  over- 
crowding follow  and  in  turn  contribute 
further  to  the  development  of  tuberculos- 
is. Extensive  dental  caries  will  result  in 
malnutrition,  which  in  turn  may  produce 
greater  susceptibility  to  tuberculosis  . . . 
the  substandard  living  conditions  result- 
ing in  part  from  such  diseases  cause  dis- 
content, frustration,  and  desperation — 
fertile  soil  for  the  growth  of  communism. 
James  E.  Perkins,  M.D.,  NTA  Bulletin, 
Sept.,  1954. 


24 


Delaware  State  Medical  Journal 


January,  1955 


A home  care  program  for  the  tubercu- 
lous rests  ou  the  assumption  that  an  in- 
telligent, cooperative  patient,  partially 
restored  to  health,  can  be  treated  for 
part  of  his  illness  at  home  to  his  ultimate 
benefit.  Editorial,  GP,  Jan.,  1954. 


Ira  A.  B.  Allen,  M.D. 

Dr.  Ira  A.  B.  Allen,  of  Seaford,  died 
on  December  13,  1954,  following  a long- 
period  of  illness.  He  was  75  years  of  age. 
He  was  born  in  Seaford  on  January  29, 
1879,  the  son  of  the  late  John  Wesley  and 
Ida  D.  (Lloyd)  Allen. 

Dr.  Allen  received  his  early  education 
in  the  public  schools  of  Seaford  and  at 
the  Pennsylvania  State  Normal  School  at 
West  Chester,  Pa.  After  teaching  school 
for  three  years,  he  entered  the  University 
of  Maryland  Medical  School,  from  which 
he  graduated  in  1905.  His  interneship 
was  served  in  the  Franklin  Square  Hos- 
pital, Baltimore. 

After  practicing  for  a short  time  in 
West  Virginia,  he  located  in  Marion  Sta- 
tion, Mel.  There  he  established  a private 
hospital  which  subsequently  consolidated 
with  the  McCready  Memorial  Hospital  in 
Crisfield.  He  was  for  many  years  a mem- 
ber of  the  staff  of  the  hospital. 

In  1924  he  completed  a post-graduate 
course  in  surgery  at  the  Post-graduate 
Hospital  in  New  York  City.  Following 
this  he  moved  to  his  old  home  in  Seaford 
where  he  has  been  in  active  practice  un- 
til illness  made  necessary  his  retirement. 

He  was  a member  of  the  Sussex  County 
Medical  Society  and  Medical  Society  of 
Delaware  and  of  the  American  Medical 
Association. 

He  was  a member  of  Chesapeake  Lodge, 
No.  147,  Free  and  Accepted  Masons  of 
Crisfield,  Md.,  and  was  a life-long  mem- 
ber of  the  Woodland  Methodist  Church. 

For  several  years  he  was  a member  of 
the  Board  of  Directors  of  the  First  Na- 
tional Bank  of  Seaford. 


During  World  War  I and  II  he  enlisted 
in  the  Medical  Service  Corps  of  the  Coun- 
cil of  National  Defense. 

On  December  18,  1901  Dr.  Allen  mar- 
ried the  former  Bathana  Lowe,  of  Gales- 
town,  Md.,  who  survives  him.  He  is  also 
survived  by  two  children:  Mrs.  E.  Cran- 
ston Riggin,  of  Baltimore,  Md.,  and  Dr. 
I.  Benson  Allen,  of  Seaford;  two  grand- 
children, Mr.  E.  Cranston  Riggin,  Jr., 
and  Miss  Phyllis  Lynn  Allen;  two  sisters, 
Mrs.  Samuel  G.  Smith  and  Mrs.  G.  Ed- 
win Phillips,  of  Seaford. 

Funeral  services  were  conducted  from 
his  late  home  on  December  16,  1954. 


BOOK  REVIEW 

RECENT  ADVANCES  IN  CARDIOVAS- 
CULAR PHYSIOLOGY  AND  SUR- 
GERY : A Symposium  Presented  by 
the  Minnesota  Heart  Association  and 
the  University  of  Minnesota.  Pp.  132. 
Paper,  $1.00. 

This  booklet  is  a transcription  of  the 
papers  and  discussions  at  the  symposium 
on  cardiac  physiology  and  surgery  in 
September  1953.  Your  reviewer  was  priv- 
ileged to  attend  this  meeting  and  can  re- 
port first-hand  that  it  would  be  difficult, 
if  not  impossible,  to  assemble  a more  au- 
thoritative group  of  experts  on  the  sub- 
ject. The  Stockholm  group  was  well  rep- 
resented, in  addition  to  leaders  from  Ger- 
many, Canada,  and  the  United  States. 

The  first  three  sessions  dealt  mostly 
with  chemistry  and  experimental  physi- 
ology and,  while  valuable,  are  of  minor 
clinical  interest.  The  fourth  session  (dif- 
ferential diagnosis  of  various  defects  by 
physiologic  means)  and  the  last  two  ses- 
sions (recent  advances  in  surgical  treat- 
ment of  heart  disease)  are  invaluable  to 
the  clinician. 

This  booklet  should  be  in  the  library 
of  any  physician  or  surgeon  who  has  any 
contact  whatsoever  with  the  diagnosis  or 
treatment  of  heart  disease. 
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Dramamine’s*  Effect  in  Vertigo 

Dramamine  has  become  accepted  in  the  control 
of  a variety  of  clinical  conditions  characterized  by 
vertigo  and  is  recognized  as  a standard 
for  the  management  of  motion  sickness. 


Vertigo,  according  to  Swartout,  is  primarily  due* 
to  a disturbance  of  those  organs  of  the  body  that 
are  responsible  for  body  balance.  When  the  pos- 
ture of  the  head  is  changed,  the  gelatinous  sub- 
stance in  the  semi-circular  canals  begins  to  flow. 
This  flow  initiates  neural  impulses  which  are 
transmitted  to  the  vestibular  nuclei.  From  this 
point  impulses  are  sent  to  different  parts  of  the 
body  to  cause  the  symptom  complex  of  vertigo. 

Some  impulses  reach  the  eye  muscles  and  cause 
nystagmus ; some  reach  the  cerebellum  and  skele- 
tal muscles  and  righting  of  the  head  results ; others 
activate  the  emetic  center  to  result  in  nausea, 
while  still  others  reach  the  cerebrum  making  the 
person  aware  of  his  disturbed  equilibrium.  Vertigo 
may  be  caused  by  a disease  or  abnormal  stimuli  of 
any  of  these  tissues  involved  in  the  transmission  of 
the  vertigo  impulse,  including  the  cerebellum  and 
the  end  organs. 

A possible  explanation  of  Dramamine’s  action 
is  that  it  depresses  the  overstimulated  labyrin- 
thine structure  of  the  inner  ear.  Depression, 
therefore,  takes  place  at  the  point  at  which  these 
impulses,  causing  vertigo,  nausea  and  similar  dis- 
turbances, originate.  Some  investigators  have 
suggested  that  Dramamine  may  have  an  addi- 
tional sedative  effect  on  the  central  nervous  system. 

Repeated  clinical  studies  have  established 
Dramamine  as  valuable  in  the  control  of  the 
symptoms  of  Meniere’s  syndrome,  the  nausea  and 
vomiting  of  pregnancy,  radiation  sickness,  hyper- 
tension vertigo,  the  vertigo  of  fenestration  proced- 
ures, labyrinthitis  and  vestibular  dysfunction  as- 
sociated with  antibiotic  therapy,  as  well  as  in 
motion  sickness. 

Any  of  these  conditions  in  which  Dramamine 
is  effective  may  be  classed  as  “disease  or  abnor- 
mal stimuli”*  of  the  tissues  including  the  end 
organs  (gastrointestinal  tract,  eyes)  and  their 
nerve  pathways  to  the  labyrinth. 

Dramamine  (brand  of  dimenhydrinate)  is  sup- 
plied in  tablets  of  50  mg.  and  liquid  (12.5  mg.  in 
each  4 cc.).  It  is  accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Med- 
ical Association.  G.  D.  Searle  & Co.,  Research 
in  the  Service  of  Medicine. 


The  site  of  Dramamine' s action  is  probably  in  the 
labyrinthine  structure. 


*Swartout,  R.,  Ill,  and  Gunther,  K.:  “Dizziness:”  Ver- 
tigo and  Syncope,  GP  8: 35  (Nov.)  1953. 
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WEST  CHESTER,  PA. 


• A recognized  private  psychiatric  hos- 
pital for  the  treatment  of  all  nervous 
and  mental  illness,  including  alcoholism 
and  senility.  Complete  facilities  for  elec- 
troshock therapy,  insulin  therapy,  psy- 
siotherapy,  hydrotherapy  and  a well  or- 
ganized program  of  occupational  and  so- 
cial therapy  under  a certified  therapist. 
Referring  physicians  may  retain  super- 


vision of  patients.  Located  on  a beautiful 
28-acre  tract  . . . buildings  are  well 
equipped  and  attractively  appointed. 
Capacity:  75  beds,  single  room  occu- 
pancy. Complete  information  upon  re- 
quest. 

Apply — Superintendent 

DARLINGTON  SANITARIUM,  INC. 
WEST  CHESTER.  PENNSYLVANIA 
Telephone:  West  Chester  3120 


^Pic/eub 


29,000  X 


Proteus  vulgaris  is  a Gram-negative  organism  commonly  involved  in 
urinary  tract  infections  • septicemia 
peritonitis  following  low  perforation  of  the  gut. 


It  is  another  of  the  more  than  30  organisms  susceptible  to 

PANMYCIN 

100  mg.  and  250  mg.  capsules 


♦ TRADEMARK,  REG.  U.  S.  PAT.  OFF. 


Upjohn 
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ECKERD’S 
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COMPLETE 

DRUG  SERVICE 

LEIBO  WITZ’S 
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Wilmington,  Delaware 
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BIOLOGICALS 
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George  T.  Tobin  & Sons 

BUTCHERS 

TRUSSES 

513  Market  Street  723  Market  Street 

900  Orange  Street  Manor  Park 

WILMINGTON,  DELAWARE 

NEW  CASTLE,  DELAWARE 

Phone  N.  C.  3411 

PARKE 

SJ S/ft/t/i/iet 

Of  fWine 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  11,  Pa. 


THOROUGHBRED  IN  ITS  FIELD 

Audivox,  successor  to  Western  Electric  Hearing  Aid  Division, 
brings  the  boon  of  better  hearing  to  thousands. 

These  are  the  Audivox  Hearing  Aid  Dealers  who  serve  you 
in  Wilmington.  Audivox  dealers  are  chosen  for  their  com- 
petence and  their  interest  in  your  patients'  hearing  problems. 
HEARING  IS  THEIR  BUSINESS! 
AUDIOPHONE  COMPANY 
WILMINGTON,  Delaware  Trust  Arcade 

BALTIMORE,  MARYLAND 
205  West  Saratoga  Street,  Tel:  Mulberry  5-0495 
PHILADELPHIA,  PENNSYLVANIA 
1411  Land  Title  Bldg.,  1406  Chestnut  St.,  Tel:  Rl  - 6-8966 


audivox 


TRADE  MARK 


SUCCESSOR  TO 


Western  E/ecrnc 


hearing  aid  division 
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Only  audivox  in  the  hearing-aid  field  can  trace  an 
ancestry  that  includes  both  Western  Electric  and  Bell 
Telephone  Laboratories,  audivox  lineage  springs  from 
the  pioneer  experiments  of  Dr.  Alexander  Graham  Bell, 
furthered  by  the  development  of  the  hearing  aid  at  Bell 
Telephone  Laboratories,  brought  to  fruition  by  Western 
Electric  and  audivox  engineers. 


Alexander  Graham  Bell 


audivox  presents  a versatile  new  tool  in  the  psycho- 
logical and  somatic  management  of  hearing  loss  — the 
Model  72  “New  World.”  Because  it  departs  completely 
from  conventional  hearing-aid  appearance,  this  tiny 
"prosthetic  ear”  may  be  worn  as  a barrette,  tie  clip,  or 
clasp  without  concealment.  Resultant  benefits  include 
new  poise  and  new  aural  acuity  for  the  wearer  through 
free-field  reception  without  clothing  rustle. 


MANY  DOCTORS  rely  on  career  Audivox  deal- 
ers for  conscientious,  prompt  attention  to  their 
patients'  hearing  needs.  There  is  an  Audivox 
dealer  — chosen  for  his  interest,  ability,  and 
integrity  — in  every  major  city. 


thoroughbred 

Only  a long  and  celebrated  ancestry  can 
produce  a champion  racing  thoroughbred. 


new: 


all-transistor 
Model  72 
by  Audivox 


___  smbhu  the  thoroughbred  hearing  aid 

Successor  to  \jfastem  JlkCftiC  Hearine  Aid  Division 


123  Worcester  St.,  Boston,  Mass. 
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Physicians’  and  Surgeons’ 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  Which  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc, 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  8-6471 
If  it’s  insurable  tve  can  insure  it 


EVERYTHING  NEW  IN  DRUGS 

FOR  DOCTORS  ONLY! 

t 61380  4 

6-1380  is  Brittingham's  unlisted  telephone  number  for 
the  use  of  doctors  only  . . . Phone  your  prescriptions  to 
us  and  we  will  deliver  them  by  fast  motorcycle  to  any 
point  in  the  city  or  suburbs  . . . No  charge,  of  course! 

BRITTINGHAM’S 

PHARMACY 


MEDICAL  ARTS  BUILDING 
FAIRFAX  SHOPPES 


DELAWARE  TRUST  BUILDING 
EDGEMOOR 
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801  N.  Union  Street 
Wilmington,  Delaware 
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GOLDEN  GUERNSEY  MILK 

Wilmington,  Del.  Phone  6-8225 
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prompt  city-wide 
delivery  service 
for  prescriptions. 
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Drug  Store  of  Service 

DELAWARE  AVE.  at  DUPONT  ST. 
Dial  6-8537 


0 towers  . . . 

Geo.  Carson  Boyd 

at  216  West  10th  Street 

Phone  8-4388 
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use  the 
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Services  you  find  at 
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Something  NEW 
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WOULD  HELP  IN  PAYING  ESTATE  HUES  IN 
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SPECIFIC  BENEFITS  also  for  loss  of  sight. 

LIMB  OR  LIMBS  FROM  ACCIDENTAL  INJURY 


HOSPITAL  INSURANCE  olso  for  our  Members 
and  their  Families 


$4,000,000  Assets 
$20,000,000  Claims  Paid 

52  Years  Old 

Physicians  Casualty  & Health  Ass’ns. 

Omaha  2,  Nebraska 
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Managing  Editor 

Fariiliurst,  Delaware 


ELECTRON  PHOTOMICROGRAPH 
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Diplococcus  pneumoniae  (Streptococcus  pneumoniae)  is  a Gram-positive 
organism  commonly  involved  in 

lobar— and  bronchopneumonia  • chronic  bronchitis  • mastoiditis  • sinusitis 
otitis  media  • and  meningitis. 

It  is  another  of  the  more  than  30  organisms  susceptible  to 

PANMYCIN 

100  mg.  and  230  mg.  capsules 


•trademark,  REG.  U.  S.  PAT.  OFF. 


Upjohn 
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per  1 8 gram  slice 
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WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
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Baynard  Optical 
Company 

Prescription  Opticians 
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Spectacles  and  Lenses 
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Prescriptions 
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WILMINGTON,  DELAWARE 


Enjoy  instant,  plentiful  hot  water 


For  downright  convenience, 
comfort  and  health  of  your 
family  — you  should  have 
an  ample,  reliable  supply 
of  hot  water!  With  an  Auto- 
matic Gas  Water  Heater  in 
your  Home,  you’re  sure  of 
all  the  hot  water  you  want, 
when  you  want  it.  For  light- 
ening household  tasks, 
bathing,  cleaning,  dish- 
washing, laundering  and 
many  other  uses.  Besides,  you  save  time  and 
worry,  for  you’re  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation  of 
an  Automatic  Gas  Water  Heater  in  your  home  now. 
Ask  your  Plumber,  or  stop  in  to  see  us. 
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accuracy  euery  time 


for  detection  of  urine-sugar 


“Both  Clinitest  and  Benedict’s  qualitative  test  are 
completely  accurate  when  properly  performed.”1 


but 

“. ..  there  are  fewer 
sources  of  error  with 
Clinitest.”1 


and 


“The  routine  Benedict 
test. ..is  seldom  well 
performed  because  of 
the  difficulties  of  accu- 
rate measurement  of 
reagent  and  urine  and 
because  of  the  practical 
difficulties  of  uniform 
heating;  the  much  sim- 
pler and  more  readily 
standardized  tablet  test 
is  to  be  preferred. . .”2 


1.  Cook,  M.  H.;  Free,  A.  H.,  and  Giordano,  A.  S.:  Am.  J.  M.  Technol.  19: 283,  1953. 

2.  Gray,  C.  H.,  and  Millar,  H.R.:  Brit.  M.  J.  4824: 1361  (June  20)  1953. 
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• for  greater  nitrogen  retention 

• tor  firmer  muscle  mass 

LACTUM 

NUTRITIONALLY  SOUND  FORMULA  FOR  INFANTS 


In  the  bottle-fed  infant,  a higher  protein  intake,  with 
greater  nitrogen  retention,  results  in  firmer  muscle 
mass,  better  tissue  turgor  and.  better  motor  develop- 
ment.1 A protein  intake  that  does  not  maintain  positive 
nitrogen  balance  "cannot  he  considered  optimal  or 
even  safe  for  any  length  of  time.”2 

During  the  first  year  of  life,  the  infant’s  nourishment  is 
derived  primarily  from  his  formula.  Hence  it  is  espe- 
cially important  that  the  formula  be  generous  in  pro- 
tein. The  usual  Lactum  " feedings  provide  2 Gm.  protein 
per  pound  of  body  weight — 25%  more  than  the  Recom- 
mended Daily  Allowance  of  1.6  Gm.  per  pound  (3.5 
Gm.  per  kilogram). 

1.  Jeans,  P.  C.,  in  A.M.A.  Handbook  of  Nutrition,  Philadelphia,  Blakiston, 
1951,  pp.  275-298.  2.  Stare,  F.  J.,  and  Davidson,  C.  S.,  in  The  Proteins, 
American  Medical  Association,  1945. 
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pitocin  is  widely  used  in  obstetrics  because  of  its  physiologic  effect  on  uterine 
musculature.  In  addition,  the  fact  that  it  is  notably  free  from  vasopressor  action  is 
often  a significant  advantage.  Intravenous  administration  of  diluted  pitocin  in 
emergencies  makes  possible  ready  control  of  dosage  and  response. 

pitoc  i n is  valuable  in  treatment  for  primary  and  for  secondary  uterine  inertia,  for 
postpartum  hemorrhage  due  to  uterine  atony,  for  the  third  stage  of  labor,  for  induc- 
tion of  labor,  and  during  cesarean  section  to  facilitate  suturing  the  uterine  wall. 

*Kaufman,  R.  H.;  Mendelowitz,  S.  M.,  & Ratzan,  W.  J.:  Am.  J.  Obst.  & Gtjnec.  65:269,  1953. 

PITOCIN  (oxytocin  injection,  Parke-Davis)  is  supplied  in  0.5-cc.  (5-unit)  ampoules,  and  in  1-cc. 
(10-unit)  ampoules,  in  boxes  of  6,  25,  and  100.  Each  cc.  contains  10  international  oxytocic  units 
(U.S.E  units). 
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For  Nasal  Congestion 
in  THE  COMMON  COLD 


Physiologically  acceptable  Neo-Synephrine 
hydrochloride  solution  promptly  constricts  the 
engorged  nasal  capillaries  which  are  responsible 
for  nasal  congestion  in  the  common  cold.  When 
the  nasal  mucosa  is  reduced  to  its  normal  state, 
the  nasal  passages  resume  their  proper  patency, 
drainage  is  possible,  and  the  patient  can  again 
breathe  freely. 

By  its  shrinking  action  on  the  nasal  mucosa,  Neo- 
Synephrine  helps  to  keep  the  sinuses  aerated 
and  the  openings  to  the  eustachian  tubes  clear. 

Neo-Synephrine  within  minutes  produces  decon- 
gestion that  lasts  for  hours. 


4-J-ij  IjuttkJlMuLi 

0.25%,  0.5%  and  1%  Solution 

/\f@W:  Nasal  Spray 


Plastic  Squeeze  Bottle 


Neo-Synephrine 

(brand  of  phenylephrine), 

trademark  reg.  U.S  Pat.  Off. 


INC.  NEW  YORK  18,  N.Y.  WINDSOR,  CUT 
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A valuable  aid  in 
rehabilitating  the  arthritic  patient 


MAJOR  ADVANTAGES:  Greater  anti-rheumatic  activity  than  cortisone; 
smaller  doses  produce  clinical  improvement  faster  and  more  uniformly.1 


Hydrocortone  is  a practical  long-term  thera- 
peutic measure  in  the  majority  of  patients  suffer- 
ing from  rheumatoid  arthritis.  The  use  of  small 
doses  of  Hydrocortone  in  conjunction  with 
conservative  general  measures  will  permit  the 
safe  management  of  these  arthritics  for  pro- 
longed periods  of  time.  Such  a program  has  been 
shown  to  provide  moderate  to  great  relief  in  a 
very  high  percentage  of  patients.2  In  severely 
handicapped  people,  Hydrocortone  plus  physi- 
cal therapy  will  frequently  allow  the  rehabilita- 
tion of  arthritics  who  would  not  be  helped 
appreciably  by  either  measure  alone.3 
OTHER  INDICATIONS:  Still’s  Disease,  rheuma- 
toid spondylitis,  psoriatic  arthritis,  traumatic 


arthritis,  osteoarthritis,  and  bursitis. 

SUPPLIED:  ORAL — Hydrocortone  Tablets:  20 
mg.,  bottles  of  25,  100,  and  500  tablets;  10  mg., 
bottles  of  50,  100,  and  500  tablets;  5 mg.,  bottles 
of  50  tablets.  INTRASYNOVIAL  — Saline  Suspen- 
sion Hydrocortone-T.B.A.:  25  mg./cc.,  vials 
of  5 cc.  Saline  Suspension  Hydrocortone 
Acetate:  25  mg./cc.,  vials  of  5 cc. 


PHILADELPHIA  1.  PA. 
DIVISION  OF  MERCK  & CO..  INC 


REFERENCES:  1.  Boland,  E.  W.  and  Headley,  N.  E.,  J.A.M.A.  148:981,  March  22,  1952.  2.  Ward,  L.  E.,  Polley,  H.  F.,Slocumb, 
C.H.and  Hench,  P.S.,  J.A.M.A.  152:119,'  May  9,  1953.  3.  Snow,  W.  B.  and  Coss,  J.  A.,  N.Y.  State  J.  Med.  52:319,  Feb.  1,  1952. 
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know  your  diuretic 


will  your  cardiac  patients 
be  able  to  continue 
the  diuretic  you  prescribe 

uninterrupted  therapy  is  the  key  factor  in  diuretic  control  of 
congestive  failure.  You  can  prescribe  NEOHYDRIN 
every  day,  seven  days  a week,  as  needed. 


TABLET 

NEOHYDRIN* 

BRAND  OF  CH  LORM  ERODRI  N (18.3  MG.  OF  3-CHLOROMERCURI- 

2-METHOXY-PROPYLUREA  IN  EACH  TABLET) 


no  " rest" periods ...  no  refractoriness 
acts  only  in  kidney... 
no  unwanted  enzyme  inhibition 
in  other  parts  of  the  body. 

standard  for  initial  control  of 

severe  failure  MERCUHYDRIN®  SODIUM  P 

BRAND  OF  MERALLURIDE  INJECTION 


eac  Yew&b  In  r/n/ye/Se  y& teamen 

* '*/e  LABORATORIES,  INC.,  MILWAUKEE  1,  WISCONSIN 
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ALL  YOURS 

with  a General  Electric 
Electrocardiograph 

1.  Recording  is  faster,  much  simpler 

With  the  Cardioscribe,  there’s  no  more  fussing  with  electrodes 
during  lead  taking.  Exclusive  chest  lead  selector  switch  makes  the 
difference.  Once  patient  electrodes  are  in  place,  you  can  take  leads 
1,  2,  3,  aVR,  aVL,  aVF  — as  well  as  the  1 to  6 positions  at  V,  CR, 
CL  and  CF  merely  by  turning  switches. 


2.  Paper  loading  is  easier \ 
more  accurate 


You'll  welcome  the  advantages 
built  into  General  Electric’s 
new  paper  drive.  Extremely 
accurate,  it  lets  you  load  in  the 
open  ...  in  seconds ! No  fum- 
bling inside  the  case  . . . noth- 
ing to  disassemble.  Just  Hip 
open  the  hinged  door,  pull  out 
the  paper  drive,  load,  and  snap 
back  into  place. 


3.  Cabinet  offers  extra  convenience,  safety 

Here’s  truly  functional  design!  The  Cardioscribe  is  a flat,  easily 
handled  package.  Control  covers  open  wide  at  a touch  ...  no  clumsy 
catches  or  locks ! No  groping  for  controls ! Every  dial  easily  accessi- 
ble. Its  leather  handle  is  attached  to  the  main  case.  When  carried, 
weight  is  dose  to  your  body  . . . just  like  an  overnight  bag. 

Another  distinct  Cardioscribe  advantage:  famous  General  Electric 
service  from  over  70  district  and  local  offices.  For  full  details  on  the 
DWB  Cardioscribe,  call  your  G-E  representative. 


Progress  /s  Our  Most  Important  Product 

GENERAL  A ELECTRIC 


Direct  Factory  Branches : 

PHILADELPHIA  — Hunting  Park  Avenue  at  Ridge 


RAL1I  MORE  — 2 West  Eager  Street 


Against  staphylococci 
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...with  little  risk 
of  serious  side  effects 
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Upjolrn 


Rheumatoid  arthritis, 
rheumatic  fever, 
Intractable  asthma, 
allergies . . . 


Supplied: 

5 mg.  tablets  in  bottles  of  50 
10  mg.  tablets  in  bottles  of  25,  100,  500 
20  mg.  tablets  in  bottles  of  25,  100,  500 

•REGISTERED  TRADEMARK  FOR  THE  UPJOHN 
BRAND  OF  HYDROCORTISONE  (COMPOUND  F) 

The  Upjohn  Company,  Kalamazoo,  Michigan 
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for  the  treatment  of  pneumonia 
and  other  respiratory  tract  infections 


of 

choice 
Terramyciri 

For  (established)  broad-spectrum  antibiotic 
therapy— supplied  in  convenient  Capsules, 

Tablets  (sugar  coated).  Oral  Suspension 
(raspberry  flavored),  Pediatric  Drops  (raspberry 
flavored),  Intramuscular,  Intravenous 
and  Ophthalmic  Ointment. 

Tetracyri 

For  the  (newest)  broad -spectrum  antibiotic 
therapy — supplied  in  convenient  Capsules, 

Tablets  (sugar  coated),  Oral  Suspension 
(chocolate  flavored),  Pediatric  Drops 
(banana  flavored),  Intravenous  and 
Ophthalmic  Ointment. 


Both  discovered  by  (PflZCF)  world’s  largest  producer  of  antibiotics 

PFIZER  LABORATORIES,  Brooklyn  6,  N.  Y. 

Division,  Chas.  Pfizer  <Sf*  Co.,  Inc. 
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we  say  "Thanks  ” Ton, 
has  helped  establish  our 
Viceroy  now  outset, 
filter  tip  cigarettes! 


985  doctors  who  have 
woy  exhibits  at  medical 
5 . . . and  to  those  who 
recommend  Viceroy  . • ■ 
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NEW  VICEROY  GIVES  SMOKERS 


20,000  FILTERS 

in  every  Viceroy  Tip 


Only  Viceroy  has  this  new- type 
filter.  Made  of  a non-mineral 
cellulose  acetate — it  gives  the 
greatest  filtering  action  possible 
without  impairing  flavor  or  im- 
peding the  flow  of  smoke. 


Smoke  is  also  filtered  through 
Viceroy’s  king-size  length  of  rich 
costly  tobaccos.  Thus,  Viceroy 
smokers  get  double  the  filtering 
action  . . . for  only  a penny  or  two 
more  than  brands  without  filters. 


WORLD’S  LARGEST-SELLING  FILTER  TIP  CIGARETTE 


New  King-Size 
Filter  Tip 


Viceroy 


Viceroy 

c3ilter  ^ ip 

CIGARETTES 

KING-SIZE 


ONLY  A PENNY  OR  TWO  MORE  THAN  CIGARETTES  WITHOUT  FILTERS 
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hen  you  use  short-acting 
NEMBUTAL  for  obstetrical  amnesia,  you'll  find 
these  advantages  constant: 

Short-acting  NEMBUTAL  can  produce 
any  desired  degree  of  cerebral  depression — 
from  mild  sedation  to  deep  hypnosis. 

The  dosage  required  is  small — only  about 
one-half  that  of  many  other  barbiturates. 

Hence,  there's  less  drug  to  be 
inactivated,  shorter  duration  of  effect, 
wide  margin  of  safety  and  little  tendency 
toward  morning-after  hangover. 


OBSTETRICAL  AMNESIA 


In  equal  oral  doses,  no  other 
barbiturate  combines  quicker,  briefer, 
more  profound  effect. 


Good  reasons  why  physician  preference  for 
short-acting  NEMBUTAL  continues  to  grow — 
after  24  years'  use  in  more  si  n n 
than  44  clinical  conditions.  CXuaTDTC 


one  of  the  44  uses  for  short-acting  NEMBUTAL 


(PENTOBARBITAL,  ABBOTT) 
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PENICILLIN  PLUS! 

Oral  BlClLLlN  is  a penicillin  of  choice  because  it  is  synonymous  with 
plus  factors  in  penicillin  therapy.  It  means  assured  penicillin  absorption 
through  its  unique  resistance  to  gastric  destruction.1  It  means  more 
prolonged  action  than  soluble  penicillins  achieve.1  It  means  penicillin 
plus  delicious  taste  (Oral  Suspension),  plus  convenience  of  administra- 
tion (Tablets),  plus  the  notable  safety  of  penicillin  by  mouth. 

For  all  these  plus  factors,  prescribe  Oral  Bicillin. 

1.  American  Medical  Association: New  and  Nonofficial  Remedies.  J.  B.  Lippincott 
Co.,  Philadelphia,  1954,  p.  147. 


TABLETS  SUSPENSION 

ORAL  BICILLIN® 

Benzathine  Penicillin  G (Dibenzylethylenediamine  Dipenicillin  G)  Philadelphia  2, Pa. 

Penicillin  with  a Surety  Factor 


when  hormones 


are  preferred  therapy. . . 

SCHERING  HORMONES 

assure  superior  quality 

Schering’s  high  standards  and  quality  control  assure  products  of 
unchanging  potency  and  purity  for  uniform  action  and  clinical  efficacy. 

minimal  cost 


Manufacturing  know-how  and  continuing  research  by  Schering 
provide  preparations  of  highest  quality  at  minimum  cost. 


r 


Schering 


ESTINYL 

TABLETS 


0.02  mg.] 


or 


0.05  mg. 


Schering  Corporation 

■ lOOMflflO.  Ml W JIBtlT 


Estinyl,®  brand  of  ethinyl  estradiol 
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in  respiratory 
infections 


Most  acute  bacterial  respiratory  infections 
you  encounter  respond  readily  to  'Ilotycin.  ’ 


'Ilotycin’  kills  susceptible  pathogens  of  the 

respiratory  tract.  Therefore,  the  response  is 
decisive  and  quick.  Bacterial  complications  such 
as  otitis  media,  chronic  tonsillitis,  and  pyelitis 
are  less  likely  to  occur. 

Most  pathogens  of  the  respiratory  tract 
are  rapidly  destroyed.  Yet,  because  the  col- 
iform  bacilli  are  highly  insensitive,  the  bacterial 
balance  of  the  intestine  is  seldom  disturbed. 

'Ilotycin’  is  notably  safe  and  well  toler- 
ated. Urticaria,  hives,  and  anaphylactic  reac- 


tions have  not  been  reported  in  the  literature. 

Staphylococcus  enteritis,  avitaminosis,  and 
moniliasis  have  not  been  encountered. 

Gastro-intestinal  hypermotility  is  not  ob- 
served in  bed  patients  and  is  seen  in  only  a 
small  percentage  of  ambulant  patients. 

Available  as  specially  coated  tablets  and  pe- 
diatric suspensions. 
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THE  EARLY  MANAGEMENT  OF  POLIOMYELITIS* 

William  T.  Green,  M.D.,** 
Boston,  Mass. 

I want  to  talk  a bit  about  the  early 
treatment  of  poliomyelitis  and  to  call  at- 
tention to  some  of  the  highlights  of  care 
during  that  period. 

There  are  really  two  aspects  that  we 
should  consider  in  the  disease  early:  its 
characteristic  of  acute  illness;  and  its  de- 
mands in  symptomatic  care.  Those  de- 
mands as  an  acute  illness  may  be  quite 
dramatic.  It  may  extend  into  the  area  of 
bulbar  difficulty  and  respiratory  difficulty, 
so  that  in  its  early  state,  in  the  isolated 
cases,  there  may  be  a great  deal  of 
drama  and  it  requires  immediate  action, 
accurate  action,  if  life  is  to  be  saved. 

But  except  for  that,  the  greater  part 
of  the  problem  has  to  do  with  the  muscu- 
lo-skeletal  disease,  and  I would  like  to 
emphasize  that  by  entering  into  the  care 
of  this  musculo-skeletal  disease  early  in 
the  prevention  of  deformities  and  in  re- 
habilitation, a great  deal  of  the  crippling 
effect  can  be  eased,  and  certainly  the 
treatment  in  the  future  can  be  simplified. 

I will  refer  later,  if  I may,  to  a part  of 
the  care  during  the  bulbar  and  respira- 
tory phases,  but  I would  like  to  ask  first 
why  is  polio  such  a crippling  disease?  Is 
it  entirely  the  great  lay  interest  in  the 
disease  that  has  emphasized  its  impor- 
tance as  a crippling  disease,  or  is  it  real- 
ly crippling? 

It  really  is  crippling,  and  in  its  effect 
upon  the  nervous  system  there  are  two 
characteristics  that  account  for  this  crip- 
pling. The  first  is  the  fact  that  we  have 
a flaccid  paralysis,  and  that  this  flaccid 
paralysis  is  likely  to  be  patchy  in  distri- 
bution, and  often  is  asymmetrical  in  dis- 
tribution. So  that  if  the  agonists  are  in- 
volved controlling  a joint,  the  antagon- 
ists may  not  be  involved.  So  we  have 
one  group  of  muscles  that  tend  to  pull 
and  deform. 

’‘‘‘Read  before  the  Medical  Society  of  Delaware,  Wilming- 
ton, October  14,  1953. 

♦♦Professor  of  Orthopedic  Surgery,  Harvard  University. 


The  second  characteristic  that  makes 
it  crippling  is  the  fact  that  those  muscles 
that  still  have  their  innervation  tend  to 
shorten ; many  of  them  tend  to  shorten 
or  show  so-called  muscle  spasm.  They 
have  increased  electropotentials,  they  are 
irritated  by  stretching,  and  they  want  to 
shorten  and  stay  short  if  the  patient  is 
comfortable  and  if  he  is  left  on  his  own. 

So  you  have,  by  its  characteristics  of 
muscle  disease,  a disease  which  paralyzes 
one  group  to  a greater  or  less  degree  so 
that  it  can’t  control  the  part,  and  a good 
many  of  the  muscles  that  are  left  and 
have  innervation  tend  to  deform  and  pull 
the  part  into  deformity. 

One  other  thing  increases  the  crippling 
effect,  and  that  is  that  if  the  muscles  are 
left  shortened  and  the  part  is  left  in  that 
position,  it  tends  to  stay  in  that  position, 
and  if  it  is  left  long  enough  you  will  have 
a terrible  time  getting  it  out  of  the  de- 
formed attitude. 

Without  going  into  detail,  this  adapta- 
tion of  the  shortened  muscle  to  its  new 
length  is  given  the  term  myostatic  con- 
tracture. It  is  not  just  a characteristic 
of  polio ; it  is  a characteristic  of  the 
neuromuscular  mechanism.  So  the  mus- 
cles tend  to  shorten,  and  if  they  are  left 
that  way  they  tend  to  stay  that  way  and 
the  deformity  can  become  a fixed  one  and 
can  become  a permanent  one. 

In  an  aside,  I would  nke  to  add  one 
other  feature  of  the  disease,  and  that  is 
that  deformity  tends  to  inhibit  the  re- 
turn oi  the  limb  power  of  those  muscles 
which  are  stretched  out  of  their  natural 
length.  For  example,  in  the  wrist  — 
which  is  not  as  good  an  example  as  most 
but  it  is  much  easier  for  me  to  demon- 
strate it  up  here  — if  in  this  individual 
we  have  injury  to  the  dorso-flexors  of 
the  wrist  so  that  they  have  great  weak- 
ness, whereas  the  flexors  are  quite 
strong,  and  they  are  left  in  this  position, 
the  return  of  these  muscles,  even  if  they 
have  the  potentiality  of  return,  is  greatly 
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inhibited.  That  again  is  not  solely  a 
characteristic  of  polio;  it  is  a character- 
istic of  the  neuromuscular  mechanism  if 
it  is  insulted  in  this  way  by  other  things 
as  well. 

Almost  immediately,  if  we  just  take 
those  simple  premises,  one  gets  an  idea 
of  certain  features  of  treatment.  Num- 
ber one,  that  we  don’t  want  to  leave  the 
part  in  fixed  deformity  even  from  the  be- 
ginning. That  is  the  first  part  of  my 
comment.  We  must  pay  attention  to  the 
parts,  the  position  of  the  parts,  from  the 
onset  of  the  paralysis.  That  turns  out  to 
be  a very  important  thing. 

The  next  thing  is  that  we  must  not 
only  pay  attention  to  position  but  we 
must  carry  the  parts  out  of  the  deformed 
attitude.  In  the  beginning  that  can  very 
well  be  done  by  ordinary  nursing  care, 
and  if  we  have  physiotherapists,  have 
them  visit  on  two  occasions  a day  to 
gradually  carry  the  part  out  of  deformity 
and  develop  the  range  of  motion,  because 
if  we  leave  it  fixed  that  is  where  it  is 
going  to  be,  and  it  is  going  to  inhibit 
what  we  are  trying  to  accomplish. 

If  we  may  start  in  with  the  slides  for 
a moment  we  will  swing  through  this. 

(Slide)  Here  is  an  individual  who  is  in 
the  acute  stage,  and  merely  to  represent 
a point,  you  will  notice  that  this  child 
has  a pelvis,  if  you  notice  in  the  recum- 
bent position,  that  is  tilted  up  into  flex- 
ion. The  foot  is  externally  rotated.  That 
individual  has  a good  bit  of  so-called 
muscle  spasm  in  the  flexors  of  his  hip,  in 
his  ilio-tibial  tensor  fasciae  femoris,  and 
in  the  flexors  generally,  so  that  his  pel- 
vis is  sharply  tilted.  You  can  appreciate 
the  tightness  when  you  bring  him  up. 

That  is  merely  to  illustrate  the  point 
not  only  of  paralysis  — no  paralysis 
would  give  you  that  appearance  — but 
the  combination  of  paralysis  and  the 
tendency  of  tightening  of  these  muscles. 

(Slide)  In  talking  about  this,  I am  go- 
ing to  use  old  terminology,  in  which  we 
speak  of  the  acute  stage  as  being  the 
febrile,  the  period  of  febrile  illness,  and 
ordinarily  we  say  that  the  acute  stage, 
for  purposes  of  our  discussion,  ends 
about  48  hours  after  the  temperature  is 


normal.  I can  remember  when  acute 
stage  was  used  for  the  whole  sensitive 
period.  This  is  not  our  habit,  but  it  is 
the  period  when  the  disease  may  increase 
in  degree  of  paralysis  and  in  degree  of 
illness,  and,  just  for  giving  a practical 
deadline,  we  will  say  48  hours  after  the 
temperature  is  normal. 

In  the  convalescent  stage,  which  is 
from  that  time  until  spontaneous  recov- 
ery of  muscles  has  ceased,  and  ordinarily 
we  think  of  that  as  about  16  months. 
That  is  a little  long.  We  will  see  the 
curve  of  recovery  in  our  cases  in  just  a 
moment. 

In  the  first  part  of  this  convalescent 
stage  the  muscles  are  quite  sensitive,  and 
in  treatment  we  have  to  obey  that  sensi- 
tivity. Mauling  of  sensitive  muscles  gets 
you  nowhere.  On  the  other  hand,  we  are 
confronted  with  the  problem  in  which  we 
want  to  get  a full  range  of  motion,  and 
we  don’t  want  the  part  to  be  in  deform- 
ity. 

The  sensitive  phase  may  last  several 
days,  weeks  or  months.  Then  we  come  to 
the  asensitive  phase,  where  the  muscles 
have  the  potentiality  of  recovery  and 
sensitivity  is  not  one  of  the  features  of 
the  disease. 

Finally,  the  chronic  stage,  which  I 
would  only  like  to  say  does  not  mean  that 
the  patient  is  through.  He  can  be  reha- 
bilitated by  surgical  measures,  by  train- 
ing, and  by  various  other  things.  I just 
wanted  to  have  a common  definition  with 
you.  These  are  terms  that  we  all  use. 
But  your  definition  may  be  a little  differ- 
ent from  mine. 

(Slide)  This  is  the  curve  of  recovery 
of  musculature,  as  we  see  it  in  our  cases. 
You  notice  this  is  ten  months  after  on- 
set. You  see  that  for  the  first  four 
months  the  curve  of  recovery  is  quite 
steep.  It  flattens  out  very  perceptibly  be- 
tween four  and  ten  months,  and  at  six- 
teen months  the  recovery  is  practically  at 
an  end. 

(Slide)  Nobody  keeps  in  this  position 
all  the  time,  but  ordinary  nursing  care 
and  the  bed  board,  and  so  on,  are  help- 
ful. If  you  happen  to  think  about  it,  the 
foot  is  the  one  thing  that  gets  into 
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trouble  no  matter  what  position  you  are 
in.  If  you  are  on  your  back,  it  drops 
down.  If  you  are  on  your  face,  it  is 
pushed  into  the  plantar  flexion.  The  foot 
board  is  a helpful  thing.  Most  other 
things  in  the  sensitive  stage  you  can  pay 
attention  to  by  just  ordinary  position. 

(Slide)  Starting  early  passive  motion 
to  develop  ranges  of  motion  is  a funda- 
mental thing  from  the  beginning.  Those 
hands  belong  to  someone  in  the  darkness, 
showing  the  beginning  of  early  passive 
motion  to  emphasize  it,  and  I mean  right 
in  the  beginning.  Even  in  the  febrile 
period  a little  bit  of  motion  with  ordi- 
nary nursing  care,  but  the  average  pas- 
sive exercise  starts  48  hours  after  the 
temperature  is  down. 

(Slide)  Hot  packs.  Heat  is  helpful, 
not  as  a curative  thing,  not  as  having 
any  dramatic  effect,  but  if  you’ve  got  a 
sore  shoulder,  heat  helps  get  motion 
started.  Heat  helps,  if  the  patient  is  very 
sensitive,  to  those  areas  that  are  sensi- 
tive. We  frequently  apply  heat  immed- 
iately prior  to  exercise  to  develop  motion. 
It  has  no  more  dramatic  effect  that  that, 
in  our  opinion.  We  put  on  our  packs  to 
areas  that  need  it,  often  the  back,  and 
maybe  around  the  shoulder,  a lay-on 
pack,  probably  changing  it  once  in  thirty 
minutes : fifteen  minutes  on,  add  another 
one  for  fifteen  minutes,  and  maybe  two 
or  three  times  a day,  depending  on  sensi- 
tivity. We  do  not  believe  in  packs  every 
minute. 

(Slide)  What  is  the  effect  of  a pack? 
In  our  laboratory  some  time  ago,  Dr. 
Gucker  having  done  a good  part  of  this, 
we  put  on  hot  packs  with  thermocouples 
in  the  skin,  and  it  is  quite  dramatic.  The 
dotted  line  is  muscle.  You  can  under- 
stand that  if  you  have  a hot  pack  on  the 
skin,  and  you  have  a thermometer  there, 
it  is  going  to  be  hot,  but  in  the  tempera- 
ture of  the  muscle  itself  you  notice  that 
the  temperature  goes  up  from  92  — this 
is  Fahrenheit,  which  make  it  non-scien- 
tific  — up  to  about  104.  So  that  actual 
temperature  in  the  muscle,  with  one  of 
these  hot  packs,  rises  in  that  strong  way. 

That’s  fine,  except  the  thing  that  really 
was  interesting  about  this  was  to  find 


out  that  it  lasts  much  longer  than  you 
think.  So  that  even  for  three  hours  the 
temperature  of  the  muscle  was  above 
that  at  which  you  started,  by  a very  per- 
ceptible degree,  and  particularly  high  for 
two  hours.  1 think  that  gives  us  a little 
feeling  about  the  value  of  hot  packs. 

(Slide)  Very  soon  we  start  with  carry- 
ing on  passive  motions.  We  are  begin- 
ning to  stretch  a little  that  foot.  If  we 
allow  it  to  get  into  equinus,  it  will  be- 
come fixed  there.  If  the  muscles  opposing 
that  position  are  weak,  they  will  stay 
weak,  and  they  return  much  less  rapidly 
and  much  less  effectively. 

(Slide)  The  next  thing  in  general 
planning  — and  this  is  from  the  begin- 
ning, and  that  is  why  I am  emphasizing 
it  — is  to  develop  active  exercises  which 
are  really  designed  upon  the  weakness  of 
the  muscle.  You  are  more  in  the  Balti- 
more area  so  you  think  of  muscle  in 
terms  of  percentage,  while  we  think  more 
in  English  terms  and  we  have  zero  mus- 
cle, for  example.  I take  it  a zero  muscle 
is  still  zero  in  percentage.  As  I remem- 
ber, a trace  muscle  is  10  per  cent,  and 
so  on.  We  have  been  partial  to  the  Eng- 
lish terminology  because  percentage  con- 
notes accuracy.  The  percentages  as  we 
use  them  in  muscle  examination  aren’t 
really  percentages  of  power,  and  since  I 
was  brought  up  the  other  way  I have 
never  shifted.  This  is  the  old  termin- 
ology as  developed  by  Wright  and  Lovett 
years  and  years  ago. 

But  based  upon  an  accurate  analysis 
of  the  individual  muscles,  active  exercises 
are  started.  We  don’t  wait  for  three 
weeks  or  four  weeks  or  six  weeks  to  start 
active  exercise.  We  start  them  almost  at 
the  beginning  of  the  convalescent  stage, 
starting  with  a few  muscles  and  carry- 
ing them  along.  What  I am  trying  to 
emphasize  is  that  we  don’t  mark  time, 
and  we  get  going  in  a combined  fashion. 

I think  it  is  well  for  me  to  interrupt 
at  this  juncture  just  to  state  a little 
philosophy  that  we  follow  at  our  place. 
As  we  go  along  we  appreciate  that  there 
are  two  phases  to  this  treatment.  One  is 
medical  and  the  other  is  with  someone 
who  is  concerned  with  musculo-skeletal 
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disease.  In  our  particular  institution  it 
turns  out  that  the  orthopedic  surgeon 
has  long  had  this  interest,  so  that  the 
way  we  work  it  — and  you  will  adapt 
your  arrangements  to  your  own  person- 
nel — is  that  a patient  is  admitted  on 
our  pediatric  service.  Before  he  can  even 
have  a spinal  puncture,  the  orthopedic 
resident  must  see  the  patient.  That  is 
first  to  emphasize  the  importance  in  a 
teaching  setup  of  two  types  of  interest 
in  the  case,  and  secondly,  sometimes  mus- 
cle examinations  and  sensitivities  are 
complicated  by  the  punctures,  as  you  well 
know. 

From  then  on,  the  pediatrician  is  re- 
sponsible for  the  general  care  of  the  pa- 
tient, primarily  for  the  respiratory  prob- 
lems, if  they  arise,  whereas  the  ortho- 
pedist is  concerned  with  all  the  care  of 
the  musculo-skeletal  system  from  the  be- 
ginning, and  indeed  consults  in  the  re- 
spiratory phases  as  well. 

That  has  been  very  beneficial  in  the 
teaching  mechanism  to  broaden  the  hor- 
izon of  the  pediatrician  in  his  care,  and 
the  orthopedist  in  his  care.  It  sounds 
like  it  would  be  a house  divided  which 
cannot  stand,  but  it  stands  very  strongly. 
So  when  the  time  comes  where  rehabili- 
tation alone  is  the  problem,  the  individ- 
ual concerned  with  that  has  been  follow- 
ing this  patient  all  the  time  and  there  is 
a very  smooth  transition. 

To  go  back,  the  active  training  of  mus- 
cles is  based  upon  their  weakness,  and 
the  philosophy  of  trying  to  make  these 
in  simple  general  headings,  the  philos- 
ophy of  training  of  the  muscles,  is  to 
have  the  weak  muscle  do  what  it  is  sup- 
posed to. 

You  say  that’s  all  right,  but  it  can’t  do 
it.  Well,  if  it  can’t,  you  help  it.  Even  if 
you  can’t  feel  a contraction  you  help  it 
until  it  becomes  determined  that  the  mus- 
cle will  not  recover.  That  doesn’t  mean 
you  go  on  for  years  doing  the  same 
thing,  but  there  are  certain  rules  and 
certain  findings  that  will  allow  you  to 
evaluate  what  it  is  going  to  do,  although 
right  at  the  start  you  won’t  be  able  to 
tell. 


If  I were  to  complicate  this  statement, 
I would  say  that  you  have  the  muscle  do 
what  it  is  supposed  to  do  and  prevent 
muscular  substitution,  because  if  you  al- 
low muscles  to  substitute  for  an  action 
you  really  develop  new  patterns  of  habit 
which  will  complicate  the  return  of  the 
muscle,  and  even  its  full  position  in  the 
pattern  of  motion. 

We  have,  then,  ranges  of  motion,  pre- 
vent deformity,  exercises  for  muscle  in 
specific  weakness. 

(Slide)  This,  after  all,  is  just  an  exer- 
cise for  an  antero-tibial  muscle,  being 
sure  the  muscle  itself  does  what  it  is  sup- 
posed to,  which  demands  a fair  knowl- 
edge of  muscle  phsyiology,  but  not  as 
complicated  as  you  might  think. 

(Slide)  This  shows  the  curve  of  re- 
covery in  muscles.  These  are  zero  mus- 
cles that  won’t  contract;  1-plus  muscle, 
which  is  a trace  muscle;  poor,  and  fair. 
A fair  muscle  will  just  lift  against  grav- 
ity. This  is  a series  of  muscles  showing 
their  pattern  of  recovery.  You  notice 
that  a zero  muscle  never  gets  better  than 
a trace  muscle  on  the  average,  if  it  is 
that  way  at  two  weeks.  A month  later 
it  is  still  better  defined  what  it  is  going 
to  do.  On  the  other  hand,  muscles  that 
can  really  be  felt  to  contract  in  two 
weeks  have  a much  better  chance  to  re- 
cover, but  when  they  are  poor  they  really 
have  good  potentialities  of  recovery  if 
that  is  their  power  at  two  weeks.  The 
longer  they  go  without  showing  definite 
recovery  the  more  definite  it  is  where 
they  are  going  to  be  and  that  they  are 
not  going  to  recover. 

(Slide)  We  have  mentioned  the  impor- 
tance of  preventing  deformity.  Casts 
should  be  used  freely,  if  need  be,  after 
that  very  early  sensitive  stage,  not  as 
fixed  things  but  as  removable  bivalve 
things.  You  see  the  straps  on  there.  You 
can’t  expect  a child  to  stay  down  against 
a foot  board,  a child  of  three,  and  yet  if 
you  allow  the  foot  to  drop  into  a de- 
formed attitude  it  is  going  to  become 
fixed.  So  free  use  of  casts  after  that 
early  sensitive  phase  is  in  order. 

(Slide)  The  foot  and  the  hand  partic- 
ularly require  it. 
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(Slide)  Then  active  exercises  are  in- 
creased as  the  patient  can  do  it.  If  he 
needs  to  be  sidewise  to  remove  gravity, 
as  here  on  a board,  that  is  the  way  to  do 
them.  Likewise,  as  he  reaches  the  asensi- 
tive  phase,  you  must  stretch  the  muscles 
out  at  that  stage,  not  hurting  them,  so 
that  we  have  the  natural  length  of  the 
muscle,  which  is  being  done  here. 

(Slide)  Water  is  very  helpful  indeed 
as  an  exercise  medium.  Particularly,  it 
allows  you  to  apply  heat  at  the  start  of 
your  exercise  regimen.  So  we  use  a 
Hunter  tub,  if  it  is  convenient.  It  isn’t 
necessary.  But  with  warm  water,  maybe 
at  104,  or  as  tolerated,  a patient  tends 
to  relax  before  exercise,  and  then  the  ex- 
ercise can  be  carried  out  there. 

(Slide)  I would  like  to  emphasize  that 
certainly  you  must  observe  the  patients 
from  the  beginning  to  see  if  they  stay  in 
a fixed  deformity.  You  walk  around  and 
you  see  a patient  on  his  back  lying  in  a 
little  curve.  If  one  doesn’t  get  at  that 
curve  from  the  beginning,  the  potential 
amounts  of  severe  deformity  are  very 
great. 

(Slide)  Here  is  a child  — hard  work 
at  stretching  it.  It  is  so  fixed  that  even 
on  stretching  it  it  doesn’t  want  to  get 
out  of  deformity.  We  will  even  stop  at 
that  stage  and  put  on  a turnbuckle  cast, 
and  very  often  we  feel  it  prevents  a se- 
vere scoliosis. 

(Slide)  In  trying  to  move  along  rapid- 
ly, I would  like  to  emphasize  that  we 
don’t  allow  the  patient  to  lie  down  by  the 
hour.  As  soon  as  they  have  reached  the 
period  when  the  sensitivity  is  decreasing, 
they  are  turned  up  in  a supported  posi- 
tion. I am  assuming  these  patients  are 
really  involved  in  a significant  way.  The 
treatment  of  a mild  polio  with  no  para- 
lytic involvement  is  another  thing,  of 
course,  entirely.  But  this  type  of  bed 
will  allow  the  individual  to  be  turned  up 
gradually  stretching  him  out,  and  gets 
him  going. 

(Slide)  This  shows  that  the  next  phase 
of  exercise  is  exercise  against  resistance; 
in  this  instance,  gravity  is  the  resistance. 
You  remember  that  active  exercises  in 
the  beginning  are  designed  to  make  the 


muscle  do  the  job  it  should.  We  can’t  dis- 
cuss the  details  of  when  one  shifts  in  its 
characteristics,  but  gradually,  as  they  do 
things  — and  it  really  works  in  a pat- 
tern — you  give  the  muscle  more  to  do, 
first  against  gravity  and  then  against  re- 
sistance. 

On  the  other  hand,  the  problem  in  the 
convalescent  stage  is  not  to  make  the 
muscle  strong.  It  is  to  make  it  do  what 
it  should  do  in  the  pattern. 

(Slide)  So  after  individual  muscles  are 
well  squared  away,  we  are  concerned  with 
how  they  do  things.  We  get  them  up.  If 
at  first  they  tend  to  be  in  deformity  sit- 
ting, it  needs  to  be  supervised. 

(Slide)  In  walking  too,  maybe  they 
have  normal  arms  but  a little  weakness 
in  the  legs.  The  use  of  crutches  to  assist 
is  indicated.  If  an  individual  reaches  the 
stage  where  they  can  walk  normally,  that 
in  itself  is  a good  exercise,  but  one  must 
supervise  it  to  be  sure  they  don’t  develop 
bad  habits  again.  If  they  do  it  in  the  be- 
ginning they  get  a poor  habit  of  gait, 
which  inhibits  their  normal  activities  in 
the  future. 

(Slide)  Support  of  braces  we  use  as 
necessary.  We  are  only  going  to  go 
through  the  early  phases.  Here  is  a curv- 
ature of  the  spine  which  shows  a marked 
curve,  and  with  a mobile  removable  brace 
you  see  the  spine  can  be  held.  Sweeping 
the  country  has  been  an  idea  that  braces 
and  casts  are  pernicious.  They  are  the 
most  helpful  thing  you  can  imagine  if 
you  really  need  them. 

(Slide)  Here  is  the  individual  showing 
his  brace  on  and  off. 

(Slide)  Then  if  they  need  braces  when 
they  get  going,  they  should  be  light  and 
supportive,  if  possible.  To  clutter  them 
up  with  a heavy  brace  early  to  protect 
a muscle  we  find  is  an  unsatisfactory 
technique.  On  the  other  hand,  if  they 
have  a weak  gastrocnemius  and  you  can 
help  the  little  spring  take-off  and  teach 
them  to  use  crutches,  that  is  another 
thing. 

(Slide)  There  used  to  be  a lot  of  hon- 
or if  you  had  a patient  with  polio  and 
he  didn’t  need  a brace.  Here  is  a boy  who 
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couldn’t  walk  without  crutches,  but  with 
a brace  he  can  walk  around. 

(Slide)  As  I reach  the  final  part  of  my 
comments,  I would  like  to  remind  you 
that  too  often  we  see  a patient  through 
the  acute  stage  and  do  not  carry  through 
in  the  way  we  might.  It  is  well  to  state 
that  any  patient  that  has  a significant  de- 
gree of  paralytic  disease  needs  to  be  fol- 
lowed a little  longer  than  you  might 
think.  This  statement  only  becomes  of 
great  importance  in  growing  children. 
Here  is  just  the  point.  Here  is  a boy — 
this  photograph  was  taken  about  two 
years  after  his  disease — who  has,  you 
might  say,  a little  right  curve.  Well,  let’s 
look  at  his  x-ray. 

(Slide)  It  is  certainly  very  little.  It 
just  turns  out.  Due  to  certain  reasons 
that  we  had,  we  took  photographs  of  this 
boy  at  two-year  intervals.  He  was  11 
then.  He  was  reaching  the  period  of  rap- 
id growth  of  his  spine,  the  maturity  of 
his  spine.  At  any  rate,  here  he  is  six 
years  later.  (Slide)  You  see  how  terrific- 
ally deformed  he  is.  This  isn’t  an  isolated 
example.  Look  at  his  spine  through  the 
x-ray  (slide).  It’s  a very  disconcerting 
thing. 

So  if  they  have  paralytic  disease  there 
still  may  be  deforming  tendency  or  mus- 
cle imbalance  from  contraction  if  you 
haven’t  completely  corrected  it,  and  they 
may  rise  up  to  bother  you  in  the  future. 

(Slide)  I only  want  to  say  this  one 
final  thing,  and  that  is  that  the  worst 
deformities  that  I see  are  in  patients  who 
have  had  respiratory  disease  who  have 
been  put  in  the  respirator  without  proper 
care  of  their  musculo-skeletal  system.  I 
would  only  like  to  counsel  you  — we 
haven’t  time  to  discuss  the  respiratory 
system,  although  we  are  interested  in  that 
phase — that  from  the  beginning,  through 
portholes,  start  ranges  of  motion  as  soon 
as  possible,  and  early  weaning  from  the 
respirator  is  important,  even  if  it  is  only 
for  a few  minutes.  But  when  they  are 
out,  even  for  a brief  moment,  do  early 
passive  motions. 

(Slide)  As  of  recently,  the  chest  res- 
pirator has  helped  a great  deal,  first  put- 
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ting  it  on  in  the  tank  to  give  them  con- 
fidence. 

(Slide)  This  is  the  rocking  bed.  The 
next  weaning  stage  is  from  the  chest  res- 
pirator to  the  rocking  bed,  which  allows 
them  to  have  exercise  and  also  is  of  help 
metabolically. 

I only  mention  this,  really,  to  come 
back  to  one  point,  that  the  musculo-  skel- 
etal system  is  important  in  the  respira- 
tory form.  Too,  it  is  the  chief  problem 
in  poliomyelitis  except  for  the  very  early 
stages  in  which  the  possibility  of  bulbar 
and  respiratory  complications  make  it  an 
acute  problem  in  certain  instances. 

300  Longu'ood  Avenue. 

Discussion 

Dr.  T.  B.  Strange  (Wilmington)  : I 
enjoyed  Dr.  Green’s  paper  very  much, 
and  find  it  very  easy  to  discuss  because 
I agreed  with  everything  he  had  to  say. 

Several  points  were  of  particular  in- 
terest to  me.  First  of  all  was  the  fact 
that  recovery  of  muscle  continues  up  to 
sixteen  months.  1 think  this  is  a thing 
we  should  all  remember,  and  it  is  some- 
thing that  we  can  keep  to  reassure  par- 
ents. 

Another  point  of  interest  to  me  was 
that  the  hot  packs  cause  increase  in  the 
muscle  temperature  for  up  to  two  hours. 
I found  that  very  interesting.  I have 
often  wondered  how  long  such  heat  did 
last. 

Another  point,  the  early  active  motion 
of  paralyzed  muscle,  as  well  as  passive 
motion,  I found  of  interest  because  some 
of  us  are  fearful  of  moving  the  extrem- 
ities. 

Another  point  was  the  fact  that  braces 
and  casts  are  used,  as  he  pointed  out. 
They  have  sort  of  fallen  into  disrepute. 

The  last  point  was  the  long-term  su- 
pervision of  these  cases,  which  is  so  im- 
portant. 

I would  like  to  point  out  on  my  own 
how  important  the  prevention  of  deform- 
ities is,  in  that  they  are  the  responsibility 
of  the  treating  physician.  Almost  all  de- 
formities are  preventable,  and  those  that 
do  develop  can  be  kept  in  reasonable  lim- 
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its.  Of  course,  no  doctor  should  accept  a 
case  of  polio  unless  he  has  an  under- 
standing and  working  knowledge  of  the 
pathogenesis  of  musculo-skeletal  deform- 
ities, and  a knowledge  of  the  relative  im- 
portance of  various  deformities  in  their 
relationship  to  each  other.  He  should  be 
able  to  recognize  the  normal  and  abnor- 
mal positions  and  movement  patterns, 
and  should  be  familiar  with  the  available 
tools  to  care  for  the  factors  that  result 
in  the  deformity. 

It  is  obvious  to  me  and  orthopedists, 
the  latter  being  the  physician  who  is 
called  in  to  treat  the  deformities  after 
they  do  develop,  that  he  should  have  been 
called  in  early  before  they  have  a chance. 
It  may  be  said  that  when  a deformity  is 
easily  recognizable,  it  is  then  too  late  to 
do  much  about  it. 

I would  like  to  point  out  to  the  general 
practitioners  that  all  of  us  who  treat 
polio  here  in  this  state,  as  well  as  New 
Castle  County,  have  available  to  us  teams 
consisting  of  a pediatrician  and  ortho- 
pedist, who  will  go  to  any  home  with  a 
general  practitioner,  or  whoever  is  treat- 
ing a polio  patient,  and  help  them  to  in- 
stitute the  treatment. 

Dr.  A.  R.  Shands  (Wilmington)  : We 
have  heard  a very  masterful  presentation 
of  the  early  care  of  polio.  There  is  cer- 
tainly no  part  of  what  Dr.  Green  has 
given  us  that  I can  disagree  with.  I hope 
that  those  of  you  who  are  treating  these 
cases  will  remember  a few  of  the  impor- 
tant points  of  his  talk. 

I would  say  that  the  way  we  have  been 
treating  patients  here  in  Wilmington  is 
pretty  much  as  Dr.  Green  has  outlined  to 
us.  The  early  passive  motion,  hot  packs, 
is  something  which  we  have  in  this  com- 
munity taken  up  certainly  in  the  last 
twelve  or  fourteen  years  since  I have 
been  here,  stimulated  a good  deal  by  some 
of  the  teachings  of  Sister  Kenny. 

Twenty  years  ago  or  more,  I don’t 
think  we  were  perhaps  doing  as  much  of 
that  in  Baltimore,  or  in  Wilmington,  or 
North  Carolina  or  in  Washington.  In  cer- 
tain parts  of  the  country,  such  as  in  Bos- 
ton, I believe  that  they  were. 


I think  Dr.  Green’s  point  of  these  cases 
being  under  the  care  of  the  medical  man, 
the  pediatrician,  somewhat  interested  in 
the  musculo-skeletal  system,  is  well  taken. 
The  orthopedist  is  interested  in  the  mus- 
culo-skeletal diseases,  but  there  are  a 
great  many  others.  In  recent  times,  sci- 
entists have  become  intensely  interested 
in  musculo-skeletal  disease.  But  the  point 
is  that  there  should  be  somebody  who  has 
a very  deep  interest  in  that  particular 
part  of  the  disease,  in  addition  to  the 
pediatrician  or  the  general  practitioner, 
or  the  internist. 

Dr.  Green’s  reference  to  the  respirator 
case  brings  to  mind  an  experience  I had 
with  Dr.  Green  in  Boston  a little  over  a 
month  ago.  1 went  to  the  Wellesley  Con- 
valescent Hospital,  polio  unit,  where  they 
have  twelve  or  more  of  these  very  se- 
verely crippled  respirator  cases.  The  unit 
is  supported  largely  by  the  National 
Foundation  for  Infantile  Paralysis.  In 
making  rounds  and  seeing  those  cases 
you  cannot  help  but  think,  and  think 
hard,  as  to  what  is  going  to  happen  to 
these  poor  souls  who  are  as  severely  par- 
alyzed as  they  are,  and,  who,  in  many  in- 
stances certainly,  cannot  psychologically 
exist  outside  the  respirator.  They  form 
the  most  serious  problem  which  we  are 
trying  to  meet  in  this  care  of  polio  to- 
day. 

Dr.  Strange  said  something  about  the 
prevention  of  deformity.  We  so  often  see 
polio  cases  who  come  from  general  prac- 
titioners in  rural  districts  in  particular. 
I used  to  see  a great  many  in  North 
Carolina,  where  you  didn’t  hear  about 
neurosurgeons  or  those  interested  in  mus- 
culo-skeletal disease.  So  often,  deformity 
is  the  biggest  problem  we  orthopedists 
have  to  contend  with. 

Dr.  Green  : I wish  to  thank  Dr. 
Strange  and  Dr.  Shands  for  their  kind 
words.  One  thing  Dr.  Strange  brought  up 
wras  the  question  of  early  active  exercise, 
with  the  insinuation  that  perhaps  he 
didn’t  do  them  quite  as  early,  yet  enter- 
ing into  them  with  apparently  the  same 
philosophy. 

I would  like  to  add  to  that  that  the 
thing  1 particularly  deplore  is  early  in- 
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discriminate  motion,  having  the  patient 
do  as  much  as  he  can  in  the  beginning, 
because  then  he  develops  a pattern  of 
muscular  substitution,  he  wobbles  around 
as  much  as  he  can,  and  he  tends  to  keep 
the  pattern.  He  uses  the  muscles  which 
come  easy  in  their  use,  rather  than  the 
pattern  that  he  should.  So  that  a good 
many  patients  who  are  limping  around 
could  be  much  better  off.  They  started  off 
early,  weren’t  guided,  and  developed  a 
bad  gait. 

Some  of  us  might  give  a patient  a good 
deal  of  better  advice  than  we  do,  because 
a great  deal  of  gait  training  is  just 
watching  and  guiding  properly.  But  early 
active  motion  that  is  too  high  in  produc- 
ing fatigue  is  undesirable. 


THE  INCIDENCE  OF  COMMON  BILE  DUCT  DIS- 
EASE FOLLOWING  SURGICAL  EXPLORATION* 

Daniel  J.  Preston,  M.D.,** 
and 

John  W.  Alden,  Jr.,  M.D., 
Wilmington,  Del. 

The  purpose  of  this  report  is  to  call 
attention  to  the  incidence  of  uncorrected 
abnormalties  in  the  common  bile  duct 
which  remain  after  surgical  exploration 
of  the  duct.  Postoperative  cholangiograms 
show  a relatively  high  incidence  of  poor 
results  following  accepted  surgical  meth- 
ods now  in  general  use  for  exploring  the 
bile  ducts.  It  is  not  our  purpose  here  to 
discuss  the  cause  or  prevention  of  such 
complications. 

The  recurrence  or  persistence  of  symp- 
toms following  cholecystectomy  is  a fre- 
quent problem  which  confronts  the  sur- 
geon, puzzles  the  family  doctor,  concerns 
the  internist  and  gastroenterologist,  and 
incapacitates  the  patient.  Perhaps  more 
disturbing  is  the  persistence  or  recur- 
rence of  symptoms  following  exploration 
of  the  common  bile  duct.  In  both  of  these 
circumstances  one  suspects  that  the  op- 
eration has  been  incomplete  or  the  diag- 
nosis in  error.  Postoperative  cholangio- 
grams frequently  give  helpful  informa- 
tion and  may  point  an  accusing  finger 

•Read  before  the  Medical  Society  of  Delaware,  Wilming- 
ton, October  13,  1953. 

••Respectively.  Attending  Chief,  Surgical  Service,  and  As- 
sociate Radiologist,  Delaware  Hospital. 
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at  previously  unrecognized  or  overlooked 
pathology  in  the  duct. 

Autopsy  statistics  show  that  calculi  are 
overlooked  at  exploration  of  the  common 
bile  duct  in  one-third  of  the  cases.1  The 
study  of  living  patients  reported  here  re- 
vealed a lower  incidence  of  duct  stones 
after  exploration,  but  is  no  less  signifi- 
cant. 

Postoperative  cholangiograms  in  74 
consecutive  patients  of  8 qualified  gen- 
eral surgeons  were  reviewed  to  determine 
the  incidence  and  types  of  residual  bile 
duct  pathology.  The  films  were  obtained 
after  injecting  a non-irritating  radio- 
opaque solution  via  T-tube  into  the  com- 
mon bile  duct  on  the  6th  to  10th  postop- 
erative day.  Findings  of  these  x-ray  ex- 
aminations are  summarized  in  a graph 
(Fig.  1).  Normal  findings  were  demon- 
strated in  56.7  per  cent.  Stones  remain- 
ing in  the  duct  after  surgical  exploration 
were  demonstrated  in  24.3  per  cent.  The 
remainder,  19  per  cent,  showed  partial 
or  complete  obstruction  due  to  stricture, 
stenosis,  sphincter  spasm,  or  tumor.  In 
all  of  the  patients  who  had  abnormal 
findings  (43.3  per  cent)  the  lesion  was 
located  in  the  terminal  1/3  of  the  duct. 
This  is  the  retro-duodenal  or  trans-pan- 
creatic  portion  of  the  common  duct  which 
is  least  accessible  by  the  usual  surgical 
methods.2 

It  is  believed  that  the  true  incidence  of 
obstructive  disease  following  common 
duct  exploration  is  not  so  high  as  the 
findings  in  this  review  would  seem  to  in- 
dicate. We  have  no  ready  method  for 
knowing  the  number  of  patients  with  T- 
tubes  who  made  complete  and  uncompli- 
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Fig.  1.  Review  of  74  consecutive  postoperative  cho- 
langiograms show:  A — Stones  remaining  in  the  common 
bile  duct;  B — Total  showing  abnormal  findings  in  the 
common  duct;  C — Normal. 
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cated  recovery  without  having  a postop- 
erative cholangiogram.  When  the  T-tube 
can  be  clamped  off  for  48  to  72  hours 
without  bile  leaking  from  the  wound, 
without  pain  or  colic,  without  jaundice, 
and  with  evidence  of  bile  in  the  stool, 
one  is  justified  in  assuming  a patent 
biliary  tract  exists  and  the  T-tube  can 
be  safely  removed.  In  patients  who  showed 
such  clinical  evidence  the  surgeon  may 
not  have  requested  a cholangiogram,  re- 
serving this  special  study  for  patients 
who  showed  clinical  signs  of  duct  path- 
ology. The  fact  remains  that  a high  in- 
cidence of  disease  was  revealed  in  the 
group  who  had  postoperative  cholangio- 
grams. 

In  all  the  cases  included  in  this  study, 
postoperative  cholangiography  was  car- 
ried out.  In  one  case  an  operative  chol- 
angiogram was  done,  followed  in  a week 
by  a postoperative  cholangiogram. 

The  following  routine  technic  is  em- 
ployed for  postoperative  cholangiography : 
The  patient  is  placed  in  the  supine  posi- 
tion on  a radiographic  table  equipped 
with  a Potter-Bucky  diaphragm  and 
fluoroscope.  A syringe  containing  20  cc. 
of  iodized  oil  is  connected  to  the  external 
limb  of  the  T-tube  and  under  fluoroscopic 
control  a few  cubic  centimeters  of  the 
contrast  material  is  injected.  Spot  radio- 
graphs are  made  as  indicated.  The  pa- 
tient is  then  centered  over  the  Potter- 
Bucky  apparatus  and  radiographic  expo- 
sures are  made  in  anterior-posterior  and 
right  posterior  oblique  projections  during 
the  injection  of  additional  contrast  ma- 
terial. All  films  are  developed  and  exam- 
ined, and  if  satisfactory  films  have  been 
obtained  the  examination  is  concluded.  If 
not,  the  process  is  repeated.  Amyl  nitrite 
may  be  given  to  differentiate  spasm  from 
stenosis  or  stricture. 

During  fluoroscopy  the  contrast  sub- 
stance spreads  out  along  the  common 
duct  from  both  internal  limbs  of  the  T- 
tube.  The  diameter  of  the  common  duct 
is  noted.  It  varies  from  0.2  cm.  to  0.8 
cm.  normally  but  may  be  considerably 
larger  if  an  obstruction  is  present.9  The 
distal  end  tapers  in  the  region  of  the 
junction  with  the  duodenum.  If  no  ob- 


struction is  present  the  iodized  oil  passes 
promptly  into  the  duodenum.  In  case  of 
complete  obstruction  no  contrast  media 
passes  into  the  duodenum,  and  with  an 
incomplete  obstruction  a limited  amount 
passes  the  sphincter  of  Oddi.  The  degree 
of  filling  of  the  hepatic  ducts  is  often  a 
guide  to  the  presence  or  absence  of  ob- 
struction. On  the  normal,  the  right  and 
left  hepatic  ducts  are  usually  visualized 
but  the  smaller  hepatic  ducts  are  not  well 
outlined.  (Fig.  2).  In  obstructed  cases 
the  entire  duct  system  is  often  opacified. 
(Fig.  3).  We  consider  pain  during  injec- 
tion, or  its  absence,  of  considerable  im- 
portance. The  patient  experiences  no  pain 
in  unobstructed  cases,  but  with  obstruc- 
tion there  is  pain  often  directly  propor- 
tional to  degree  of  obstruction.  Excessive 
pressure  during  injection  should  be  avoid- 
ed. If  a calculus  is  large  enough  it  may 
be  identified  fluoroscopically  but  in  the 
case  of  a small  stone  or  a large  patient 
it  is  generally  visualized  only  on  the 
films.  A solitary  stone  causes  a concave 
defect  in  the  distal  portion  of  the  duct  if 


Fig.  2.  Normal  cholangiogram. 
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ACHROMYCIN  has  proved  effective  against: 

Pharyngitis 
Acute  Bronchitis 
Tonsillitis 
Pertussis 
Otitis  Media 
Scarlet  Fever 
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Acute  Brucellosis 
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Typhus  Fever 
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Bacillary  Dysentery 
Pneumonia  with  or  without  Bacteremia 
Bronchopulmonary  Infection 
Acute  Pyelonephritis 
Chronic  Pyelonephritis 
Mixed  Bacterial  Infections 
Soft  Tissue  Infections 
Staphylococcal  Septicemia 
Pneumonoccal  Septicemia 
Urogenital  Tract  Infections 
Acute  Extraintestinal  Amebic  Infections 
Intestinal  Amebic  Infections 
Subacute  Bacterial  Endocarditis 


HYDROCHLORIDE 
Tetracycline  HCI  Lederle 


A TRULY  BROAD-SPECTRUM  ANTIBIOTIC 


Clinical  research  has  proved  Acfiromycin  to  be  effective  against  more  than  a score  of 
different  infections,  including  those  caused  by  Gram-positive  and  Gram-negative 
bacteria,  rickettsia,  certain  viruses  and  protozoa. 


In  addition  to  its  true  broad-spectrum  activity,  ACHROMYCIN  provides  more  rapid 
diffusion  than  certain  other  antibiotics,  prompt  control  of  infection,  and  the  distinct 
advantage  of  being  well  tolerated  by  most  persons,  young  and  old  alike. 


ACHROMYCIN,  in  its  many  forms,  was  accepted  by  the  medical  profession  in  an  amazingly 
short  time.  Each  day  more  and  more  prescriptions  for  ACHROMYCIN  are  being  written 
when  a broad-spectrum  antibiotic  is  indicated. 


LEDERLE  LABORATORIES  DIVISION  American  G^anamid company  Pearl  River,  New  York 


34 


Delaware  State  Medical  Journal 


February,  1955 


the  stone  is  radiolucent,  as  the  majority 
are.  Multiple  radiolucent  calculi  cause 
mottling  of  the  duct.  Stenosis  and  spasm 
produce  similar  narrow  areas  in  the 
shadow  of  the  duct  and  it  is  in  differenti- 
ating between  these  two  conditions  that 
antispasmodics  are  of  value.  (Fig.  4).  If 
the  constriction  disappears  under  the  in- 
fluence of  relaxing  drugs,  we  assume  that 
the  changes  were  due  to  spasm.  Tumors 
of  the  head  of  the  pancreas  and  the  pa- 
pilla of  Vater  produce  irregular  defects 
which  are  usually  convex.  (Fig.  5). 

There  is  no  reliable  visual  method  for 
determining  common  bile  duct  pathology 
without  a T-tube  in  the  duct.  Except 
through  manometric  studies  via  a T-tube 
there  is  no  certain  method  for  making  a 
diagnosis  of  dyssynergia  of  the  sphincter 
of  Oddi.3  The  use  of  an  indwelling  T- 
tube  drain  in  the  common  duct  after  ac- 
cepted procedures  for  duct  exploration 
seems  to  be  a desirable  precaution  chiefly 
because  of  the  possible  presence  of  duct 
pathology  which  may  have  been  over- 
looked at  operation. 


Fig.  3.  Cholongiogram  showing  stone  in  distal  portion 
of  common  bile  duct  after  surgical  exploration. 


Fig.  4.  Postoperative  cholongiogram  showing  uncorrected 
stenosis  or  stricture  at  distal  end  of  common  duct. 


Fig.  5.  Tumor  of  the  pancreas  invading  the  distal  por- 
tion of  the  common  bile  duct  suspected  from  surgical 
exploration  and  proven  by  autopsy. 
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Mechanical  obstruction  of  the  duct  may 
be  confused  clinically  with  functional  ab- 
normalities involving  the  sphincter  of 
Oddi.  The  absence  of  jaundice  does  not 
mean  there  is  an  absence  of  duct  pathol- 
ogy. Biliary  dyskinesia  is  not  associated 
with  jaundice,  and  about  45  per  cent  of 
patients  with  stone  in  the  duct  do  not 
have  jaundice.  Virus  hepatitis  is  the 
most  common  cause  of  jaundice  and  not 
pathology  of  the  bile  ducts.4 

The  incidence  of  postcholecystectomy 
syndrome  and  biliary  dyskinesia  parallels 
the  incidence  of  bile  duct  pathology  dem- 
onstrated by  postoperative  cholangio- 
gram.  Of  patients  who  have  had  gall 
bladder  or  bile  duct  operations  probably 
20  per  cent  to  62  per  cent  have  residual 
bile  duct  pathology  as  evidenced  by  symp- 
toms.5-8 

Fibrotic  stenosis  of  the  terminal  com- 
mon duct  or  stricture  at  the  sphincter  of 
Oddi  appears  as  an  abrupt  narrowing  on 
the  cholangiogram,  though  this  may  not 
be  easily  distinguished  from  stone.  A 
similar  appearance  can  result  from  a lo- 
calized inflammatory  lesion  in  the  head 
of  the  pancreas,  and  less  often  from  tu- 
mor. (Fig.  2,  Fig.  3,  Fig.  4)  Cholecyst- 
ography before  operation  is  not  a reliable 
method  for  making  a diagnosis  of  stric- 
ture or  stenosis  at  the  sphincter  of  Oddi.7 
In  patients  who  have  a clear-cut  history 
of  biliary  colic,  cholecystogram  which 
shows  delayed  emptying  of  an  otherwise 
normal  gall  bladder  after  the  fatty  meal 
is  suggestive  of  obstructive  disease  at  the 
sphincter  of  Oddi.8  Cholecystectomy 
without  sphincterotomy  or  transduodenal 
ampullostomy  does  not  relieve  the  symp- 
toms in  this  group  of  patients.  The  evi- 
dence of  distal  duct  obstruction  is  more 
convincing  when  the  hepatic  and  pancre- 
atic ducts  are  visualized  on  routine  cho- 
lecystogram, though  there  is  rarely  suffi- 
cient sustained  back  pressure  to  show 
them  by  this  method. 

A careful  history  and  physical  examin- 
ation is  a valuable  aid  in  the  proper  in- 


terpretation of  bile  duct  x-ray  studies. 
The  use  of  morphine  is  known  to  cause 
spasm  of  the  sphincter  of  Oddi  and 
should  not  be  given  within  12  hours  pre- 
ceding cholangiography.  The  use  of  a 
sublingual  tablet  of  nitroglycerin  during 
cholangiographic  examination  may  aid  in 
demonstrating  patency  of  a spastic 
sphincter  and  thereby  differentiate  sten- 
osis or  fibrotic  stricture  of  the  duct. 

Cholangiography  at  the  time  of  opera- 
tion requires  special  Bucky  diaphragm 
equipment  for  the  operating  table,  which 
most  hospitals  do  not  have.  We  have  not 
used  this  method  as  a guide  for  exploring 
the  common  duct,  with  the  previously 
mentioned  exception  of  one  case,  but  be- 
lieve it  has  some  limited  merit.  Errors 
of  interpretation  of  wet  films  made  in  the 
operating  room  may  be  more  frequent, 
due  to  spasm  or  atony  of  the  sphincter  of 
Oddi  resulting  from  manipulation  of  the 
duct,  anesthesia,  narcotic,  or  other  medi- 
cation employed  in  conjunction  with  the 
operation. 

Summary 

A review  of  74  consecutive  cholangio- 
grams  revealed  pathology  remaining  in 
the  common  bile  duct  in  43.3  per  cent. 
Stone  remaining  in  the  duct  after  explor- 
ation was  demonstrated  in  24.3  per  cent. 
Partial  or  complete  obstruction  of  the 
duct  due  to  spasm,  stricture,  stenosis,  or 
tumor  was  found  in  19  per  cent. 

The  incidence  of  persistent  or  recur- 
rent symptoms  following  cholecystectomy 
and  exploration  of  the  common  bile  duct 
parallels  the  incidence  of  postoperative 
bile  duct  pathology  demonstrated  by  chol- 
angiogram. The  injection  of  a radio- 
opaque non-irritating  solution  via  T-tube 
into  the  common  duct  is  believed  to  be  a 
reliable  method  for  demonstrating,  by  x- 
ray  films,  residual  bile  duct  pathology 
after  operation.  The  technic  used  in 
these  cases  has  been  described.  Findings 
obtained  in  this  manner  suggest  that 
standard  methods  of  surgical  exploration 
of  the  common  duct  now  in  general  use 
are  incomplete  or  unsatisfactory. 

600  Delaware  Avenue. 
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Discussion 

Dr.  James  G.  Spaceman,  Wilmington: 
I think  your  cholangiograms  were  excel- 
lent. I entirely  agree  with  Dr.  Preston 
about  postoperative  cholecystectomy,  that 
they  are  frequently  a disturbing  factor. 
I also  believe  that  all  of  the  methods  that 
we  have  at  present  leave  much  to  be  de- 
sired. My  impression  is  that  the  most 
frequent  cause  of  postoperative  cholecyst- 
ectomy complaints  is  an  overlooked  stone 
or  stones  in  the  common  duct.  Second,  a 
stricture  of  the  common  duct  perhaps  due 
to  rough  instrumentation  of  the  duct. 
Third,  a n intermittent  or  prolonged 
spasm  of  the  sphincter  of  Oddi. 

Exploration  of  the  common  duct  re- 
quires a gentle  hand,  good  anesthesia,  a 
dry  field,  a good  light,  competent  assis- 
tance, and  proper  instruments.  Good 
control  of  the  duct  by  traction  sutures  or 
non-traumatizing  forceps  is  also  impor- 
tant. All  cases  having  common  duct  ex- 
ploration have  a T-tube  sutured  in  place, 
and  routinely  have  a cholangiogram  be- 
fore the  tube  is  removed.  In  cases  where 
the  history  would  lead  one  to  suspect 
common  duct  disease,  a planned  immed- 
iate cholangiogram  is  done. 

Some  of  our  false  positives  may  have 
been  due  to  instrumentation  and  spasm 
of  the  sphincter,  and  inability  of  the  dye 
to  enter  the  duodenum.  Our  experience 
with  the  Kirby-Thurston  electro-acoustic 
locator  has  been  unsatisfactory  due  to 
the  inability  to  tune  out  loud  static. 

Jaundice  is  the  most  constant  finding 
in  cases  of  obstruction  due  to  common 


duct  calculi.  The  jaundice  may  be  slight 
and  transitory  and  may  show  when  a ur- 
inary specimen  is  shaken,  weeks  before 
it  is  clinically  evident.  It  may  be  present 
in  one  specimen  and  absent  in  the  next. 
The  figures  of  jaundice  due  to  common 
duct  stone  are  variable:  73  per  cent  by 
Judd  and  Marshall;  87  per  cent  by  Jor- 
dan and  Weir. 

Except  for  the  removal  of  stones  im- 
pacted in  the  ampulla  which  could  not  be 
displaced  upward  into  the  supraduodenal 
portion  of  the  duct,  I have  had  no  exper- 
ience with  sphincterotomy. 

A review  of  56  cases  at  the  Memorial 
Hospital  in  the  past  five  and  a half  years 
having  68  cholangiograms  showed  20  per 
cent  were  immediate  and  80  per  cent  de- 
layed. In  a number  of  cases  of  immedi- 
ate cholangiogram  the  dye  did  not  enter 
the  duodenum,  while  a later  film  showed 
prompt  entry  of  the  dye  into  the  duode- 
num and  no  common  duct  defect. 

In  the  group  of  56  patients  having  im- 
mediate and  delayed  cholangiograms  or 
both,  stones  were  found  in  five  cases  and 
spasms  in  five. 

Because  of  the  prominent  place  in  Dr. 
Preston’s  paper  of  cholangiography,  I 
have  a slide  which  may  be  of  interest. 
(Slide)  This  was  done  when  we  first 
started  to  do  cholangiograms,  in  Febru- 
ary, 1937.  This  case  was  mistaken  for  a 
marked  pancreatitis  of  the  head.  It  was 
8 cm  in  diameter,  hard  and  firm.  Later 
operation  showed  it  to  be  carcinoma  of 
the  pancreatic  head  with  liver  metastasis. 
A by-passing  cholecyst-gastrostomy  was 
done.  The  patient  later  died  of  peritoneal 
carcinomatosis  with  ascites. 

Dr.  L.  M.  Dobson,  Milford: 

The  facts  that  Drs.  Preston  and  Alden 
have  brought  to  our  attention  certainly 
are  eye-openers.  They  justify  the  conclu- 
sion, I believe,  that  the  present  accepted 
methods  commonly  employed  in  explora- 
tion of  the  common  duct  are  unsatisfac- 
tory. 

Reviewing  this  subject,  we  must  not 
conclude  that  this  is  a problem  that  faces 
only  Delaware  doctors.  Other  medical 
centers  have  had  similar  results.  I do 
not  know  in  what  percentage  of  cases 
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that  have  a cholecystectomy  there  is  also 
exploration  of  the  duct.  I understand 
that  surgeons  are  generally  agreed  as  to 
the  indications  for  exploration  of  the 
duct,  but  I also  understand  that  there  is 
quite  a wide  variation  in  the  percentage 
of  cases  that  are  explored  in  different 
medical  centers.  Some  have  said  that  the 
more  ducts  are  explored,  the  more  stones 
are  found. 

It  seems  to  me  that  some  method  of 
examination  is  needed  at  the  time  of  op- 
eration to  help  the  surgeon  decide  what 
case  should  be  explored,  and  why.  I have 
had  no  experience  whatever  with  opera- 
tive cholangiography,  but  it  seems  to  me 
that  with  cooperation  between  the  anes- 
thesiologist, surgeon,  and  radiologist,  a 
technique  could  be  perfected. 

I am  wondering,  first,  just  how  accur- 
ate the  study  is,  and  whether  any  cases 
in  which  the  cholangiograms  postopera- 
tively  were  reported  negative  and  serious 
disease  found  later. 

Second,  I would  like  to  know  from  the 
surgeons  if  operative  cholangiography 
could  be  developed  to  a diagnostic  accur- 
acy as  the  present  postoperative  cholangi- 
ography, would  they  be  willing  to  accept 
the  findings  of  cholangiography  for  ex- 
ploration. Perhaps  this  might  cut  down 
the  number  of  explorations  of  the  duct 
and  let  the  surgeon  explore  only  when 
there  is  good  reason. 

Dr.  Preston  : Dr.  Spackman  has  at- 
tempted to  use  this  electrical  device 
which  he  has  not  found  successful  be- 
cause of  the  excessive  static  in  it.  You 
get  a clicking  noise  when  your  electrode 
touches  a stone,  but  when  there  is  so 
much  static  in  the  machine  that  it  is 
sometimes  difficult  to  hear  it,  I think  his 
feeling  is  that  it  is  not  entirely  satisfac- 
tory. I have  not  used  that,  although  I 
understand  in  Philadelphia  they  use  it 
with  success. 

Dr.  Dobson  inquired  about  the  percen- 
tage of  patients  who  come  to  operation 
for  gall  bladder  disease  and  who  are  ex- 
plored for  stones  in  the  duct.  It  is  our 
practice  to  explore  only  when  there  are 
definite  indications  at  the  time  of  opera- 
tion that  there  is  some  disease  in  the 


duct.  This  is  evidenced  by  several  things. 
Usually,  the  duct  is  dilated  when  there  is 
partial  or  complete  obstruction.  Also,  if 
the  duct  is  thickened  and  grayish  white 
in  color,  this  is  an  abnormal  duct  and 
often  harbors  disease,  either  infection, 
obstruction,  or  both.  Then,  by  external 
examination,  palpation,  and  by  visual 
methods,  if  we  find  disease  we  feel  we 
are  then  justified  in  opening  this  duct  to 
see  if  there  is  obstructive  pathology.  This 
occurs  in  about  one  in  four  cases  of  pa- 
tients that  come  to  operation  for  biliary 
tract  disease. 

I was  speaking  to  Dr.  Peasley  in  the 
Mayo  Clinic  in  July  and  I asked  him  in 
what  percentage  of  his  gall  bladder  pa- 
tients did  he  explore  the  common  bile 
duct.  He  told  me  that  roughly  25  per 
cent  were  explored.  I asked  in  what  per- 
centage did  he  find  obstructive  disease. 
He  said  he  found  stones  in  approximately 
one-half  of  those  he  explored,  bringing  it 
approximately  to  1214  per  cent. 

This,  I think,  is  generally  true  in  large 
clinics  in  our  country.  In  our  experience 
we  have  found  it  to  be  true. 

Dr.  Dobson  also  raised  a question  of 
preoperative  x-ray  study  to  demonstrate 
obstructions  in  common  bile  duct.  I un- 
derstand that  this  is  a technical  difficulty 
which  has  many  aspects.  The  difficulties 
are  those  of  interpretation,  largely,  and 
also  in  obtaining  satisfactory  films.  I am 
told  that  there  are  new  radiopaque  subs- 
tances which  are  being  experimented 
with  at  present  which  will  demonstrate 
adequately  the  extra-hepatic  biliary  sys- 
tem before  the  gall  bladder  has  been  re- 
moved. I believe  that  the  dye,  when 
given  in  a case  of  a gall  bladder  that  is 
functioning,  when  the  gall  bladder  be- 
gins to  contract  the  films  are  made,  and 
often  the  radiologist  can  demonstrate  the 
outline  of  the  hepatic  system. 

In  the  cases  in  which  this  is  successful, 
I believe  it  has  some  reliability.  I think 
if  you  can  demonstrate  a duct  which  is 
normal  in  size,  and  you  can  see  no  ob- 
vious convex  shadow  in  the  distal  portion 
of  the  duct,  you  may  assume  then  that 
this  probably  is  a normal  duct.  But  I am 
not  convinced  that  that  is  the  whole  an- 
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swer,  and  I am  not  sure  that  we  can  re- 
ly yet  on  cholangiography  of  this  type 
for  deciding  whether  or  not  the  patient 
should  have  an  operation.  I believe  that 
the  patient’s  symptoms  are  an  important 
guide.  If,  for  example,  your  patient  has 
symptoms  of  acute  and  severe  colic  which 
recurs  at  intervals  of  less  than  two 
weeks,  it  requires  morphine  or  other  nar- 
cotics for  relief,  it  is  not  adequately  con- 
trolled or  relieved  by  diet  or  medical 
measures,  then  certainly  with  radio- 
graphic  evidence  to  support  this  evidence 
of  biliary  tract  disease,  1 think  the  pa- 
tient should  be  explored.  But  to  rely  en- 
tirely upon  radiographs  to  decide  whether 
or  not  the  patient  should  be  operated 
upon,  I do  not  have  sufficient  confidence 
in  the  films  to  make  that  decision. 


INTRAMUSCULAR  TRYPSIN  IN 
ACUTE  POLIOMYELITIS* 

George  J.  Boines,  M.D.,** 
Wilmington,  Del. 

Anti-inflamatory  effects,  ranging  from 
good  to  spectacular,  have  been  reported 
for  trypsin.1,2-3’4’5  It  was  also  observed 
that  edema  is  favorably  influenced  and 
pain  quickly  controlled.  Suggestions  have 
been  offered2  that  these  phenomena  might 
be  due  to:  (1)  fortuitous  circumstances ; 

(2)  increased  lymphatic  drainage  in  area 
due  to  mobilization  of  coagulated  lymph; 

(3)  increased  capillary  blood  flow  due  to 
mobilization  of  clumps  of  blood  cells;  (4) 
increased  phagocytosis;  or  (5)  the  acti- 
vation of  other  enzyme  systems. 

In  addition  to  the  anti-inflammatory, 
anti-edema  capacities  of  trypsin,  it  was 
observed  that  blood  sludging  character- 
istics were  reduced  by  trypsin.6  This  was 
in  contrast  to  heparin,  which  does  not 
change  clumping  characteristics,  but  does 
effect  the  lodging  of  these  clumps. 

The  mucolytic  effect  of  crystalline  tryp- 
sin has  been  used  in  poliomyelitis  pa- 
tients with  tracheotomy.7  The  investi- 
gators were  frequently  gratified  to  find 
stringy,  tenacious  exudate  assume  a semi- 
liquid character  following  trypsin  instil- 
lation. 

•Read  before  The  Delaware  Academy  of  General  Practice, 
Wilmington,  December  11,  1954. 

•♦Attending  chief  of  Communicable  Diseases  and  Poliomye- 
litis at  the  Wilmington  General  and  St.  Francis  Hospitals; 
Lecturer,  Department  of  Biological  Sciences,  University  of 
Delaware. 


With  regard  to  the  morbid  anatomy  of 
poliomyelitis,  the  lesion  in  the  first  stages 
is  characterized  by  engorgement  and 
thrombosis  of  small  vessels,  with  peri- 
vascular exudation,  minute  blood  extrav- 
asations, and  small  cell  infiltration  of  the 
surrounding  tissues.  In  the  second  stage 
there  is  necrosis  of  the  tissue  from  which 
blood  has  been  cut  off,  and  in  the  third 
stage,  absorption  of  the  necrosed  prod- 
ucts, with  contractions  and  cicatrization. 
Two  views  have  been  held  to  explain  the 
pathology  of  these  appearances;  the  con- 
dition may  be  due  to  a specific  infection 
producing  an  acute  inflammation,  or  it  is 
a vascular  thrombosis  due  to  some  altered 
blood  condition,  not  dependent  on  one 
specific  infection,  but  due  to  various 
causes.8 

The  presence  of  edema  in  the  central 
nervous  system  affected  by  poliomyelitis 
has  been  adequately  described,"  and  that 
edema  of  the  central  nervous  system 
plays  a dominant  role  in  producing  paral- 
ysis has  been  suggested.10  The  degree  of 
destruction  of  specific  neurones  in  polio- 
myelitis may  be  due  to  direct  viral  action 
and  to  edema  as  the  sequelae  of  primar- 
ily disturbed  blood  flow.11 

Changes  in  the  circulatory  patterns  of 
the  spinal  cord  suggest  that  “many  of  the 
factors  which  enhance  the  severity  of  pol- 
iomyelitis, or  localize  the  paralysis,  may 
operate  through  local  vascular  changes  in 
the  brain  and  spinal  cord”.12 

The  clinical  picture  of  poliomyelitis 
may  combine  the  features  of  an  exceed- 
ingly complex  and  varied  disease  of  nerve 
cells,  and  those  of  a variable  inflamma- 
tory process  in  the  central  nervous  sys- 
tem.13 It  is  suggested  “that  a more  sub- 
tle way  in  which  inflammatory  reactions 
might  conceivably  affect  the  clinically  lo- 
calizable  function  is  by  temporarily  inter- 
fering with  synaptic  transmission  by 
nerve  cells  which  are  destined  to  recover 
from  sub-lethal  virus  effect.”14  A fre- 
quent observation  is  that  for  several  days 
the  lesions  of  the  anterior  horns  are  ac- 
companied with  lesions  of  the  parametri- 
al  ways,  which  explains  the  extensive 
paralysis  at  the  beginning.  When  con- 
gestion of  the  parametrial  ways  is  re- 
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lieved,  a part  of  the  paralysis  disappears. 

Inflammation  may  be  defined  as  a com- 
plex vascular,  lymphatic  and  local  tissue 
reaction  elicited  in  higher  animals  by  the 
presence  of  microorganisms,  or  non-vi- 
able  irritants.16 

In  vivo,  microscopic  reactions  of  the 
circulatory  blood  and  blood  vessels  in  the 
bulbar  conjunctivae  in  human  poliomye- 
litis revealed:  (1)  the  majority  of  the 
circulatory  red  blood  cells  were  stuck  in- 
to two  kinds  of  aggregates,  one  of  which 
was  sufficiently  large  and  rigid  to  pro- 
duce intermittent  temporary  and  occa- 
sionally permanent  embolization  of  arter- 
ioles; (2)  many  capillary  beds  were  shut, 
which  was  suggestive  of  a disease  in  the 
blood  volume;  and  (3)  the  severity  of  the 
intravascular  abnormality  was  roughly 
proportional  to  the  extent  of  the  sympto- 
matic involvement  of  the  central  nervous 
system.17  There  is  reason  to  believe  that 
“in  poliomyelitis  patients,  multiple  temp- 
orary embolization  of  the  terminal  arter- 
ioles is  a standard  part  of  the  patho- 
physiology of  the  disease.”18 

It  has  been  established  that  inadequate 
ventilation  is  a major  problem  in  the 
acute  stages  of  poliomyelitis,  and  re- 
course to  tracheotomy  is  necessary  to  fa- 
cilitate access  to  the  tracheobronchial 
tree  for  aspiration,  lavage,  and  oxygen 
therapy.  In  these  tracheotomy  cases 
there  is  a tendency  to  the  formation  of  a 
tenacious,  viscid  mucoid  exudate  which 
interferes  with  adequate  ventilation. 

A treatment  which  would  modify  this 
exudate  to  a more  liquid  form  to  permit 
adequate  aspiration  resulting  in  improved 
ventilation  is  desirable.  Our  question 
was : Would  Parenzyme  have  the  capa- 
city to  bring  about  the  desired  result? 

The  histopathological  changes  reported 
occurring  in  poliomyelitis  established  a 
rationale  for  our  clinical  use  of  trypsin 
in  its  medical  management. 

Materials  and  Procedure 

Our  present  report  deals  with  51  pa- 
tients with  definitely  established  clinical 
diagnosis  of  acute  poliomyelitis,  ranging 
in  age  from  2 years  to  32  years  with  an 
average  of  16.2  years.  Of  these  patients 
35  were  males  and  16  females.  Twelve 


of  the  males  and  6 of  the  females  were 
bulbar  spinal  poliomyelitis  cases. 

We  also  include  one  case,  male,  28 
years  of  age,  in  whom  tracheotomy  was 
performed  before  Parenzyme  became 
available.  There  was  difficulty  in  keeping 
these  patients  in  “adequate  ventilation” 
because  of  difficulty  in  aspirating  the 
thick,  stringy  viscid  exudate. 

Crystalline  trypsin  in  sesame  oil  (Par- 
enzyme*), each  cc.  of  the  preparation 
containing  5 mgm.  of  trypsin  for  intra- 
muscular use,  was  made  available  for  our 
use.  A dosage  schedule  of  0.5  cc.,  or  2.5 
mgm.  of  trypsin,  every  8 hours  for  5 
successive  days,  given  deep  in  the  but- 
tocks, and  then  two  doses  daily  for  an 
additional  7 to  10  days,  was  empirically 
decided  upon,  and  has  been  followed  in 
all  cases. 

We  continued  with  hyperproteiniza- 
tion19  and  curarization20  because  we  ob- 
served no  muscle  relaxation  as  far  as 
stiffness  is  concerned  with  the  use  of 
Parenzyme. 

Results 

Without  exception,  the  well-being  of 
the  patients  improved  following  the  sec- 
ond or  third  injection  of  Parenzyme.  The 
acute  toxic  manifestations  of  the  viral 
infection  were  rapidly  modified.  The  pro- 
gression of  the  paralytic  processes  was 
apparently  arrested  after  48  hours  of 
Parenzyme  therapy. 

A most  significant  observation  was  the 
return  of  muscle  strength  in  these  pa- 
tients. This  return  of  muscle  strength  is 
out  of  proportion  of  previously  treated 
700  acute  cases  observed  in  our  clinic 
since  1940. 

There  was  no  muscle  relaxation  as  far 
as  stiffness  is  concerned;  however,  it  was 
observed  that  the  response  to  curare  was 
accelerated  in  the  Parenzyme-treated  pa- 
tients. These  patients  were  able  to  take 
active  exercise  earlier  and  with  greater 
resistance,  thus  permitting  quicker  reha- 
bilitation. 

Another  significant  observation  was 
the  capacity  of  Parenzyme  to  alter  the 
physical  characteristics  of  tracheobron- 
chial exudate  in  the  tracheotomy  cases 
from  a thick,  viscid,  tenacious  exudate  to 


^Parenzyme:  National  Dru.cr  Company,  Philadelphia. 
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a “fluid  state”  permitting  easier  aspira- 
tion at  less  frequent  intervals  resulting- 
in  greatly  improved  ventilation. 

Comment 

We  are  well  aware  of  such  factors  as 
the  possibility  of  a light  epidemic;  that 
some  patients  might  recover  spontaneous- 
ly, and  the  severity  of  paralysis  may 
vary  from  year  to  year;  however,  we 
cannot  ignore  the  favorable  influence 
Parenzyme  had  on  the  clinical  course  of 
poliomyelitis  in  these  51  patients. 

The  purpose  of  this  preliminary  report 
is  to  try  to  stimulate  other  investigators 
to  try  Parenzyme  as  an  adjunct  in  the 
clinical  management  of  acute  poliomye- 
litis. Our  results  have  been  most  grati- 
fying and  we  are  confident  others  will 
experience  the  same  satisfaction  of  doing 
the  patient  the  most  good  in  the  shortest 
possible  time  as  we  have  found  in  our 
present  small  series  of  Parenzyme-treated 
poliomyelitis  patients. 

^13  N.  Broom  Street 
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MISCELLANEOUS 
Problem  Drinker 

The  “problem  drinker”  in  industry  can 
be  cured  best  by  keeping  him  on  the  job 
while  helping  him  to  solve  his  problem, 
according  to  an  industrial  physician. 

Allowing  the  employee  to  keep  work- 
ing while  he  tries  to  stop  drinking  is  like 
the  successful  treatment  of  World  War  II 
casualties  at  the  front  instead  of  at  rear 
bases.  It  gives  the  worker,  like  the  sol- 
dier, “the  feeling  of  courage  and  pride 
that  one  gets  by  staying  in  the  fight  and 
not  retreating.”  Dr.  Thomas  H.  Hogshead, 
of  the  Medical  Division  of  E.  I.  duPont 
de  Nemours  & Co.,  Wilmington,  Del.,  re- 
ported on  the  company’s  program  in  the 
(June)  Archives  of  Industrial  Hygiene 
and  Occupational  Medicine,  published  by 
the  American  Medical  Association. 

“Our  program  is  successful,”  he  said. 
“An  estimated  65  per  cent  of  the  cases 
treated  have  been  rehabilitated.  The  total 
cost  of  the  program  is  estimated  at  less 
than  $100,000.  The  total  gains  cannot  be 
measured.” 

The  worker’s  “need  for  security,  for 
recognition,  for  position,  as  well  as  his 
desire  to  belong  and  to  be  led,  are  all  met 
on  the  job,”  Dr.  Hogshead  said.  “Such 
motivation  is  of  paramount  importance  in 
the  approach  to  the  problem  of  alcoholism 
in  industry.” 

The  employee  considered  a problem 
drinker  is  advised  he  is  being  turned  over 
to  the  medical  division.  At  the  end  of 
three  months  the  division  recommends 
either  that  he  is  trying  and  should  be 
retained,  or  that  he  shows  no  interest  in 
rehabilitation  and  should  be  discharged. 

The  company  cooperates  closely  with 
Alcoholics  Anonymous,  and  has  a “com- 
panywide alert”  to  the  problem  and  its 
treatment.  “The  fact  that  alcoholism  or 
problem  drinking  is  accepted  as  a disease 
by  a company  so  scientific  as  duPont  and 
treated  as  any  other  illness  by  our  medical 
division  has  opened  the  way  for  the  re- 
habilitation of  hundreds  of  employees,” 
Dr.  Hogshead  said. 
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Clip  and  Paste 

This  issue  contains  a listing  of  those 
physicians  who  have  been  admitted  to 
membership  in  the  State  Society  since 
the  publication  of  our  last  Roster,  in 
July,  1954.  By  clipping  this  list  from 
The  Journal  and  pasting  it  in  your  copy 
of  the  Roster  you  will  have  an  up-to-date 
Roster.  You  kept  the  Rosters,  of  course! 
They  cost  one  buck,  and  are  in  rather 
limited  supply. 

Likewise,  this  issue  contains  the  new 
1955  Directory  Page  of  State  and  County 
Societies.  Cut  out  this  page  carefully 
and  paste  it  on  the  back  of  your  Roster. 

Finally,  this  issue  contains  a new 
monthly  feature  — Coming  Meetings. 
This  applies  especially  to  events  in  Dela- 
ware, with  an  occasional  mention  of  an 
important  meeting  near  by.  As  soon  as 
a medical  or  related  event  is  definitely 
scheduled  please  send  the  item  to  the 


Chairman  of  the  Medical  Education  Com- 
mittee, Dr.  Robert  W.  Frelick,  1702  Bed- 
ford Road,  Deerhurst,  Wilmington  3, 
Delaware.  Thank  you. 

Orthoepy  and  I 

It  is  surprising  that  the  great  majority 
of  physicians,  traditionally  trained  to  ex- 
ercise unusual  care  in  the  practice  of 
medicine,  permit  themselves  to  be  care- 
less with  medical  words.  Carelessness  in 
speech  is  an  old  American  custom.  Num- 
erous writers  such  as  Petroleum  V.  Nas- 
by  and  George  Ade  capitalized  on  this 
almost  universal  failing.  Currently  we 
are  amused  by  the  weird  and  whimsical 
pronunciations  of  our  friend  Pogo  and 
his  Neighbors  in  Okeefenochee  swamp. 

It  is  possible  that  the  common  mis-pro- 
nunciation  of  medical  words  which  are 
used  with  regularity  is  because  interns 
and  resident  staff  pronounce  words  as 
they  hear  them  used  by  their  senior  staff 
members  and  perhaps  even  by  their 
teachers  while  in  medical  school.  If  this 
be  true  we  should  assume  an  individual 
responsibility  in  exercising  care  in  our 
technical  speech.  If  this  were  done  for 
one  year  all  of  us  would  profit  by  having 
become  more  proficient  in  the  use  of  the 
spoken  word. 

Just  for  fun  look  at  the  following  list 
of  12  words,  pronounce  them  immediate- 
ly, and  check  how  you  said  them  on  the 
appropriately  phonetically  spelled  ex- 
ample. Now  turn  to  page  43  where  the 
correct  pronunciations  are  given.  If  you 
get  eight  correct  you  are  very  good ; ten 
is  excellent  and  if  you  get  more  than  ten 
you  may  consider  yourself  to  be  first- 
class  orthoepist. 

1.  Salicylate — (a)  sa  IAS  i late  (b)  sal 
i SIL  ate  (c)  SAL  i sil  ate. 

2.  Abdomen — (a)  AB  do  men  (b)  ab 
DO  men  (c)  ab  DOM  en. 

3.  Hyperpnea- — (a)  hy  perp  NEE  a 
(b)  hy  PERP  ne  a (c)  HY  perp  ne 
a. 

4.  Poliomyelitis — (a)  Pahl  e o my  e li 
tis  (b)  POLE  e o my  e li  tis  (c) 
pole  e o MY  e LI  tis. 
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5.  Trichomonas — (a)  tri  IvOM  o nas 
(b)  tri  ko  MO  nas  (c)  TR1K  o mo 
nas. 

6.  Vertebral — (a)  ver  TEE  bral  (b) 
VER  te  bral  (c)  ver  TIB  ral. 

7.  Esophageal — (a)  e SOF  a je  al  (b) 
e sof  a JEE  al  (c)  e so  FAJ  e al. 

8.  Cavernous — (a)  KAV  er  nus  (b) 
ka  VER  nus  (c)  ka  VER  NUS. 

9.  Caffein — (a)  CAF  fe  in  (b)  caf 
FEEN  (c)  CAF  een. 

10.  Respiratory — (a)  RES  pi  ra  to  ry 
(b)  re  SP1  ra  to  ry  (c)  res  pi  ra 
TORY. 

11.  Flaccid — (a)  FLAS  sid  (b)  FLAK 
sid  (c)  FLAY  sid. 

12.  Menarche — (a)  men  ARCH  (b) 
men  ARK  (c)  me  NAR  kah. 

If  you  don’t  believe  it,  check  the  list  in 
a good  medical  and  a good  standard  dic- 
tionary, which  reminds  us — that  is  what 
we  started  to  editorialize  about  in  the 
first  place. 

Jour.  Okla.  S.M.A.,  January,  1955 


COMING  MEETINGS 

1955 

February  1 — Staff  Meeting,  Milford  Me- 
morial Hospital,  Milford. 

February  2 — Special  Meeting,  colored 
sound  movies;  Surgical  Technic.  Mil- 
ford Memorial  Hospital,  Milford,  8:30 
p.m. 

February  3 - — Staff  Meeting,  Nanticoke 
Hospital,  Seaford,  1 :30  p.m. 

February  5 — American  College  of  Phy- 
sicians, Regional  Meeting,  Delaware 
Academy  of  Medicine,  Wilmington, 
9:30  a.m.  - 4:00  p.m. 

February  8 — Delaware  Hospital  Staff 
Meeting,  Wilmington,  8:30  p.m. 

February  8 — Kent  County  Medical  Soci- 
ety Meeting. 

February  9 — Health  Forum— “Old  Age 
Can  Be  Fun”,  Edward  L.  Bortz,  Pro- 


fessor of  Medicine,  U.  of  Pa.  Graduate 
School.  P.  S.  duPont  High  School,  Wil- 
mington, 8 p.m. 

February  10 — Visiting  Internist  — Dela- 
ware Hospital,  Wilmington.  Medical 
conference  at  8:30  a.m.,  Lecture  by  Dr. 
George  A.  Perea,  Associate  Professor 
of  Medicine  at  Columbia,  4:00  p.m. 

February  14 — C.P.C.,  Milford  Memorial 
Hospital,  Dr.  O.  J.  Poliak  and  staff, 
12:30  p.m. 

February  15 — New  Castle  County  Medi- 
cal Society  Meeting,  Dr.  Bronson  S. 
Ray,  Professor  of  Clinical  Surgery  at 
Cornell  Univ.  — “The  Diagnosis  and 
Treatment  of  Intracranial  Bleeding” 
3:00  to  5:00  p.m.,  Delaware  Hospital, 
Clinical  Session.  8:30  p.m.,  Meeting, 
Delaware  Academy  of  Medicine. 

February  17 — Sussex  County  Medical  So- 
ciety Meeting. 

February  18 — Staff  Meeting,  Beebe  Hos- 
pital, Lewes. 

March  9 — Health  Forum — Cancer — Dr. 
Cameron,  American  Cancer  Society. 

March  10  — Visiting  Internist,  Delaware 
Hospital,  Arthur  Merrill,  Associate  in 
Internal  Medicine,  Harvard. 

March  15  — New  Castle  County  Medical 
Society  Meeting  — “Surgical  Lesions 
of  the  Pancreas,  particularly  Chronic 
Relapsing  Pancreatitis”,  Dr.  Jonathan 
E.  Rhoads,  Associate  Professor  of  Sur- 
gery at  U.  of  Penna.  3:00  to  5:00  p.m., 
Memorial  Hospital,  Clinical  Session. 
8:30  p.m.  Meeting,  Delaware  Academy 
of  Medicine. 

March  22  — St.  Francis  Hospital  Staff 
Meeting,  Wilmington. 

March  29  — Delaware  Psychiatric  So- 
ciety, Delaware  Academy  of  Medicine. 
Judge  John  J.  Biggs. 

March  29-April  1 — Annual  Postgradu- 
ate Institute,  Phila.,  Co.  Med.  Soc., 
Bellevue-Stratford  Hotel,  Phila. 

April  5 — Memorial  Hospital  Staff  Meet- 
ing, Wilmington. 
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April  13  — Health  Forum — “Overweight 
and  Underweight”  — Dr.  Norman  Ja- 
liffe,  New  York  College  of  Medicine. 

April  16  — Symposium:  Gastroenterol- 
ogy. Delaware  Academy  of  General 
Practice. 

April  19  — New  Castle  County  Medical 
Society  Meeting — Dr.  Hugh  H.  Hussey, 
Jr.,  Associate  Professor  of  Clinical 
Medicine,  Georgetown  University.  3:00 
to  5:00 — St.  Francis  Hospital,  Clinical 
Session.  8:30  p.m.,  Delaware  Academy 
of  Medicine — “Recognition  of  Pulmo- 
nary Embolism”. 

April  25-29  — American  College  of  Phy- 
sicians’ Annual  Meeting,  Philadelphia. 

April  26  — Wilmington  General  Hospital 
Staff  Meeting,  Wilmington. 

May  3 — 25th  Anniversary  Meeting,  Del- 
aware Academy  of  Medicine.  Dr.  Det- 
lev  W.  Bronk,  President,  Rockefeller 
Institute  of  Medical  Research.  Dr. 
John  A.  Monroe,  Professor  of  History, 
University  of  Delaware. 

June  6-10  — American  Medical  Associa- 
tion, Annual  Meeting,  Atlantic  City. 


Curative  Workshop  Day  at  Wanamaker’s 

The  fifth  annual  Curative  Workshop 
Day  at  Wanamaker’s,  Wilmington,  spon- 
sored by  the  Junior  League  of  Wilming- 
ton, will  be  held  Wednesday,  March  30 
from  9:30  a.m.  to  9:00  p.m.  A percent- 
age of  sales  that  day  will  go  to  the  Work- 
shop to  be  added  to  the  Building  Fund 
Campaign. 

If  you  can’t  come  in,  write  or  phone. 
Wanamaker’s  will  be  well  stocked  with 
new  spring  merchandise  at  tremendous 
savings.  You  may  start  buying  today! 
Advance  purchases  amounting  to  $15  or 
more  in  any  department  may  be  held  for 
you  until  March  30,  if  you  ask  that  cred- 
it be  given  to  the  Delaware  Curative 
Workshop.  Save  your  shopping  for  March 
30  and  help  the  Junior  League  boost  the 
Building  Fund. 


Laboratory  Technicians’  Meetings 

During  the  past  two  and  one-half  years 
medical  technologists  residing  in  Kent 
and  Sussex  County  met  once  a month 
with  the  pathologist  to  discuss  various  sci- 
entific problems  of  common  interest  to 
the  group.  In  1952-53  all  sessions  were 
devoted  to  the  study  of  blood  dyscrasias. 
In  1953-54  the  topics  of  discussion  cov- 
ered a variety  of  branches  of  clinical 
pathology. 

The  program  for  the  1954-55  season 
will  be  enriched  by  projection  of  motion 
pictures.  As  in  the  past,  all  active  and 
inactive  technicians  residing  in  the  two 
counties  are  invited,  as  well  as  all  house 
officers  of  hospitals  and  related  institu- 
tions in  the  area.  As  in  former  years, 
the  meetings,  which  are  held  the  second 
Monday  of  each  month  at  8:00  p.m.,  will 
be  followed  by  a social  hour  with  re- 
freshments. The  schedule  follows : 
lu-11-54 — Beebe  Hospital,  Lewes:  Prac- 
tical parasitology  and  mycol- 
ogy. 

11-  8-54 — Milford  Memorial  Hospital, 

Milford:  Film  — The  Rh  fac- 
tor and  blood  testing  proce- 
dures. 

12- 13-54 — Kent  General  Hospital,  Dover: 

Toxicology  in  the  hospital  lab- 
oratory. 

1- 10-55 — Beebe  Hospital,  Lewes:  Molar 

and  normal  solutions. 

2- 14-55 — Milford  Memorial  Hospital, 

Milford:  Film  — Anemias. 

3- 14-55 — Kent  General  Hospital,  Dover: 

Laboratory  tests  in  infertility 
studies. 

4- 11-55— Beebe  Hospital,  Lewes:  Adren- 

al function  tests. 

5-  9-55 — Milford  Memorial  Hospital, 

Milford:  Films  — Blood  bank- 
ing and  Electrolytes. 

6- 13-55 — Kent  General  Hospital,  Dover: 

Sputum  examinations. 


Answers  to  Diction  Quiz 

1-c;  2-b;  3-a;  4-a;  5-a;  6-b;  7-c;  8-a; 
9-a;  10-b;  11-b;  12-c. 


44 


Delaware  State  Medical  Journal 


February,  1955 


Dr.  Bird  Resigns  from 
Blue  Cross-Blue  Shield 

Dr.  W.  Edwin  Bird,  for  the  past  eight 
years  the  Medical  Consultant  of  Group 
Hospital  Service,  Incorporated,  has  re- 
signed from  that  post,  effective  January 
15,  1955.  This  was  done  in  order  to  per- 
mit Dr.  Bird  to  devote  more  time  to  his 
other  interests  as  Editor  of  the  Delaware 
State  Medical  Journal,  Executive  Secre- 
tary of  the  Medical  Society  of  Delaware, 
and  special  editorial  work  for  a New 
York  firm.  Said  Dr.  Bird:  “I  found  I 
was  getting  overloaded,  and  something- 
had  to  go.  Naturally  the  job  to  go  would 
have  to  be  the  one  that  confined  me  the 
most  as  to  time,  and  that  was  the  most  ar- 
duous physically.  1 regret  exceedingly  that 
it  had  to  be  the  Blue  Cross,  for  I regard 
Blue  Cross  somewhat  as  my  own  baby.” 

As  far  back  as  1930,  when  the  Blue 
Cross  was  only  five  years  old,  with  only 
five  or  six  Plans  in  operation,  Dr.  Bird 
sensed  the  importance  and  the  possibil- 
ities of  this  new  movement  and  got  the 
Medical  Society  of  Delaware  to  set  up  a 
Medical  Economics  Committee  to  deal 
with  such  problems.  He  was  made  Chair- 
man of  this  Committee,  and  in  1935  se- 
cured the  endorsement  of  the  State  So- 
ciety and  of  the  New  Castle  County  So- 
city  of  the  proposed  Plan  in  Delaware. 


He  was  one  of  the  founders  of  Blue 
Cross,  which  opened  in  1935  and  of  the 
Blue  Shield  in  1943,  serving  as  Secretary 
of  the  corporation  and  a member  of  the 
Board  of  Trustees  till  the  end  of  1952. 

The  management  and  Claims  Depart- 
ment of  G.H.S.  tendered  Dr.  Bird  a fare- 
well luncheon  on  January  14th  at  the 
Hotel  Rodney,  on  which  occasion  he  was 
presented  with  a 20-year  service  button. 

On  February  1st  the  vacancy  created 
by  Dr.  Bird’s  resignation  was  filled  by 
the  appointment  to  that  post  of  Dr.  Wal- 
ter W.  Moore,  of  Wilmington. 


The  value  of  the  routine  roentgeno- 
graphic  examination  of  the  chests  of  all 
patients  admitted  to  general  hospitals  has 
been  recognized  for  almost  30  years,  and 
its  advantages  over  other  case-finding 
methods  have  been  pointed  out  repeatedly. 
Yet,  until  quite  recently  the  major  em- 
phasis has  been  on  the  mass  chest  roent- 
genograph ic  survey,  such  as  those  con- 
ducted in  various  cities  throughout  the 
country  by  the  Public  Health  Service  in 
conjunction  with  the  local  health  organ- 
izations. George  Jacobson,  M.D.,  and  Den- 
is C.  Adler,  M.D.,  Am.  Rev.  Tuberc.,  June, 
1954. 


NEW  MEMBERS  SINCE  JULY  15,  1954 


The  following  physicians  have  become  mem- 
bers of  the  Medical  Society  of  Delaware  since 
the  printing  of  the  Roster  last  summer.  Cut 
these  items  out  of  The  Journal  and  paste  them 
in  your  copy  of  the  Roster,  under  their  appro- 
priate County.  Also,  in  your  Roster,  rule  out 


the  following  names  of  deceased  or  transferred 
members:  Murray,  Henry  D.;  Neubauer,  Richard 
A.;  Potter,  Caryl  A.,  Jr.;  Vaughan,  Edward  M.; 
Allen,  Ira  A.  B.;  Fooks,  Carleton  C.  With  these 
alterations  your  Roster  will  be  complete  and 
accurate  to  January  19,  1955. 


Name 

Address 

Specialty 

Tel. 

School 

Licen. 

Joined 

Allen,  Olin  S.,  II 

Reading,  Pa. 

Temple,  ’52 

1953 

1954 

Baganz,  Herbert  M. 
Blase,  William  C. 

1210  Delaware  Ave. 

I 

5-3329 

Penn,  ’47 

1951 

1954 

1009  Delaware  Ave. 

I 

4-9039 

Hahn.,  ’47 

1948 

1954 

Hall,  Wm.  T. 

2201  Washington  St. 

I 

8-2660 

Temple,  ’44 

1954 

1954 

Hillyard,  Raymond  W. 

1007  Delaware  Ave. 

NS* 

4-8835 

Penn.,  ’46 

1953 

1954 

McCarthy,  James 

1100  Madison  St. 

2-6144 

Hahn.,  ’48 

1949 

1954 

Mekanik,  Edwin  A. 

1100  N.  Jackson  St. 

S 

5-7187 

Hahn.,  ’46 

1953 

1954 

McKusick,  Marjorie  J. 

1302  Delaware  Ave. 

Pd* 

6-9729 

Harvard,  ’49 

1953 

1955 

Sherman,  Leo  F. 

94  E.  Main  St.,  Newark,  Del. 

M.C.  Va.,  ’50 

1954 

1954 

Sisson,  William  H. 

1104  N.  Adams  St. 

p* 

4-5432 

Vermont,  ’45 

1954 

1954 

Smith,  Glen  T. 

Nemours  Bldg. 

In(I)* 

4-5121 

Chicago,  ’37 
Pitt.,  ’46 

1954 

1954 

Van  Dervort,  Robert  S. 

Wilm.  General  Hosp. 

An* 

6-2551 

1954 

1954 

Wuertz,  Robert  L. 

1117  N.  Franklin  St. 

I 

8-5437 

Temple,  ’48 

1953 

1954 

Hays,  James  F. 

Latex  Corp.,  Dover,  Del. 

In(C)* 

4761 

Jeff.,  ’23 

1954 

1954 

Buoniconto,  Pasquale  A. 

Dela.  Colony,  Stockley,  Del. 

Ph'P)* 

Millsboro 

Naples,  ’35 

1954 

1954 

2611 

Henning,  Carl  (Ret.) 

Rehoboth,  Del. 

O 

G.  Wash.,  ’05 

1948 

195c 

McFadden,  Earl  B. 

Selbyville,  Del. 

3616 

Md„  ’51 

1953 

195E 

Sills,  David  N.,  Jr. 

Milford,  Del. 

S* 

4053 

Md„  ’46 

1954 

1955 
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BOOK  REVIEW 

Urology.  Volumes  I,  II,  and  III.  Edited  by 
Meredith  Campbell,  M.D.,  Emeritus  Profes- 
sor of  Urology,  New  York  University.  With 
the  collaboration  of  fifty-one  contributing 
authorities.  Pp.  2,356,  with  1,148  illustra- 
tions. Price:  $60.00  per  set.  Philadelphia: 
W.  B.  Saunders  Company,  1954. 

These  three  volumes  comprise  a sys- 
tematic and  comprehensive  system  of 
urology.  Each  volume  is  indexed  for  all 
three  volume  is  clearly  printed  on  the 
backs  for  easy  selection.  The  contributors 
have  been  selected  for  their  eminence  in 
the  particular  phase  of  urology  for  which 
they  are  best  known  and  wherein  they 
have  made  particularly  notable  contribu- 
tions. The  list  of  names  reads  like  a Who’s 
Who  of  Urologists  in  the  United  States, 
plus  one  each  from  England,  Canada,  and 
Puerto  Rico.  In  addition,  there  are  chap- 
ters in  the  fields  of  Anatomy,  Physiology, 
Zoology,  Biophysics,  Surgery,  Pediatrics, 
Clinical  Medicine,  Anaesthesiology,  Path- 
ology and  Gynecology  as  related  to  Urol- 
ogy by  men  of  great  eminence,  authority 
and  ability.  The  most  important  quality 
of  all  the  writing  is  the  lucidity  of  the 
text  (and  the  excellence  of  the  1148  illus- 
trations and  figures)  which,  despite  the 
variety  of  authorship,  has  been  so  edited 
and  arranged  that  this  reviewer  was  con- 
tinuously impressed  with  the  feeling  of 
single  authorship.  This  three  volume  Urol- 
ogy has  transcended  the  danger  of  being 
a mere  collection  of  assigned  articles  and 
reads  truly  as  Campbell’s  Urology,  at  the 
same  time  however,  always  carrying  the 
authority  and  conviction  of  the  individual 
expert  contributor. 

A summary  of  such  a monumental  work 
is  obviously  impossible.  Volume  I covers 
Anatomy  and  Physiology,  Principles  of 
Diagnosis,  Pathology  of  Urinary  Obstruc- 
tion, Embryology  and  Anomalies,  Infec- 
tions and  Inflammations,  Infertility  in  the 
Male,  Urolothiasis  and  Foreign  Bodies. 
Volume  II  includes  Injuries,  Tumors, 
Neuro-muscular  disease,  Urology  in  the 
Female,  Urology  in  Childhood.  Volume  III 
completes  the  field  with  Endocrinology, 
Urologic  Surgery,  Radiotherapy  of  Tu- 
mors, Nephritis  and  Hypertension,  and 
Adrenals. 


The  material  is  up-to-date,  comprehen- 
sive, and  extensive.  Background  material 
and  comparative  approaches  are  discussed 
and  evaluated,  and  copious  references  sup- 
plied at  the  end  of  each  chapter  for  sub- 
stantiation as  well  as  for  the  guidance  of 
the  student  who  desires  to  go  to  source 
material.  The  statistical  data  is  all  recent 
and  the  therapy  is  as  up-to-date  as  fura- 
dantin,  tetracycline  and  erythromycin, 
cortisone  and  isonyazid. 

In  conclusion,  this  reviewer  would  like 
to  comment  that  he  has  found  this  Urol- 
ogy a much  needed  book  for  the  Urologist, 
for  medical  libraries,  and  for  any  other 
person  desiring  complete  reference  in  this 
field.  I am  sure  that  some  deficiencies  ex- 
ist and  that  perfection  is  the  last  thing 
that  Dr.  Campbell  would  claim  for  his 
book.  But  as  he  writes  in  his  preface,  “a 
publisher’s  proposal  to  write  a one-volume 
Textbook  of  Urology  was  the  nidus  of 
this  Urology.  I declined  this  proposition 
because  today’s  progress  and  develop- 
ment in  this  branch  of  medicine  and  its 
collateral  fields  are  so  amazing,  rapid  and 
variant  that  it  is  now  beyond  the  scope 
of  any  one  person  to  present  all  phases 
of  this  subject  adequately.  To  achieve 
recognized  authority  for  Urology,  as  dis- 
tinguished from  mere  compilation  gleaned 
from  others,  outstanding  collaborators 
were  enlisted.  In  this  corps  are  those  na- 
tionally or  internationally  renowned  for 
their  intensive  investigative  work  and  un- 
usually wide  experience  in  the  sphere  of 
their  respective  topics.  Many  of  these 
contributions  are  classic  monographs.” 


The  immediate  value  of  the  X-ray  sur- 
vey at  hospitals  for  the  mentally  ill  is  ob- 
vious. The  patients  who  have  active  tu- 
berculosis are  receiving  specialized  care 
both  for  their  mental  and  for  their  phy- 
sical illnesses.  They  are  isolated  and  there- 
fore the  non-tuberculous  patients  are 
spared  the  insidious  long-time  mass  ex- 
posure to  a highly  infectious  disease 
which  without  the  X-ray  might  go  un- 
detected. Elizabeth  S.  Kletzsch,  NTA  Bul- 
letin, Feb.,  1954. 


1776  -MEDICAL  SOCIETY  OF  DELAWARE  - 1955 

INCORPORATED  1789 


OFFICERS 

President,  Lewis  B.  Flinn,  Wilmington 

President-Elect,  Glenn  M.  Van  Valkenburgh,  Georgetown  Secretary,  Norman  L.  Cannon,  Wilmington 

Vice-President,  E.  Harold  Mercer,  Jr.,  Dover  Treasurer,  Charles  Levy,  Wilmington 

Executive  Secretary,  W.  Edwin  Bird,  M.D.,  621  Delaware  Avenue.  Wilmington 
American  Medical  Association  (1955)  Delegate:  H.  T.  McGuire,  New  Castle.  Alternate:  Bruce  Barnes,  Seaford. 

Representative  to  Delaware  Academy  of  Medicine,  W.  O.  LaMotte,  Sr.,  Wilmington 


STANDING  COMMITTEES 

Scientific  Work 
N.  L.  Cannon.  Wilmington 
J.  A.  Elliott.  Laurel 

A.  J.  Morris,  Wilmington 

Medical  Education 

R.  W.  Frelick,  Wilmington 

G.  R.  Spong.  Dover 

L.  L.  Fitchett,  Milford 

Publication 
W.  E.  Bird.  Wilmington 

M.  A.  Tarumianz,  Farnhurst 

N.  L.  Cannon,  Wilmington 

Public  Laws 
J.  S.  McDaniel.  Sr.,  Dover 

E.  R.  Mayerberg,  Wilmington 

R.  W.  Murray.  Wilmington 
J.  L.  Fox,  Seaford 
James  Beebe.  Jr.,  Lewes 

Budget 

Charles  Levy.  Wilmington 
J.  M.  Messick,  Wilmington 

M.  A.  Tarumianz,  Farnhurst 
J.  S.  McDaniel.  Jr.,  Dover 

C.  M.  Moyer,  Laurel 


SPECIAL  COMMITTEES 

Advisory,  Woman’s  Auxiliary 

G.  A.  Beatty,  Wilmington 
P.  D.  Gordy.  Wilmington 

D.  W.  MacKelkan,  Wilmington 
R.  W.  Murray,  Wilmington 
R.  W.  Comegys,  Clayton 

Cancer 

L.  W.  Whitney.  Wilmington 
R.  J.  Colfer,  Wilmington 
J.  B.  Dukes,  Wilmington 

D.  M.  Gay.  Wilmington 

E.  Y.  Gledhill,  Wilmington 

H.  S.  Rafal,  Wilmington 
Isadore  Slovin.  Wilmington 
R.  R.  Layton,  Dover 

L.  M.  Dobson,  Milford 


Mrs.  G.  A.  Beatty,  President,  Wilmington 
Mrs.  R.  W.  Comegys,  President-elect . Clayton 
Mrs.  C.  M.  Moyer,  Vice-President , Laurel 


NEW  CASTLE  COUNTY  MEDICAL 
SOCIETY 

/Meets  Third  Tuesday 
N.  L.  Cutler.  President 
Charles  Levy,  President-Elect 
H.  W.  Gray,  Vice-President 
W.  W.  Briggs.  Secretary 

A.  I..  Ingram,  Jr.,  Treasurer 

E.  C.  Syrovatka,  LL.D.,  Exec.  Secretary 
Councilors:  J.  C.  Pierson  ( 1955);  R 

B.  Thomas  (1956);  A.  D.  King  (1957) 
Delegates  (1955):  I.  W.  Alden,  Jr. 

E.  M.  Bohan,  S.  W.  Casscells,  I.  L 
Chipman,  Jr.,  Marjorie  E.  Conrad.  N.  L 
Cutler,  E.  F.  Fantazier.  F.  S.  Hassler.  A 
J.  Heather,  W.  H.  Lee.  H.  T.  McGuire 
W.  M.  Pierson.  S.  W Rennie,  C.  F 
Richards,  H.  H.  Stroud. 

Alternates  (1955  ):  C.  R.  Donoho.  I.  F 
Flanders,  Mildred  B.  Forman.  R.  W.  Fre 
lick,  P.  D.  Gordv.  T.  V.  Hynes.  E.  N 
Johnson.  D.  J.  King,  V.  deP.  Maguire 
A.  J.  Morris.  P.  J.  Olivere.  T.  H.  Pen 
nock,  G.  O.  Poole,  H.  S.  Rafal,  E.  J 

Szatkowski. 

Delegates  (1956):  R.  E.  Allen.  W.  L 
Bailey.  J.  M.  Barsky,  Jr.,  S.  W.  Bar 
toshesky,  W.  W.  Briggs.  Italo  Chara 

mella,  J.  A.  Chrzanowski.  A.  J.  Flem 

ing,  F.  J.  Gilday,  Catherine  P.  John 
son,  F.  A.  Jones,  D.  W.  MacKelcan 
T.  E.  Resnick.  F.  S.  Skura,  H.  A.  Tar 
rant,  M.  A.  Tarumianz. 


SPECIAL  COMMITTEES 

Tuberculosis 

G.  A.  Beatty,  Wilmington 
W.  C.  Blase.  Wilmington 

E.  W.  Hainlen.  Wilmington 
L.  P.  Lang,  Wilmington 

A.  J.  Morris,  Wilmington 

L.  D.  Phillips,  Wilmington 

F.  R.  Everett,  Dover 
Felix  Mick.  Milford 

C.  M.  Moyer,  Laurel 

Maternal  & Infant  Mortality 
A.  M.  Gehret.  Wilmington 

M.  I.  Handy,  Wilmington 

R.  O.  Y.  Warren,  Wilmington 
L.  L.  Fitchett,  Milford 
A.  H.  Williams,  Laurel 

Mental  Health 

F.  A.  Freyhan,  Farnhurst 

A.  L.  Ingram,  Jr..  Wilmington 
Charles  Strahan,  Jr.,  Wilmington 

H.  T.  McGuire.  New  Castle 

G.  M.  Van  Valkenburgh,  Georgetown 

Heart  Disease 

J.  R.  Durham,  Jr.,  Wilmington 
A.  H.  Clagett.  Jr..  Wilmington 

R.  L.  Dewees,  Wilmington 

F.  R.  Everett,  Dover 

J.  L.  Fox,  Seaford 

Diabetes 
Charles  Levy,  Wilmington 

D.  H.  Aitken,  W.  lmington 

E.  M.  Bohan,  Wilmington 
J.  F.  Flanders.  Wilmington 

0.  J.  Poliak,  Dover 

Arthritis 
T.  B.  Strange,  Wilmington 
W.  T.  Hall,  Wilmington 
A.  I.  Heather,  Wilmington 

H.  G.  Neese,  Wyoming 

A.  C.  Smoot,  Jr.,  Georgetown 
Medical  Service  & Public  Relations 
H.  T.  McGuire,  New  Castle 

S.  G.  Elbert,  Wilmington 

C.  T.  Lawrence.  Wilmington 
E.  R.  Mayerberg,  Wilmington 
A.  L.  Shands.  jr..  Wilmington 

1.  S.  McDaniel.  Sr..  Dover 
H.  W.  Smith,  Harrington 

J.  W.  Lynch,  Seaford 

J.  E.  Marvil.  Laurel 

WOMAN’S  AUXILIARY — 1954-55 


Alternates  (1956):  D.  H.  Aitken, 

I W.  Barnhart,  A.  H.  Clagett.  Jr.. 

C.  A.  D'Alonzo,  F.  J.  DiCecco,  S.  G. 
Elbert.  H.  W.  Gray,  R.  C.  Hayden,  L. 
Katzenstein,  J.  W.  Kerrigan,  H.  L. 
Reed,  H.  J.  Repman.  Jr.,  R.  D.  San- 
ders. W.  C.  Silverman,  T.  B.  Strange. 
L.  W.  Whitney. 

Board  of  Directors 

N.  L.  Cutler  (1955  ),  H.  W.  Gray 
(1955),  Charles  Levy  (1955).  W.  W. 
Briggs  (1955  ),  A.  L.  Ingram,  Jr.  (1955), 
W.  W.  Lattomus  ( 1955  ).  S.  W.  Rennie 
(1956),  A.  R.  Shands.  Jr.  (1957). 

W oman  s A uxil iar  y 

Mrs.  J.  W.  Howard.  President : Mrs. 

D.  W.  MacKelcan.  President-Elect : Mrs. 
A.  J.  Morris,  Vice-President:  Mrs.  T. 
P.  Aikins,  Recording  Secretary;  Mrs.  I. 
L.  Chipman.  Jr.,  Corresponding  Secretary: 
Mrs.  F.  E.  Spencer,  Treasurer. 

KENT  COUNTY  MEDICAL 
SOCIETY 

Af eets  Second  Sunday 
J.  R.  Fox.  President , Dover 

O.  J.  Pollak,  Vice-President , Dover 

E.  S.  Dennis,  Secretary-Treasurer,  Dover. 
Councilors:  W.  C.  Pritchard  (1955  ), 

Smyrna;  E.  H.  Mercer  (1956),  Dover. 

Delegates:  B.  F.  Burton  (1955),  Dover; 
R.  W.  Comegys  (1956).  Clayton;  E.  R. 
McNinch  (1956).  Dover. 


SPECIAL  COMMITTEES 

Military  & Veterans  Affairs 

S.  W.  Rose,  Wilmington 

J.  W.  Alden,  Jr.,  Wilmington 
R.  W.  Murray.  Wilmington 

C.  F.  Richards,  Wilmington 

V.  D.  Washburn,  Wilmington 

National  Defense 

W.  L.  Bailey.  Wilmington 
J.  R.  Beck,  Wilmington 

D.  W.  MacKelkan.  Wilmington 
C.  I..  Munson.  Wilmington 

J.  S.  McDaniel.  Jr..  Dover 

Rural  Medical  Service 

T.  J.  Tobin.  Milton 

H.  L.  Hoch,  Middletown 

C.  J.  Prickett.  Smyrna 

H.  W.  Smith.  Harrington 
J.  A.  Elliott.  Laurel 

Vocational  Rehabilitation 

E.  L.  Stambaugh,  Lewes 

G.  A.  Beatty.  Wilmington 

I.  M.  Flinn,  Wilmington 

D.  I.  King,  Wilmington 

H.  J.  Laggner,  Smyrna 

Fees  for  Welfare  Patients 

T.  J.  Tobin,  Milton 
C.  J.  Prickett,  Smyrna 

J.  W.  Lynch,  Seaford 

Amer.  Med.  Educ.  Fdn. 

C.  F.  Richards,  Wilmington 

F.  S.  Hassler,  Wilmington 

G.  O.  Poole.  Wilmington 
R.  R.  Layton.  Dover 

R.  L.  Klingel,  Rehoboth 

Hospital-Physician  Relationships 
C.  L.  Munson,  Wilmington 
M.  B.  Pennington,  Wilmington 
C.  E.  Wagner,  Wilmington 
J.  B.  Baker.  Milford 
James  Beebe,  Jr.,  Lewes 

Grievance  Board 
C.  E.  Wagner.  Wilmington 
V.  D.  Washburn,  Wilmington 
M.  A.  Tarumianz,  Farnhurst 

H.  W.  Smith,  Harrington 
Bruce  Barnes.  Seaford 


Alternates:  J.  J.  Lazzeri  (1955). 

Smyrna;  R.  J.  Bishop  (1956),  Dover;  G. 
R.  Spong  (1956),  Dover. 

Womans  Auxiliary 

Mrs.  H.  W.  Smith.  President.  Har- 
rington; Mrs.  H.  J.  Laggner.  Secretary- 
Treasurer , Smyrna. 

SUSSEX  COUNTY  MEDICAL 
SOCIETY 

Meets  Second  Thursday 
R.  L.  Klingel,  President,  Rehoboth. 

T.  J.  Tobin,  Vice-President,  Milton. 

J.  E.  Marvil,  Secretary-Treasurer,  Laurel. 

Councilors:  E.  L.  Stambaugh  (1955  ). 
Lewes;  L.  M.  Dobson  (1957),  Milford. 

Delegates:  J.  W.  Annand  (1956). 

Georgetown;  Bruce  Barnes  (1956).  Sea- 
ford; James  Beebe,  Jr.  (1956),  Lewes; 

O.  A.  James  (1956).  Milford:  R.  S. 
Long  (1956),  Frankford;  J.  E.  Marvil 
(1956),  Laurel. 

Alternates:  L.  L.  Fitchett  (1956).  Mil- 
ford; J.  I..  Fox  (1956),  Seaford;  Cath- 
erine C.  Grav  (1956).  Bridgeville;  J.  W. 
Lynch  (1956).  Seaford;  C.  M.  Moyer 
(1956).  Laurel;  C.  G.  Pierce.  Jr.  (1956). 
Rehoboth. 

Woman' s A uxil  iar  y 

Mrs.  J.  W.  Lynch.  President.  Seaford. 
Mrs.  J.  L.  Fox.  Secretary,  Seaford. 

Mrs.  James  Beebe,  Jr..  Treasurer,  Reho- 
both. 


Mrs.  I.  L.  Chipman,  Jr.,  Recording  Secretary,  Wilmington 
Mrs.  S.  W.  BartosheSKY,  Corresponding  Secretary . Wilmington 
Mrs.  H.  J.  Laggner.  Treasurer,  Smyrna 
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Ulcerative  Colitis 


Smoothage  in  Correction  of  Colon  Stasis 

To  initiate  the  normal  defecation  reflex, 

the  “ smoothage' ’ and  bulk  of  Metamucil provide 

the  needed  gentle  rectal  distention. 


Once  the  habit  of  constipation  has  been  estab- 
lished, due  to  any  of  a large  number  of  causes,  it 
becomes  a major  problem.  Self-medication  with 
irritant  or  chemical  laxatives,  or  repeated  enemas, 
usually  causes  a decreased,  sluggish  defecation 
reflex  and  may  result  in  its  complete  loss. 

Rectal  distention  is  a vital  factor  in  initiating 
the  normal  defecation  reflex,  and  sufficient  bulk 
is  thus  of  obvious  importance  in  restoring  this 
reflex.  Metamucil  provides  this  bulk  in  the  form 
of  a smooth,  nonirritating,  soft,  hydrophilic  col- 
loid which  gently  distends  the  rectum  and  initiates 
the  desire  to  evacuate.  Metamucil  demands  ex- 
tra fluid,  imparting  even  greater  smoothage  to 
the  intestinal  contents. 

It  is  indicated  in  chronic  constipation  of 
various  types — including  distal  colon  stasis  of  the 


“irritable  colon”  syndrome,  the  atonic  colon  fol- 
lowing abdominal  operations,  repressions  of  def- 
ecation after  anorectal  surgery  and  in  special  con- 
ditions such  as  the  management  of  a permanent 
ileostomy.  Metamucil  is  the  highly  refined  mucil- 
loid  of  Plantago  ovata  (50%),  a seed  of  the  psyl- 
lium group,  combined  with  dextrose  (50%)  as  a 
dispersing  agent. 

The  average  adult  dose  is  one  rounded  tea- 
spoonful of  Metamucil  powder  in  a glass  of  cool 
water,  milk  or  fruit  juice,  followed  by  an  addi- 
tional glass  of  fluid  if  indicated. 

Metamucil  is  supplied  in  containers  of  4,  8 and 
16  ounces.  It  is  accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Med- 
ical Association.  G.  D.  Searle  & Co.,  Research 
in  the  Service  of  Medicine. 


SEARLE 
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about 

46  CALORIES 

per  I 8 gram  slice 


bread 


INGREDIENTS 


WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 


Arieifwfavx  1 


Under  License  By  National  Bakers  Services,  Inc.,  Chicago 


g)IIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIIMIIUIIHIIIIIIIIIIIIIIIIIIIIIIIIIIIIillllllHIIIIIIIIIIIIIIIIIIIIIIIIII|lj£ 


| In  very  special  cases 

' A very 

| superior  Brandy 

| SPECIFY  ★ ik 


s THE  WORLDS  PREFERRED  COGNAC  BRANDY 

84  PROOF  Schieffelin  & Company,  New  York,  N.Y. 


PATRONIZE 

OUR 

ADVERTISERS 


EVERYTHING  NEW  IN  DRUGS 

FOR  DOCTORS  ONLY! 

| 61380  4 

6-1380  is  Brittingham's  unlisted  telephone  number  for 
the  use  of  doctors  only  . . . Phone  your  prescriptions  to 
us  and  we  will  deliver  them  by  fast  motorcycle  to  any 
point  in  the  city  or  suburbs  . . . No  charge,  of  course! 

BRITTINGHAM’S 

PHARMACY 


MEDICAL  ARTS  BUILDING 
FAIRFAX  SHOPPES 


DELAWARE  TRUST  BUILDING 
EDGEMOOR 
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Only  a flawless  pedigree  — a long  and  illus- 
trious ancestry  of  purebreds  — can  produce 
a champion  show  dog. 


all-transistor 
Model  72 
by  Audivox 


Only  audivox  in  the  hearing-aid  field  can  trace  an 
ancestry  that  includes  both  Western  Electric  and  Bell 
Telephone  Laboratories,  audivox  lineage  springs  from 
the  pioneer  experiments  of  Dr.  Alexander  Graham  Bell, 
furthered  by  the  development  of  the  hearing  aid  at  Bell 
Telephone  Laboratories,  brought  to  fruition  by  Western 
Electric  and  audivox  engineers.  — , 


audivox  presents  a versatile  new  tool  in  the  psycho- 
logical and  somatic  management  of  hearing  loss  — the 
Model  72  "New  World.”  Because  it  departs  completely 
from  conventional  hearing-aid  appearance,  this  tiny 
"prosthetic  ear”  may  be  worn  as  a barrette,  tie  clip,  or 
clasp  without  concealment.  Resultant  benefits  include 
new  poise  and  new  aural  acuity  for  the  wearer  through 
f ree-ficld  reception  without  clothing  rustle. 


Alexander  Graham  Bell 


MANY  DOCTORS  rely  on  career  Audivox  dealers 
for  conscientious,  prompt  attention  to  their 
patients’  hearing  needs.  There  is  an  Audivox 
dealer  — chosen  for  his  interest,  ability,  and 
integrity  — in  your  vicinity.  He  is  listed  in  the 
Hearing  Aid  section  of  your  classified  telephone 
directory,  under  Audivox  or  Western  Electric. 

the  pedigreed  hearing  aid. 


mrzssii 


Successor  to  Vfcstern  Electric  Hearing  Aid  Division 


123  Worcester  St.,  Boston,  Mass. 
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Upjohn 


Allergic 

skin  conditions, 


pruritus 


o c o 


ACETATE 

Supplied: 


1.0%  (10  mg.  per  Cm.) 

in  5 Cm.  and  20  Cm.  tubes 
2.5%  (25  mg.  per  Cm.) 

in  5 Cm.  and  20  Cm.  tubes 


ACETATE 

Supplied: 

0.1%  (1  mg.  per  Gm.) 

in  5 Gm.  tubes 
0.2%  (2  mg.  per  Gm.) 
in  5 Gm.  tubes 

• REGISTERED  TRADEMARK  for  the  UPJOHN  BRANO  OF  HYDROCORTISONE  (COMPOUND  F) 
••TRADEMARK  FOR  THE  UPJOHN  BRAND  OF  9 -ALPHA- FLUOROMYOROCOR T ISON E 


The  Upjohn  Company,  Kalamazoo.  Michigan 
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B UTAZOLI  DINT* 

(brand  of  phenylbutazone) 

for  potent,  nonhormonal  therapy 


The  anti-arthritic  potency  of  Butazolidin  is  well 
substantiated  by  recent  clinical  reports.  In  peripheral 
rheumatoid  arthritis,  for  example,  Butazolidin  produced 
“major  improvement”  in  42.9  per  cent  of  the  patients  studied; 
in  rheumatoid  spondylitis  “major  improvement” 
in  80  per  cent;  and  in  gout  90.9  per  cent  demonstrated 
“marked  improvement”  or  “complete  remission  of  symptoms 
and  signs  within  48  hours.”* 


Butazolidin  being  a potent  agent,  the  physician  should  carefully  select 
candidates  for  treatment  and  promptly  adjust  dosage  to  the  minimal 
individual  requirement.  Patients  should  be  regularly  examined  during 
treatment,  and  the  drug  discontinued  should  side  reactions  develop. 

Detailed  literature  on  request. 

*MacKnight,  J.  C. ; Irby,  R.,  and  Toone,  E.  C.,  Jr.:  Geriatrics  9:111  (Mar.)  1954. 


Butazolidin®  (brand  of  phenylbutazone):  Red  coated  tablets  of  100  mg. 


GEIGY  PHARMACEUTICALS 

Division  of  Geigy  Chemical  Corporation 
220  Church  Street,  New  York  13,  N.Y. 
In  Canada:  Geigy  Pharmaceuticals,  Montreal 


423 


It’s  actually  easy  to  save  money  — when  you  buy 
United  States  Series  E Savings  Bonds  through  the 
automatic  Payroll  Savings  Plan  where  you  work! 
You  just  sign  an  application  at  your  pay  office;  after 
that  your  saving  is  done  for  you.  And  the  Bonds  you 
receive  will  pay  you  interest  at  the  rate  of  3%  per 
year,  compounded  semiannually,  for  as  long  as  19 
years  and  8 months  if  you  wish!  Sign  up  today!  Or, 
if  you’re  self-employed,  invest  in  Bonds  regularly 
where  you  hank.  They're  as  safe  as  America! 


For  your  oicn  security— and  your  country’s,  too ■ 
invest  in  U.S.  Savinys  Bonds ! 


“iValiente!”  cried 
the  Spanish  admiral 


He  cheered  as  his  launch  fished  this  man  and  seven 
more  waterlogged  American  sailors  out  of  Santiago 
Harbor,  Cuba,  on  the  morning  of  June  4.  1898. 
This  was  straining  Spanish  chivalry  to  the  break- 
ing point,  for  Richmond 
Hobson  (right)  and  his 
little  suicide  crew  had 
spent  the  previous  night 
taking  a ship  into  the 
harbor  entrance  under  a 
hail  of  cannonade  and 
deliberately  sinking  her 
to  bottle  up  the  Spanish  fleet. 

Hobson,  who  planned  and  supervised  every  de- 
tail of  the  operation,  from  placing  the  scuttling 
charges  to  dropping  anchor  under  fire,  was  ac- 
tually an  engineer,  not  a line  officer. 

In  Santiago  Harbor,  he  led  his  first  and  only 
action  against  the  enemy.  But  his  cool-headed 
daring  made  him  as  much  a hero  of  the  day  as 
Admiral  Dewey.  And  proved  again  that  America’s 
most  valuable  product  is  Americans. 

These  Americans— proudly  confident  of  their 
nation’s  future  — are  the  people  who  stand  behind 
United  States  Series  E Savings  Bonds.  They  are 
the  people  who,  by  their  spirit  and  abilities,  make 
these  Bonds  one  of  the  world’s  finest  investments. 


That’s  why  there’s  no  better  way  to  protect  your 
future  than  by  investing  in  America  s future!  Buy 
Bonds  regularly! 


TllC  U.S.  Government  does  not  pay  for  this  advertisement.  It  is  donated  by  this  publication  in  coopc  I 
with  the  Advertising  Council  and  the  Magazine  Publishers  of  America. 
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itching, 


scaling, 


burning 


keep  returning? 


ELSU 

N 

w 

1 

Selsun  acts  quickly  to  relieve  seborrheic  der- 
matitis of  the  scalp.  Itching  and  burning 
symptoms  disappear  with  just  two  or  three 
applications  — scaling  is  controlled  with  just 
six  or  eight  applications.  And  Selsun  is  ef- 
fective in  81  to  87  per  cent  of  all  seborrheic 
dermatitis  cases,  92  to  95  per  cent  of  dandruff 
cases.  Easy  to  use,  Selsun  is  applied  and  rinsed 
out  while  washing  the  hair.  Takes  little  time, 
no  messy  ointments  or  involved  procedures. 
Prescribe  the  4-fluidounce  bottle  for  all  your 
seborrheic  dermatitis  patients. 

Complete  directions  are  on  label.  CKrPxott 


■a 'Selsun  Sulfide  Suspension/ Selenium  Sulfide,  Abbott 


502055 
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ECKERD’S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 
900  Orange  Street  Manor  Park 
WILMINGTON,  DELAWARE 


PARKE 

PPitie  PPccrh 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  11,  Pa. 


Baynard  Optical 
Company 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5TH  AND  MARKET  STS. 
WILMINGTON,  DELAWARE 


JOHN  G.  MERKEL 
& SONS 

AP/t yStrianS -'/{vs/u'/at 

PjPaPo  ia/o  i y — dfn  iw/rV/  f/tt/t/t  /i<s 


PHONE  4-8818 


801  N.  Union  Street 
Wilmington,  Delaware 
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e maintain 
prompt  city-wide 
delivery  service 
for  prescriptions. 

r\i* 

CAPPEAU’S 

Drug  Store  of  Service 

DELAWARE  AVE.  at  DUPONT  ST. 

Dial  6-8537 


Physicians’  and  Surgeons’ 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  Which  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  8-6471 


If  it’s  insurable  we  can  insure  it 


Something  NEW 
is  Cooking 


MORE  INSURANCE  NOW  AVAILABLE 


HOW  THESE  AMOUNTS 

WOULD  HELP  IN  PAYING  ESTATE  TAXES  10 
CASE  toil  ARE  ACCIDENTALLY  KILLED ... 


included  l*eS*  olSf®Ut< 

« 


SPECIFIC  BENEFITS  also  for  loss  of  sight. 

LIMB  OR  LIMBS  FROM  ACCIDENTAL  INJURY 

HOSPITAL  INSURANCE  also  tor  our  Members 
and  their  Families 


$4,000,000  Assets 
$20,000,000  Claims  Paid 

52  Years  Old 


Physicians  Casualty  & Health  Ass'ns. 

Omaha  2,  Nebraska 
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To  b &ep  you 

ported, UodWj... 


on  up-to-date  techniques  for  delecting  and  treating  cancer,  ice 
have  • • • 

• • • in  our  professional  film  library,  films  on  nearly  1 oO 

subjects  covering  cancer  diagnosis,  detection  and  treatment, 
available  on  loan  • • • 

• • • our  monthly  publication,  “ Cancer  Current 

Literature an  index  to  articles  on  neoplastic  diseases  from 
American  and  foreign  journals. 

For  information  about  these 
and  other  materials,  write 
your  state  Division  of  the 

American  Cancer  Society 


G5U 
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FRAIJVTS  DAIRIES 

Qua/ify  i if  fPiof/ticfa 
£Pince  4900 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Del.  Phone  6-8225 


A Store  for  . . . 

3~/i  biflt 

LEIBO  WITZ’S 

224-226  Market  Street 
Wilmington,  Delaware 


George  T.  Tobin  & Sons 

BUTCHERS 


NEW  CASTLE,  DELAWARE 

Phone  N.  C.  3411 


To  keep 

your  car  running 

Better-Longer 

use  the 

dependable  friendly 
Services  you  find  at 
your  neighborhood 

Service 


...from  Two 
Outstanding  Cases 


RED  LABEL  • BLACK  LABEL 

Both  86.8  Proof 


Johnnie  Walker  stands  out  in  its  devotion  to 
quality.  Every  drop  is  made  in  Scotland.  Every 
drop  is  distilled  with  the  skill  and  care  that 
come  from  generations  of  fine  whisky-making. 
And  every  drop  of  Johnnie  Walker  is  guarded 
all  the  way  to  give  you  perfect  Scotch  whisky . . . 
the  same  high  quality  the  world  over. 


BORN  1820... 

STILL  GOING  STRONG 


CANADA  DRY  GINGER  ALE.  Inc.,  New  York.  N.  Y.,  Sale  Importer 
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Enjoy  instant , plentiful  hot  water 


For  downright  convenience, 
comfort  and  health  of  your 
family  — you  should  have 
an  ample,  reliable  supply 
of  hot  water!  With  an  Auto- 
matic Gas  Water  Heater  in 
your  Home,  you're  sure  of 
all  the  hot  water  you  want, 
when  you  want  it.  For  light- 
ening household  tasks, 
bathing,  cleaning,  dish- 
wash  i n g,  laundering  and 
many  other  uses.  Besides,  you  save  time  and 
worry,  for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation  of 
an  Automatic  Gas  Water  Heater  in  your  home  now. 
Ask  your  Plumber,  or  stop  in  to  see  us. 


DELAWARE  POWER  E LIGHT  CO. 

7/C  £****hx> 


With  an  Automatic  Gas 

WATER  HEATER 


Horded  \ 

»CC  \j  s PAT.  off 

ICE  CREAM 
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DEPENDABLE 

PROTECTION 

COSTS 

SO 

LITTLE 


No  child  need  he  denied  protection  against  rickets 
and  vitamin  A and  D deficiencies. 

Mead’s  Oleum  Percomorphum  is  a potent,  effec- 
tive source  of  vitamins  A & D . . . that  can  he 
given  at  a cost  of  about  a penny  a day. 

Specify  Mead’s  Oleum  Percomorphum  for  utmost 
dependability.  It  assures  your  pediatric  patients  a 
vitamin  preparation  with  more  than  20  years  of 
successful  use  . . . exact ingly  assayed  ...  an 
unexcelled  product  of  modern  processing. 


fyj  x 
vfrfT/f 

f 3 ’/  > \ 


MEAD’S 

Dosage:  5 to  10  drops  daily. 
Available  in  10  cc.  and  in 
economical  50  cc.  bottles. 


O' 


EU 


RCOMORPHUM 


economical,  potent  vitamin  A & D drops 


MEAD  JOHNSON  & COMPANY  • EVANSVILLE,  INDIANA,  U.S.A. 


D.A.G.P.  NUMBER 
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I Li  8 H A R Y.  ; 

Easy  to  give  . . . and  to  take  "w -*•  4 

ILOTYCIN  DROPS 

(Erythromycin,  Lilly)  Ethyl  Carbonate 

Unexcelled  antibiotic  spectrum  — notably  safe 

Meets  the  exacting  demands  of 


Physician  — Mother—  Baby 


Another  reason  to 


to  combat  resistant  bacteria . . . 


Chloromycetin. 


The  rising  incidence  of  bacterial  resistance  to  various 
antibiotics  constitutes  a serious  therapeutic  problem.  Many 
infections,  once  readily  controlled,  are  now  proving 
difficult  to  combat.  Administration  of  CHLOROMYCETIN 
(chloramphenicol,  Parke-Davis)  is  often  useful  in 
these  cases  because  this  notable,  broad-spectrum  antibiotic 
is  frequently  effective  where  other  antibiotics  fail. 

“. . . An  advantage  of  CHLOROMYCETIN  appears  to  be  its  relatively 

low  tendency  to  induce  sensitization  in  the  host  or 

resistance  among  potential  pathogens  under  clinical  conditions.”* 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and, 
because  certain  blood  dyscrasias  have  been  associated  with  its 
administration,  it  should  not  be  used  indiscriminately 
or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient 
requires  prolonged  or  intermittent  therapy. 

* Pratt,  R.,  & Dufrenoy,  J.:  Texas  Rep.  Biol.  & Med.  12:145,  1954. 


PARKE,  DAVIS  & COMPANY  • DETROIT  32,  MICHIGAN 
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DOCTOR,  here’s  a question  and  an  answer  you  may 
find  useful  when  patients  ask  about  cigarettes: 


What  do  Viceroys 
do  for  you  that  no  other 
filter  tip  can  do  ? 


These  filter  traps,  doctor,  are  com- 
posed of  a pure  white  non-mineral 
cellulose  acetate.  They  provide 
maximum  filtering  efficiency  with- 
out affecting  the  flow  of  the  smoke. 


And,  in  addition,  they  enhance  the 
flavor  of  Viceroy’s  quality  tobaccos 
to  such  a degree  that  smokers  re- 
port they  taste  even  better  than 
cigarettes  without  filters. 


TO  FILTER-FILTER-FILTER 
YOUR  SMOKE 
WHILE  THE  RICH-RICH 
FLAVOR  COMES  THROUGH 


ONLY  VICEROY  GIVES  YOU 

20,000  Filter  Traps 

IN  EVERY  FILTER  TIP 


%£%  A/iCEROY 


WORLD’S  MOST  POPULAR  FILTER  TIP  CIGARETTE 


ONLY  A PENNY  OR  TWO  MORE  THAN  CIGARETTES  WITHOUT  FILTERS 


Viceroy 

filter  Z 7ip 

CIGARETTES 

KING-SIZE 


ELECTRON  PHOTOMICROGRAPH 


f<)cc<cu±  /i  t/vf/etiei 


36,000  X 


Streptococcus  pyogenes  is  a Gram-positive  organism  commonly  involved 
in  a great  variety  of  pathologic  conditions,  including 
scarlet  fever  • tonsillitis  . pharyngitis  • otitis  media  . sinusitis 
bronchopulmonary  disease  • pyoderma  . empyema  . septicemia  • meningitis 
mastoiditis  . vaginitis  • rheumatic  fever  . acute  glomerulonephritis 


It  is  another  of  the  more  than  30  organisms  susceptible  to 


PANMYCIN 


100  mg.  and  250  mg.  capsules 


Upfohn 


♦TRADEMARK.  REG  U.  S.  PAT.  OFF. 


there  a doctoi 
the  house? 

There  certainly  is  in  our  house. 

Where  there  is  activity  against  cancer,  there 
is  the  physician.  It  is  no  secret  to  any  of  you 
that  the  doctor  contributes  long  hours  to  the 
needy  cancer  patient  in  clinics,  in  hospitals, 
in  homes.  It  is  your  office  of  which  we  boast 
when  we  say  “every  doctor’s  office  a cancer 
detection  center.” 

Less  well  known  is  the  fact  that  hundreds 
of  your  colleagues,  as  directors  of  the  Amer- 
ican Cancer  Society  nationally,  in  Divisions, 
and  with  Units,  bring  the  best  medical 
thought  to  our  attack  on  cancer  by  educa- 
tion, by  research,  and  by  service  to  patients. 
The  entire  professional  education  program 
is  planned  for  doctors  by  doctors. 


The  occasion  for  this  brief  salute  is  April, 
the  Cancer  Control  Month.  This  year,  1955, 
marks  the  tenth  anniversary  of  the  reorgani- 
zation of  the  American  Cancer  Society  and 
the  launching  of  the  post-war  attack  on 
cancer.  Much  has  been  achieved  — far  more 
remains  to  be  done. 


American  Cancer  Society 


We  are  grateful  for  your  help  in  the  past  — 
and  we  rely  on  your  continued  support.  We 
count  heavily  on  the  doctor  in  our  house. 
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"an  effective  antirheumatic  agent"* 

nonhormonal  anti-arthritic 

BUTAZOLIDIN* 

(brand  of  phenylbutazone) 

relieves  pain  • improves  function  • resolves  inflammation 


The  standing  of  Butazolidin  among  today’s  anti-arthritics  is  at- 
tested by  more  than  250  published  reports.  From  this  combined 
experience  it  is  evident  that  Butazolidin  has  achieved  recognition 
as  a potent  agent  capable  of  producing  clinical  results  that  compare 
favorably  with  those  of  the  hormones. 

Indications:  Gouty  Arthritis  Rheumatoid  Arthritis  Psoriatic  Arthritis 
Rheumatoid  Spondylitis  Painful  Shoulder  Syndrome 
Butazolidin®  (brand  of  phenylbutazone)  red  coated  tablets  of  100  mg. 

*Bunim,  J.  J.:  Research  Activities  in  Rheumatic  Diseases.  Pub.  Health  Rep.  69: 437,  1954. 


m 


GEIGY  PHARMACEUTICALS 

Division  of  Geigy  Chemical  Corporation,  220  Church  Street,  New  York  1 3 , N.Y. 


48SSS 


viii 


Delaware  State  Medical  Journal 


March,  1955 


The 


National  Foundation  for  Infantile  Paralysis 


especially  arranged  to  acquaint  physicians  quickly 
with  current  poliomyelitis  research  which  will  be  of 
particular  professional  and  public  interest  in  1955. 

Up-to-the-minute  report  on  the  status  of  polio- 
myelitis vaccine,  and  other  information  such  as 
schedule  of  administration  and  incidence  of  side 
reactions,  will  be  presented  by  leaders  in  the  develop- 
ment and  evaluation  of  the  vaccine. 

Information  also  will  be  presented  on  techniques 
of  preparation  of  poliomyelitis  vaccine  and  on  its 
probable  availability  during  1955. 

Attendance  will  be  limited  to  physicians.  Your  ticket 
of  admission  and  a preview  of  the  program  will 
reach  you  by  mail;  watch  for  them. 

Progress  Report  to  Physicians  on  Immunization  Against 
Poliomyelitis  is  being  produced  through  the  cooperation  of 


ELI  LILLY  AND  COMPANY,  INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


invites  you  to  attend  a closed  circuit, 
live  television  program 


on 


c/t  eiicf  («  co  /t  36,000  X 


ELECTRON  PHOTOMICROGRAPH 


Escherichia  coli  (“colon  bacillus”)  is  a Gram-negative  organism 
commonly  involved  in 
urinary  tract  infections  and  peritonitis, 
and  is  an  important  etiologic  agent  of  otitis  media,  mastoiditis,  enteritis, 
and  septicemia  in  infants. 

It  is  another  of  the  more  than  30  organisms  susceptible  to 

PANMYCIN 

100  mg.  and  250  mg.  capsules 


TRADEMARK,  REG.  U.S.  PAT.  OFF. 


Upjohn 
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know  your  diuretic 

will  your  cardiac  patients 
be  able  to  continue 
the  diuretic  you  prescribe 

uninterrupted  therapy  js  the  key  factor  in  diuretic  control  of 
congestive  failure.  You  can  prescribe  NEOHYDRIN 
every  day,  seven  days  a week,  as  needed. 


TABLET 

NEOHYDRIN1 

BRAND  OF  CH  LORM  ERODR1N  (18.3  MG.  OF  3-CHLOROMERCURI- 

2-METHOXY-PROPYLUREA  IN  EACH  TABLET) 


no  "rest"  periods ...  no  refractoriness 
acts  only  in  kidney... 
no  unwanted  enzyme  inhibition 
in  other  parts  of  the  body. 

standard  for  initial  control  of 

severe  failure  MERCUHYDRIN®  SODIUM® 

BRAND  OF  MERALLURIDE  INJECTION 


'&UcYe  LABORATORIES,  INC.,  MILWAUKEE  1,  WISCONSIN 


ELECTRON  PHOTOMICROGRAPH 


fjrfeiv/'ae/ei  aewf/eiie*  42(0oo  x 

Aerobacter  aerogenes  (Bacillus  lactis  aerogenes)  is  a 
methyl  red-negative,  gas-forming  organism  which, 
although  found  in  the  normal  intestine,  is  commonly  involved  in 
urinary  tract  infections  and  peritonitis. 

It  is  another  of  the  more  than  30  organisms  susceptible  to 

panmycin; 

100  mg.  and  250  mg.  capsules 


*TRADEMARK,  REG.  U.  S.  PAT.  OFF. 


Upjolm 
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Low  Renal  Toxicity 


Sulfamethazine: 
Blockage  rare 


Sulfadiazine: 
Danger  of  blockage 


Sulfamerazine: 
Danger  of  blockage 


TERFONYL: 
Blockage  very  unlikely 
with  therapeutic  doses 

■ ▲ • 


Sulfadiazine  — • 

Sulfamerazine 

Sulfamethazine 


FOR  SAFER  SULFONAMIDE  THERAPY 


TERFONYL 


With  usual  doses  of  Terfonyl  the  danger  of 
kidney  blockage  is  virtually  eliminated  Each 
of  the  three  components  is  dissolved  in  body 
fluids  and  excreted  by  the  kidneys  as  though 
it  were  present  alone.  The  solubility  of  Ter- 
fonyl is  an  important  safety  factor. 

Terfonyl  contains  equal  parts  of  sulfadiazine, 
sulfamerazine  and  sulfamethazine,  chosen  for 
their  high  effectiveness  and  low  toxicity. 

Terfonyl  Tablets  0.5  Grn.  Bottles  of  100  and  1000 

Terfonyl  Suspension,  0.5  Grn.  per  5 cc. 

Appetizing  raspberry  flavor  • Pint  bottles 


Squibb  a name  you  can  trust 


•TERFONYL'  IS  A SQUIBB  TRADEMARK 


for  specific  therapy 
against  coccic  infections 
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against  common  intestinal  flora 
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Distinctive  • Sugar  Coated  • Oval  Shaped 


Easy  Color  Identification  of  Dosage  Strength 


!/4  grain  (yellow) 

y2  grain  0 „ (light  green) 

iy2  grains  0^  (dark  green) 

Bottles  of  100  and  1000 


LUMINAL:  Pioneer  Brand  of  Phenobarbital 


Over  30  Years  of  Manufacturing  and  Clinical  Experience 


New  York  18,  N.  Y.  Windsor  Ont. 


ELECTRON  PHOTOMICROGRAPH 


Gfii/i/cccccub  ftiteumcittae  44,ooox 

Diplococcus  pneumoniae  (Streptococcus  pneumoniae)  is  a Gram-positive 
organism  commonly  involved  in 

lobar— and  bronchopneumonia  • chronic  bronchitis  • mastoiditis  • sinusitis 
otitis  media  • and  meningitis. 

It  is  another  of  the  more  than  30  organisms  susceptible  to 

PANMYCIN 

100  mg.  and  230  mg.  capsules 


Trademark,  reg.  u.  s.  pat.  off. 


Upjohn 
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he  Best  Tasting  Aspirin 
you  can  prescribe 


he  Flavor  Remains  Stable 
down  -to  the  last  tablet 


Bottle  of  24  tablets 
( 2k gre.  each ) 


He  will  be  pleased  to  send  samples  on  request 
THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.,  1450  Broadway,  New  York  18,  N.  Y. 


make  your 
allergy  1^ 

taste  better 


• taste  appeals  to  young  and  old 
• compatible  with  commonly  prescribed  medications 


Contains  Chlor-Trimeton®  Maleate 
(brand  of  chlorprophenpyridamine  maleate),  2 mg.  per  teaspoonful  (4  cc.). 
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in  respiratory 
infections 


Most  acute  bacterial  respiratory  infections 
you  encounter  respond  readily  to  Ilotycin.  ’ 


'Ilotycin’  kills  susceptible  pathogens  of  the 

respiratory  tract.  Therefore,  the  response  is 
decisive  and  quick.  Bacterial  complications  such 
as  otitis  media,  chronic  tonsillitis,  and  pyelitis 
are  less  likely  to  occur. 

Most  pathogens  of  the  respiratory  tract 
are  rapidly  destroyed.  Yet,  because  the  col- 
iform  bacilli  are  highly  insensitive,  the  bacterial 
balance  of  the  intestine  is  seldom  disturbed. 

'Ilotycin’  is  notably  safe  and  well  toler- 
ated. Urticaria,  hives,  and  anaphylactic  reac- 


tions have  not  been  reported  in  the  literature. 

Staphylococcus  enteritis,  avitaminosis,  and 
moniliasis  have  not  been  encountered. 

Gastro-intestinal  hypermotility  is  not  ob- 
served in  bed  patients  and  is  seen  in  only  a 
small  percentage  of  ambulant  patients. 

Available  as  specially  coated  tablets  and  pe- 
diatric suspensions. 


QUALITY  / RESEARCH  / INTEGRITY 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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DRUG  TREATMENT  OF  HYPERTENSION* 

Lowell  A.  Erf,  M.D.,** 
Philadelphia,  Pa. 

Ten  years  ago  general  practitioners 
treated  high  blood  pressure  with  pheno- 
barbital,  nitrites,  and  phlebotomy.  Today 
there  are  available  many  more  therapeu- 
tic agents,  some  of  which  are  quite  effec- 
tive in  lowering  blood  pressure  but  the 
majority  of  which  have  numerous  un- 
pleasant side  effects.  However,  the  gen- 
eral practitioner  has  to  determine  the 
type  of  hypertension  for  each  of  his  pa- 
tients with  high  blood  pressure  and  the 
best  therapeutic  agents  for  the  selected 
type. 

The  cause  of  hypertension  is  unknown. 
Actually,  in  some  cases  hypertension  is 
merely  a symptom  and  can  be  compared 
to  the  symptom  of  fever.  Physicians 
rarely  treat  fever  per  se ; however,  hyper- 
tension per  se  is  often  treated.  There  are 
many  investigators  who  question  the  val- 
idity of  such  an  approach;  they  feel  that 
the  more  fundamental  causes  of  hyper- 
tension should  be  treated,  as  in  the  fever 
of  infection  which  is  treated  by  antibio- 
tics. Hypertension  may  be  the  result  of 
many  biochemical  lesions.  Some  of  the 
causes  of  hypertension  are: 

1.  Renal  (obstructions,  pyelonephritis, 
degenerations,  etc.) 

2.  Vascular  (spasms,  coarctation,  aneur- 
ysms, etc.) 

3.  Neurogenic  (sympathicotonia,  thala- 
mic imbalance,  etc.) 

4.  Psychiatric  (repressed  rage,  conten- 
sion,  etc.) 

5.  Hormonal  (pheochromocytoma,  hy- 
perthyroidism, etc.) 

6.  Obesity  (“more  vascular  tubing  re- 
quires more  pressure”) 

* Read  before  the  Delaware  Academy  of  General  Practice, 
Wilmington,  December  11,  1954. 

**  Assistant  Professor  of  Medicine,  Jefferson  Medical  College. 


7.  Heredity  (“runs  in  families”) 

8.  Age  (“the  older,  the  higher  the  blood 
pressure  because  of  rust  in  the 
pipes”) 

9.  Nutritional  (“elevated  sodium  and 
fat  levels  can  cause  arterial  spasms”). 

Hypertension  is  a common  symptom. 
Nearly  15,000,000  individuals  in  the 
United  States  have  blood  pressures  above 
normal  for  their  age;  and  about  200,000 
hypertensives  die  annually  in  the  United 
States.  About  1%  of  these  deaths  are 
due  to  malignant  hypertension  and  2% 
are  due  to  unilateral  renal  disease  pro- 
cesses. It  has  been  estimated  that  about 
$30,000,000  are  spent  annually  in  the 
United  States  for  anti-hypertensive 
drugs. 

The  usual  complaints  of  individuals 
with  hypertension  are:  headache,  dizzi- 
ness, anxiety,  palpitation,  blurred  vision, 
weakness,  unsteadiness,  etc.  Such  patients 
should  have  blood  pressure  readings 
taken  in  the  sitting,  standing,  and  supine 
positions.  The  pressure  is  usually  lowest 
in  the  standing  position.  Systolic  pres- 
sures of  “100  plus  the  age”  are  probably 
within  the  limits  of  normal.  This  old 
adage  is  still  a rule  that  has  practical 
merit.  A patient  70  years  old  perhaps 
needs  a systolic  pressure  of  170  to  push 
the  blood  adequately  through  his  many 
arteriosclerotic  blood  vessels.  However,  a 
diastolic  pressure  of  over  100  must  be 
considered  as  being  within  the  range  of 
hypertension.  This  level  of  “constant” 
pressure  in  the  vascular  system  means 
there  is  excessive  strain  upon  the  endothe- 
lial cells  lining  the  vessels.  The  figure  of 
100  diastolic  is  a practical  one  for  the 
G.P.’s  to  remember.  Blood  pressures 
should  always  be  taken  in  the  thighs  to 
rule  out  coarctation  of  the  aorta.  Exam- 
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ination  of  the  retinal  arteries  aids  in  in- 
dicating the  degree  of  vasospasm  and  ar- 
teriosclerosis of  the  other  vessels  in  the 
body,  although  such  a correlation  prob- 
ably is  worth  little.  X-ray  examination 
of  chest  for  heart  size  is  an  important 
measurable  study.  Of  course,  electrocard- 
iograms (for  strain  patterns)  and  renal 
function  studies  (P.S.P.,  B.U.N.,  album- 
inuria) can  be  repeated.  Urine  cultures 
can  be  repeated.  An  intravenous  urogram 
may  be  important.  Psychiatric  evalua- 
tions can  be  important  features  for  the 
G.P.  to  obtain.  Cold,  posture,  and  seda- 
tion tests,  including  the  benzodioxone 
test,  are  frequently  helpful  in  determin- 
ing the  type  of  hypertension  and  these 
tests  can  be  repeated  before  and  after 
any  type  of  therapy. 

Treatment 

The  treatment  of  high  blood  pressure 
can  be  most  complex.  However,  there  is 
one  agent  that  can  be  used  by  all  general 
practitioners  in  all  types  of  hypertension, 
and  that  is  rauwolfia  serpentina.  This 
agent  should  be  discussed  in  some  detail, 
but  in  order  to  “round  out”  the  approach 
to  judicial  treatment  of  high  blood  pres- 
sure some  of  the  agents  used  for  hyper- 
tension should  be  listed: 

1.  Nitrites  (many  varieties  — sodium 
nitrite,  etc.) 

2.  Sedatives  (many  varieties  — but 
barbiturates  mainly) 

3.  Phlebotomy 

4.  Phthalazines  (many  varieties  — 
apresoline,  etc.) 

5.  Methonium  (many  varieties  — pen- 
tolinium,"'  etc.) 

6.  Thiocyanates  (potassium  thiocyan- 
ate, nitroprussides,  etc.) 

7.  Indolenes  (tetrachlorisoindolene, 
etc.) 

8.  Veratrum  (many  varieties  — veri- 
loid,  etc.) 

9.  Pyrogens  (many  types  — toxins, 
etc.) 


10.  Surgical  approaches: 

a.  sympathectomy  (Pende  - 1924) 

b.  unilateral  nephrectomy  (Goldblatt 
kidney) 

c.  bilateral  adrenal  denervation 

d.  bilateral  adrenalectomy 

e.  hypophysectomy 

11.  Psychiatric  aid 

12.  Rauwolfia  serpentina1’2-4 

Each  of  the  above  agents  has  advan- 
tages and  disadvantages.  Combinations 
of  these  agents  are  often  necessary  at 
various  stages  of  the  hypertensive  pro- 
cess. Some  of  the  disadvantages  should 
be  known  by  the  general  practitioners 
and  a few  are  listed  (including  some  of 
the  advantages)  below: 

1.  Nitrites  presumably  cause  peripheral 
vasodilation  by  direct  action  on  the 
smooth  muscles  of  the  arteries.  However, 
the  effects  of  nitrites  are  fleeting  and 
transitory  in  nature.  They  can  cause, 
among  other  symptoms,  severe  gastric  ir- 
ritation, headache,  and  flushing.  The  dos- 
age of  sodium  nitrite  varies  but  the  aver- 
age is  about  0.6  gm.  (10  gr.)  four  times 
a day. 

2.  Thiocyanates,  likewise,  are  supposed 
to  act  directly  on  the  smooth  muscles  of 
the  arteries.  Thiocyanates  are  useful  in 
overcoming  the  migrainous  type  of  head- 
aches (found  in  some  patients  with  hy- 
pertension) by  the  intravenous  injection 
of  1 gram  of  potassium  thiocyanate  (the 
blood  levels  should  be  maintained  at 
about  10  mg.%).  Sodium  nitroprusside 
(2.5  mg./cc.)  when  given  intravenously 
at  the  rate  of  about  100  mg.  min.  can 
maintain  the  blood  pressure  at  a desired 
level  and  can  overcome  attacks  of  hyper- 
tensive encephalopathy.  Sodium  nitro- 
prusside given  orally  is  converted  to  thio- 
cyanate. Thiocyanates  can  cause  severe 
nausea  and  vomiting,  nervousness,  irrita- 
bility, cramps,  and  even  delirium. 

3.  Phthalazines  presumably  can  inacti- 
vate pressor  substances,  cause  renal  vaso- 
dilation and  reduce  “hypothalamic  tone.” 
They  can  also  cause  distressing  side  ef- 
fects such  as  tachycardia,  headache,  pal- 
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pitation,  chills  and  fever,  dizziness,  arth- 
ralgias, and  even  lupus  erythematosis. 
Fortunately,  these  side  effects  are  re- 
versible, when  the  drug  is  stopped.  The 
average  dose  of  apresoline  varies  from  25 
to  200  mg.  q.i.d. 

4.  Veratrum  derivatives  have  central 
vasodilator  effects,  but  they  can  cause 
devastating  nausea  and  vomiting,  exces- 
sive salivation,  vagotonic  crises,  brady- 
cardia. There  are  variations  in  absorp- 
tion, tolerance  and  excretion  rates.  The 
dosage  of  veriloid  varies  from  2 to  10 
mg.  q.i.d. 

5.  The  methonium  compounds  are  post- 
ganglionic blocking  agents  for  both  sym- 
pathetic and  para-sympathetic  fibers. 
These  are  powerful  agents  for  causing 
vasodilation,  but,  likewise,  can  cause  se- 
vere constipation  (or  ileus),  impotence, 
postural  hypotension,  syncope,  etc.  The 
oral  absorption  of  some  is  unpredictable. 
These  agents  should  not  be  used  in  renal 
failure.  The  average  dose  of  pentolinium 
varies  from  20  to  100  mg.  q.i.d. 

6.  The  surgical  and  psychiatric  tech- 
niques do  not  have  a place  in  this  discus- 
sion. However,  there  are  distinct  indica- 
tions for  such  measures  in  certain  cases. 
Surgery  has  to  be  considered  when  all 
other  measures  fail.  Also,  a sympathetic 
inquiry  may  “ventilate”  a patient  with 
conflicts  which  he  alone  seems  unable  to 
solve.  Usually  two  minds  are  better  than 
one  in  such  circumstances. 

7.  Rauwolfia  serpentina  is  a bush  that 
grows  about  three  feet  tall  at  the  foot- 
hills of  certain  portions  of  India.  It  has 
shiny  green  leaves,  not  unlike  rhododen- 
dron, and  pinkish-white  flowers.  Its 
roots  contain  several  alkaloids,  two  of 
which  have  been  named  reserpine  and 
rescinnamine.  The  powdered  whole  root 
(100  mg.  q.i.d.),  the  crude  alkaloid  (al- 
seroxylon,  2 mg.  q.i.d.),  or  the  pure  alka- 
loid (0.1  mg.  q.i.d.)  produce  most  un- 
usual changes  in  the  human.  It  has  been 
used  in  India  for  insane  patients  for 
decades.  The  Indians  also  noted  the  hypo- 
tensive effects.  The  alkaloids  slowly  (3-6 


weeks)  cause  hypotension  and  bradycar- 
dia. Rauwolfia  is  not  a narcotic  but  it 
causes  sedation  without  somnolence.  It  is 
not  habit-forming.  Presumably,  it  pro- 
duces “adrenergic  blocking”  at  the  level 
of  the  midbrain  or  central  vagal  inhibi- 
tion in  monkeys  and  probably  in  humans. 
It  can  overcome  irritability,  compulsive- 
ness, headaches,  insomnia,  dizziness,  anx- 
iety, palpitation;  but  some  of  the  side  ef- 
fects can  be  nasal  stuffiness,  gain  in 
weight  (an  undesirable  feature  in  obese 
hypertensives),  increased  motility  of 
bowel  (not  diarrhea),  bradycardia,  mios- 
is, and  it  can  cause  decreased  libido  in 
men  but  not  in  women.  It  does  not  cause 
orthostatic  hypotension.  It  can  act  syn- 
ergistically  with  methonium,  veratrum 
and  the  hydralazines  and  can  even  over- 
come some  of  the  latter’s  undesirable  side 
effects.  It  can  be  given  in  one  dose  daily; 
it  does  not  have  to  be  given  in  divided 
doses.  It  can  be  taken  indefinitely  with- 
out ill  effects,  and  without  the  develop- 
ment of  tolerance,  and  therefore  is  a 
suitable  agent  for  a chronic  disease  such 
as  hypertension. 

Experiences 

Our  experiences  during  the  past  two 
years  with  rauwolfia  serpentine  have 
been  summarized  in  Table  I. 

Table  I 

Duration  of 

Treatment 


Before 

After 

In 

Name 

Rau-Tab 

Rau-Tab 

Months  Age 

1.  B— 

240/140 

178/108 

2 

60 

2.  O— 

175/115 

155/90 

8 

63 

3.  Ra — 

210/160 

170/90 

6 

62 

4.  Re— 

250/100 

160/85 

2 

70 

5.  T— 

220/120 

170/100 

2 

66 

6.  Va— 

205/140 

150/90 

2 

56 

7.  Vo— 

240/140 

180/95 

6 

61 

8.  Z— 

180/110 

150/95 

6 

51 

9.  F— 

220/120 

150/100 

3 

50 

10.  S— 

180/105 

165/65 

10 

64 

Average : 

212/125 

163/91 

4.7 

60 

Average  decrease  in  diastolic  pressure  in 
the  above  10  cases:  34  mm.  Hg.  Patients 
whose  diastolic  pressure  averaged  over 
100  (50  cases)  : 17  mm. 


50 
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These  particular  patients  received  no 
other  hypotensive  agent  except  Rau-Tabs.* 
In  50  patients  with  an  average  diastolic 
pressure  of  over  100  mm.  of  Hg  who  re- 
ceived Rau-Tabs  (2  mg.  q.i.d.)  for  3 
months  there  was  an  average  decrease  of 
17  mm.  of  Hg  diastolic  pressure.  In  10 
patients  whose  average  pre-treatment 
diastolic  pressure  was  125  mm.  of  Hg,  who 
received  Rau-Tabs  (2  mg.  q.i.d.)  for  an 
average  of  4.7  months,  and  who  had  an 
average  of  60  years,  there  was  an  aver- 
age drop  of  50  mm.  of  Hg  of  systolic 
pressure  and  37  mm.  of  Hg  of  diastolic 
pressure.  None  of  these  patients  had  to 
stop  Rau-Tabs  because  of  side  effects. 
About  15%  of  these  patients  had  no  sig- 
nificant changes  in  the  blood  pressure 
readings,  but  in  the  other  85%  there  was 
a reduction  in  diastolic  pressure. 

Blood  pressure  should  be  reduced  to 
that  level  only  at  which  the  patient  is 
comfortable.  To  reduce  diastolic  pressure 
in  older  patients  to  80  mm.  Hg  or  less 
would  be  inimical  to  that  patient’s  wel- 
fare. 

Rau-Tabs  can  be  given  simultaneously 
with  other  hypotensive  agents.  Below  is 
a table  suggesting  treatment  for  the  vari- 
ous types  of  hypertension. 


Type  of  Hypertension 


1.  Mild  hypertension; 
(Diastolic  pressure 
100-120). 

2.  Moderate  hyperten- 
sion ; 

(Diastolic  pressure 
120-140). 

3.  Fixed  Hypertension; 
(Diastolic  pressure 
over  120 ) . 

4.  Malignant  hyperten- 
sion. 

5.  Hypertensive  emer- 
gency. 


Suggested  Drug  Treat- 
ment 

(Judiciously  used  with 
other  techniques  — 
bleeding,  etc.) 
Rau-Tabs  for  at  least 
3 months. 

Rau-Tabs  plus  vera- 
trum  or  hydralazine 
or  methonium. 

Rau-Tabs  plus  metho- 
nium (pentolinium). 

Rau-Tabs,  pentolinium 
and  hydralazine. 
Methonium  and  reser- 
pine  intravenously. 


Summary  : 

Rauwolfia  serpentina  is  a safe  effective 
hypotensive  agent  that  can  be  given  by 
all  general  practitioners  to  all  types  of 
hypertensive  patients.  It  acts  slowly,  so 
that  its  use  should  not  be  discontinued 


until  after  8 weeks  of  trial.  There  seem 
to  be  no  distinct  contradictions  for  its 
use  in  complicated  or  uncomplicated  cases 
of  hypertension.  Rauwolfia  has  various 
degrees  of  hypotensive  effects  on  more 
than  80%  of  patients  with  high  blood 
pressure.  The  addition  of  “strong”  hypo- 
tensive drugs  should  be  started  under 
hospital  management  and  then  maintained 
at  home  under  supervision  of  the  G.P. 
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TRYPSIN  IN  OCULAR  DISEASE:* 

Effects  in  63  Cases  of  Hemorrhagic  and 
Inflammatory  Conditions 

Francis  N.  Campagna,  M.D.,** 
and 

Joseph  M.  Hopen,  M.D., 
Philadelphia,  Pa. 

Trypsin  is  not  a new  therapeutic  agent 
on  the  medical  horizon.  It  was  originally 
recommended  as  a ferment  in  digestive 
disorders,  but  the  early  expectations  of 
its  effectiveness  were  not  realized.1  Its 
use  in  cancer  was  suggested  by  Beard-  in 
1905,  but  its  clinical  effectiveness  was  not 
definitely  established. 

The  last  five  or  six  years  has  seen  a 
resurgence  of  interest  in  trypsin  as  a 
therapeutic  agent.  Trypsin  has  been  used 
topically  in  the  treatment  of  indolent  in- 
fected cutaneous  ulcers,3  and  in  infected 
wounds.4  The  use  of  trypsin  in  postoper- 
ative anorectal  surgery  was  reported  by 
Burleson,5  who  observed  no  inhibiting  ac- 
tion on  healing,  and  that  trypsin  digests 
only  devitalized  tissue.  Roettig  and  asso- 
ciates'1 concluded  that  tryptic  debridement 
can  be  used  in  postoperative  empyema 
without  fear  of  damaging  the  process  of 
tissue  repair. 

Aerosol  trypsin  has  been  recommended7 
for  clinical  conditions  in  which  heavy, 


•Rau-Tabs:  National  Drug  Company,  Philadelphia.  * Read  before  the  Delaware  Academy  of  General  Prac- 
tice, Wilmington,  December  11,  1954. 

**  Respectively,  Chief  Resident  in  Ophthalmology  and  As- 
sistant Chief,  Dept,  of  Ophthalmology. 
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thick,  tenacious  respiratory  secretion  is 
a factor  because  of  its  mucolytic  effect, 
and  has  been  found  to  be  relatively  non- 
toxic, harmless  to  respiratory  tissue,  and 
does  not  impede  ciliary  action. 

There  is  a growing  bibliography  on 
parenterally  administered  trypsin.  The 
isolation  of  a purified  crystalline  trypsin 
has  done  much  to  activate  interest.  In- 
nerfield  and  associates8  used  large  doses 
of  the  purified  crystalline  trypsin  intra- 
venously, and  were  impressed  by  results 
obtained  in  thrombophlebitis  and  ische- 
mic leg  ulcers. 

Subsequent  clinical  studies,9’10’11  based 
on  the  use  of  trypsin  in  more  than  one 
thousand  cases,  gave  evidence  that  this 
enzyme  rapidly  suppressed  acute  inflam- 
mation of  diversified  origin ; bacterial, 
viral,  allergic  or  chemical. 

That  considerably  smaller  doses  of  in- 
travenous trypsin  are  as  effective  as  the 
larger  doses  previously  used  was  demon- 
strated.10 This  led  to  the  development  of 
trypsin  in  sesame  oil  for  intramuscular 
use,  which  was  found  to  be  clinically  effec- 
tive in  those  conditions  treated  with  intra- 
venous trypsin,  10’11’12  The  consensus  of  all 
of  the  reports  establishes  the  effectiveness 
of  trypsin  in  producing  subsidence  of  in- 
flammation and  edema,  and  in  rapid  and 
effective  control  of  pain  associated  with 
these  phenomena. 

The  utilization  of  the  anti-inflammato- 
ry, anti-edema,  and  proteolytic  effects  of 
trypsin  was  attempted  by  Hopen13  in  the 
treatment  of  acute  inflammatory  and 
hemorrhagic  ocular  disturbances.  He  used 
pure  crystalline  trypsin  in  isotonic  saline 
solution  intravenously,  and  in  several 
cases  subcon junctivally,  with  gratifying 
results. 

A pure  crystalline  trypsin  in  sesame 
oil,  each  cc.  containing  5 mgm.  of  tryp- 
sin, was  made  available  for  intramuscu- 
lar use.*  This  preparation  was  found  to 
be  as  effective  as  the  intravenous  tryp- 
sin, and  was  easier  to  administer  to  the 
patient. 

The  gratifying  results  reported  by  Ho- 
pen13’11 with  intravenous  trypsin  prompt- 

* Parenzyme:  supplied  by  the  National  Drug  Company, 

Philadelphia. 


ed  Hopen  and  Campagna15  to  evaluate  the 
trypsin  in  oil  preparation  in  a series  of 
diversified  ocular  conditions.  They  estab- 
lished the  anti-inflammatory  and  throm- 
bolytic effects  of  this  preparation  in  the 
clinical  ocular  entities  treated  by  them. 

The  results  obtained  in  the  studies  stim- 
ulated us  to  extend  our  clinical  evalua- 
tion of  trypsin  in  oil  as  a therapeutic  pro- 
cedure in  ocular  disturbances  character- 
ized by  inflammation,  hemorrhage,  edema 
and  pain. 

Materials  and  Methods 

This  presentation  deals  with  63  pa- 
tients representing  8 ocular  pathologic 
entities  in  which  inflammation,  edema, 
and  pain  were  prominent  complicating 
factors. 

Table  1 

Disease  Number  of  Patients 

Extraocular  trauma  20 

Hyphema  (postoperative)  6 
Uveal  tract  inflammation  6 

Retinal  hemorrhage  3 

Vitreous  hemorrhage*  5 

Inflammation  (secondary)**  3 
Diabetic  retinitis  18 

Intraocular  infections  2 


Total : 63 

A history  was  obtained  in  all  cases,  and 
an  examination  was  made  to  determine 
the  extent  of  the  ocular  pathology  pres- 
ent. 

The  treatment  schedule  established  con- 
sisted of  2.5  mgm.  of  trypsin  in  sesame 
oil  (0.5  cc.)  injected  deep  intragluteally 
every  eight  hours  for  the  first  48  hours, 
then  every  12  hours  for  4 days.  A dry 
sterile  syringe  was  used  for  injections 
because  the  trypsin  in  multiple  dose  vials 
is  inactivated  by  prolonged  contact  with 
moisture.  The  duration  of  treatment  was 
determined  by  the  response  of  the  pa- 
tient; some  patients  required  only  six  or 
seven  injections. 

* In  the  vitreous  hemorrhage  series,  there  were  two 
cases  of  recent  hemorrhage  (one  day  and  nine  days); 
one  case  of  relatively  recent  hemorrhage  (fourteen 
days);  and  two  cases  of  old  hemorrhage  (one.  year 
and  several  years). 

In  the  inflammation  (secondary)  group,  we  had  one 
case  of  acute  ethmoiditis,  one  case  of  retrobulbar  neu- 
ritis, and  one  case  of  dacryocystitis, 
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In  chronic  or  recurrent  ocular  diseases, 
2.5  mgm.  (0.5  cc.)  of  trypsin  in  oil  once 
or  twice  per  week  for  several  weeks  was 
used  as  maintenance  therapy. 

Clinical  Results 

Extraocular  Trauma.  A very  good  re- 
sponse was  obtained  in  16  of  the  20  pa- 
tients in  this  group.  The  number  of  in- 
jections of  trypsin  in  oil  ranged  from  a 
low  of  4 to  a high  of  21.  A majority 
needed  8 to  14  injections,  with  an  aver- 
age of  10.4  injections.  Pain  and  swelling 
decreased  in  48  hours  or  less.  In  4 cases 
the  results  were  equivocal. 

Hyphema  (Postoperative).  Anterior 
chamber  hemorrhage  followed  cataract 
extractions  in  all  six  cases.  Trypsin  ther- 
apy produced  a decrease  in  the  hemor- 
rhage within  24  to  48  hours,  and  the 
hemorrhages  were  gone  in  72  hours  in  4 
of  the  patients.  In  one  patient  it  cleared 
in  5 days,  and  there  was  one  failure.  In- 
jections of  trypsin  in  oil  in  this  group 
ranged  from  6 to  131  with  an  average 
of  10.2  injections  for  the  group. 

Uveal  Tract  Inflammation.  Clinical  im- 
provement was  manifested  in  one  week 
or  less  in  five  of  the  six  cases,  four  of 
these  clearing  rapidly.  Of  the  two  cases 
which  took  the  longest  time  to  clear,  one 
required  6 weeks,  and  the  other  7 weeks. 
All  cases  were  cleared  by  trypsin  in  oil 
treatment. 

The  number  of  injections  of  trypsin 
needed  to  produce  these  results  ranged 
from  6 to  56,  with  an  average  of  22  for 
the  group. 

Retinal  Hemorrhage.  The  results  of 
trypsin  therapy  in  the  3 patients  in  this 
group  were  not  significant;  at  best,  they 
were  equivacal.  Noticeable  improvement 
was  apparent  in  an  average  of  7 days. 

The  number  of  injections  in  each  pa- 
tient was  14,  10  and  21,  or  an  average 
of  15  injections. 

It  is  suggested  that  a large  series  of 
cases  be  treated  before  any  conclusions 
are  drawn. 


Vitreous  Hemorrhage.  One  case  of  re- 
cent (1  day)  hemorrhage  showed  a no- 
ticeable improvement  in  7 days,  and  gave 
a final  excellent  result  with  no  residual 
visual  or  vitreal  defect.  This  patient  re- 
ceived a total  of  28  trypsin  injections. 

One  case  of  recent  (9  day)  hemorrhage 
showed  a noticeable  improvement  after 
one  month  of  treatment.  The  hemorrhage 
cleared  some,  and  the  final  result — vision 
was  light  perception.  This  patient  had  re- 
ceived a course  of  14  injections  of  tryp- 
sin. 

One  case  of  relatively  recent  (14  days) 
hemorrhage  received  a total  of  30  injec- 
tions of  trypsin  in  oil.  Some  improvement 
was  manifested  in  three  weeks.  The  upper 
half  of  the  vitreous  cleared,  and  the  pa- 
tient had  good  visual  field  inferior. 

In  the  2 cases  of  old  hemorrhage,  aft- 
er 21  and  30  injections  of  trypsin,  there 
was  no  change,  and  both  are  listed  as 
failures. 

Inflammation  (Secondary).  One  case  of 
acute  ethmoiditis  with  proptosis  received 
a total  of  14  injections  of  trypsin.  Some 
improvement  was  noticed  within  48 
hours,  but  it  did  not  progress.  Surgical 
drainage  was  done  with  an  excellent  re- 
sult. The  trypsin  effect  in  this  case  must 
be  classified  as  equivocal. 

One  case  of  retrobulbar  neuritis  re- 
ceived a total  of  10  injections  of  trypsin. 
Improvement  was  noted  in  48  hours,  and 
a good  result  can  be  claimed  for  trypsin. 

One  case  of  acute  dacryocystitis  re- 
ceived a total  of  6 injections  of  trypsin 
with  an  excellent  result  and  no  recur- 
rence of  the  condition. 

Diabetic  Retinitis.  Trypsin  in  oil  was 
used  in  a previous  series  in  one  case  of 
acute  retinal  hemorrhage  in  a diabetic 
patient.  The  excellent  result  stimulated 
us  to  try  this  treatment  in  an  attempt  to 
clear  old  hemorrhages  in  diabetic  pa- 
tients. 

The  number  of  injections  of  trypsin  in 
this  group  of  18  diabetic  retinitis  patients 
ranged  from  a low  of  2 to  a high  of  21 
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for  an  average  of  14  injections  per  pa- 
tient. 

No  apparent  change  in  the  appearance 
of  the  fundi  and  no  improvement  in  vis- 
ual acuity  can  be  reported  in  any  of  the 
patients  in  this  group. 

It  is  suggested  that  further  studies  be 
carried  out  in  cases  of  acute  retinal  hem- 
orrhage in  diabetics  using  trypsin  in  oil 
as  the  therapeutic  agent. 

Intraocular  Infections.  Trypsin  in  oil 
was  added  to  the  regimen  as  an  adjunct 
in  two  cases  of  endophthalmitis  which 
were  treated  with  antibiotics.  Each  case 
received  24  injections  of  trypsin  with  no 
benefit.  Both  cases  eventually  required 
enucleation  of  the  affected  eye. 

Contraindications 

Blood  clotting  abnormalities,  impaired 
liver  or  renal  function,  acute  pancreatitis 
and  various  hemorrhagic  states  have  been 
suggested  as  contraindications  to  the  use 
of  trypsin  parenterally.  As  trypsin  is  not 
an  anticoagulant  and  does  not  affect  clot- 
ting moieties  in  the  dose  range  used  clin- 
ically, it  was  used  in  ocular  hemorrhagic 
states  and  was  found  to  be  perfectly  safe. 
Patients  with  known  sensitivity  to  oil  in- 
jections should  be  treated  cautiously  with 
trypsin  in  oil. 

Side  Reactions 

In  our  experiences  with  trypsin  in  oil 
thirty  per  cent  of  the  patients  com- 
plained of  pain  at  the  site  of  injection, 
and  in  four  of  the  63  patients  it  was  of 
such  severity  that  trypsin  therapy  had  to 
be  interrupted.  One  patient  developed  a 
generalized  urticaria  after  the  fourth  day 
of  treatment,  necessitating  discontinuance 
of  treatment. 

No  toxic  reactions  have  been  reported, 
nor  have  we  observed  any  such  reactions 
following  the  use  of  intramuscular  tryp- 
sin. 

Conclusion 

Although  we  do  not  know  by  what  me- 
chanism trypsin  in  oil  produces  clinical 
results  in  ocular  conditions,  we  do  know 


from  clinical  experiences  that  it  is  effec- 
tive in  extraocular  trauma,  uveal  tract 
inflammation,  in  anterior  and  in  some 
posterior  chamber  hemorrhages  of  recent 
origin. 

Chronic  ocular  conditions  such  as  intra- 
ocular infections,  retinal  hemorrhages  and 
diabetic  retinitis  were  not  responsive  to 
to  this  form  of  therapy. 

Acute  inflammation  and  edema  readily 
respond  to  trypsin  in  oil,  and  pain  is 
rapidly  and  effectively  controlled. 

Trypsin  in  oil  is  a safe  and  effective 
treatment  in  those  ocular  conditions  char- 
acterized by  inflammatory  reactions. 
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DIAGNOSIS  AND  TREATMENT  IN 
RHEUMATOID  ARTHRITIS* 

Peter  J.  Warter,  M.D.,** 
Trenton,  N.  J. 

A few  authorities  state  that  the  diag- 
nosis of  rheumatoid  arthritis  should  be 
relatively  simple.  I am  sure  that  if  they 

* Read  before  the  Delaware  Academy  of  Medicine,  Wil- 
mington, December  11,  1954. 

**  Assistant  Professor  of  Medicine,  Hahnemann  Medical 
School;  Head  of  Department  of  Medicine,  McKinley 
Hospital.  
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would  review  the  many  rheumatic  prob- 
lems they  have  encountered  they  would 
admit  to  many  puzzling  cases,  even  as 
you  and  I. 

A description  of  peripheral  rheumatoid 
disease  in  its  various  stages  gives  the 
fundamental  picture. 

Rheumatoid  arthritis  may  be  acute, 
subacute,  or  chronic.  In  the  acute  stage 
— reversibility  may  be  possible — many  in- 
dividuals have  had  an  initial  acute  attack, 
some  unattended  medically,  never  to  have 
a second ; others  have  had  an  acute  at- 
tack, with  no  apparent  residual  disease, 
only  to  have  a subacute  phase  develop  15 
to  30  years  later. 

In  the  acute  and  subacute  stages  joint 
manfestations  predominate  over  the  sys- 
matic  symptoms.  The  joints  usually  have 
a polyarticular  and  symmetrical  involve- 
ment, although  monoarticular  and  unilat- 
eral involvement  may  occur.  The  affected 
joints  are  almost  always  fusiform  in  ap- 
pearance. The  characteristic  symptoms 
are  pain,  stiffness,  and  swelling  of  the 
affected  joints,  associated  with  weakness, 
fever  of  varying  degrees,  and  loss  of  ap- 
petite. 

Rheumatoid  arthritis  for  the  most  part 
is  a chronic,  progressive  disease.  In  the 
chronic  stage  the  aforestated  symptoms 
continue  to  varying  degrees  with  addi- 
tional destructive  evidence,  such  as  sub- 
cutaneous nodules,  tenovaginitis,  and 
muscular  atrophy.  These  often  lead  to  de- 
formity, subluxation,  and  sometimes  anky- 
losis, either  fibrous  or  bony.  If  the  anky- 
losis be  bony,  the  joint  is  fixed  by  an 
osseous  extension  through  the  joint  from 
one  bone  to  another.  This  joint  becomes 
“burnt  out”  and  is  subjectively  asympto- 
matic. 

The  pathological  changes  usually  con- 
sist of  proliferation  of  the  synovial  tissue 
and  joint  effusion.  This  is  followed  by 
osteoporosis,  destruction  of  the  cartilage 
and  subchondral  bone.  These  changes  are 
demonstrable  by  the  x-ray.  In  most  in- 
stances, when  the  symptoms  are  active, 
there  is  a drop  in  the  sedimentation  rate. 


Rheumatoid  spondylitis,  formerly  spok- 
en of  as  Marie-Striimpell  disease,  is  not 
an  entity.  Most  observers  believe  the 
course  of  the  disease  parallels  sympto- 
matically and  pathologically  that  of  peri- 
pheral rheumatoid  disease.  In  the  ma- 
jority of  cases,  rheumatoid  spondylitis  is 
not  associated  with  peripheral  involve- 
ment, but  the  two  do  occur  often  enough 
for  all  of  us  to  have  observed  it  many 
times.  Rheumatoid  spondylitis  is  charac- 
terized by  pelvic  and  shoulder  girdle  in- 
volvement, more  frequently  in  the  pelvic 
girdle.  Back  distress,  usually  in  the  low 
back  area,  is  progressive,  and  if  unim- 
paired leads  to  the  so-called  “poker  back”. 
X-rays  reveal  calcification  of  the  liga- 
ments, anterior  and  lateral,  with  atrophy 
of  the  vertebral  bodies,  giving  the  ap- 
pearance of  the  “bamboo  spine”. 

Juvenile  arthritis,  or  Still’s  disease,  is 
rheumatoid  arthritis.  It  is  usually  more 
devastating  to  the  reticulo-endothelial  sys- 
tem than  the  adult  rheumatoid  disease. 

Felty’s  syndrome  and  Reiter’s  syndrome 
present  the  joint  manifestations  of  rheu- 
matoid arthritis,  but  each  presents  syste- 
matic manifestations  which  lead  one  to 
believe  they  are  different.  They  are  all 
rheumatoid  disease ; these  systematic 
manifestations  may  occur  in  any  rheuma- 
toid patient. 

From  the  description  of  rheumatoid 
arthritis,  criteria  may  be  evolved  to  aid 
in  diagnosis: 

1.  Pain,  stiffness  and  swelling  which  is 
fusiform  in  character. 

2.  Systematic  symptoms  of  weakness 
and  loss  of  appetite. 

3.  Distribution  of  joint  involvement  is 
usually  polyarticular  and  symmetrical. 

4.  Remissions  are  the  rule.  This  fact 
can  be  obtained  in  the  history  from 
the  patient. 

5.  Drop  in  the  erythrocyte  sedimenta- 
tion rate  in  most  instances. 

6.  Subcutaneous  nodules,  especially  along 
extensor  surfaces. 


March,  1955 


Delaware  State  Medical  Journal 


55 


7.  Deformities,  such  as  subluxation,  ul- 
nar deviation  and  ankylosis,  either  fi- 
brous or  bony. 

8.  X-ray  changes. 

Treatment 

I am  not  going  to  burden  you  with 
the  details  of  the  many  drugs  that  are 
available;  you  are  as  familiar  with  them 
as  I am.  Nor  am  I going  to  hypothesize 
upon  the  many  investigations  now  going- 
on,  since  too  little  is  known  about  them 
to  date. 

I want,  from  my  experiences,  to  give 
you  the  procedures  and  therapy  I have 
found  to  be  helpful.  The  specific  etiology 
of  rheumatoid  arthritis  is  unknown,  but 
there  are  certain  factors  which  are  defi- 
nitely associated  with  the  exacerbations  of 
the  disease.  The  two  most  important  are 
mechanical  and  mental  trauma. 

As  we  review  again  the  pathology  of 
the  disease  we  are  impressed  with  the 
soft  tissue  changes,  which  are  virtually 
the  same  as  those  of  inflammation  else- 
where. These  changes  affect  primarily  the 
normal  integrity  of  the  capillaries.  We 
know  that  in  rheumatoid  disease  the  cap- 
illaries become  very  fragile,  as  my  asso- 
ciates and  I reported  following  a study 
of  this  phase  of  rheumatoid  arthritis.1 
The  presence  of  this  fragility  precludes  a 
deficient  nutrition  to  the  joint  tissues. 
Mechanical  trauma  may  forcibly  damage 
the  capillary  beyond  repair,  thus,  advice 
to  the  rheumatoid  arthritic  should  be: 
“Avoid  Injury!” 

Every  arthritic  consciously  or  subcon- 
sciously experiences  four  fears : 1 crip- 
pling; 2 economic  instability;  3 social  de- 
privation; 4 familial  disinterest. 

These  fears  promote  an  emotional  and 
nervous  tension.  Emotion  has  the  capac- 
ity to  transmit  through  the  sympathetic 
nervous  system  a vasospasm.  Vasospasm 
sufficiently  repeated  will  produce  the  same 
damaging  effect  upon  the  capillaries  as 
some  degrees  of  mechanical  injury.  Joint 
structures  so  deprived  of  their  nutrition 


become  more  effused,  more  painful,  and 
necrotic. 

Most  authorities  agree  that  each  epi- 
sode of  aggravation  has  some  associated 
emotional  disturbance.  The  next  step  in 
treatment  should  be  to  encourage  the 
arthritic  patient  to  the  fullest  extent  pos- 
sible, to  instruct  the  patient’s  associates 
to  keep  him  from  any  worries  that  can 
be  avoided.  You,  as  his  physician,  should 
offer  suggestions  for  physical  and  finan- 
cial help  when  indicated.  Become  ac- 
quainted with  foundations  which  offer  fi- 
nancial aid,  do  your  share  to  have  your 
hospital  set  aside  some  beds  to  accom- 
modate arthritic  patients,  and  do  not 
hesitate  to  refer  patients  to  the  State 
Department  of  Vocational  Rehabilitation. 

Unless  this  program  is  firmly  estab- 
lished the  management  of  the  problem 
may  be  doomed  to  failure.  The  help  re- 
ceived from  any  drug  in  a chronic  illness 
like  rheumatoid  disease  is  in  proportion 
to  the  attitude  of  the  patient  toward  his 
illness  and  the  possible  help  he  may  re- 
ceive. You  must  manage  the  conduct  of 
the  arthritic  with  truth  and  the  firmness 
of  your  conviction  that  he  can  be  helped 
if  he  will  fully  cooperate. 

The  past  few  years  have  revolutionized 
professional  and  lay  thinking  about  arth- 
ritis. So  great  has  been  the  desire  to  de- 
velop a “cure-all”  that  much  of  the  good 
accomplished  in  the  past  has  been  ig- 
nored. More  recently  conservative  think- 
ing has  combined  the  assets  of  the  past 
and  present  treatments. 

In  evaluating  the  drugs  of  choice  one 
must  not  forget  that  in  rheumatoid  arth- 
ritis remissions  are  the  rule.  Ofttimes  a 
drug  is  credited  with  helping  your  prob- 
lem, when  actually  nature  has  brought 
about  a remission.  Thus,  be  cautious  not 
to  single  out  any  one  drug  as  the  answer, 
for  the  next  time  it  may  not  work. 

We  realize  the  shortcomings  of  all 
treatment  in  rheumatoid  disease,  especial- 
ly those  of  cortisone,  ACTH,  and  phenyl- 
butazone. However,  to  ignore  their  use  in 
selected  cases  would  be  very  wrong.  I 


ACHROMYCIN  has  proved  effective  against: 

Pharyngitis 
Acute  Bronchitis 
Tonsillitis 
Pertussis 
Otitis  Media 
Scarlet  Fever 
Osteomyelitis 
Epidermal  Abscesses 
Acute  Brucellosis 
Pancreatic  Fibrosis 
Typhus  Fever 
Sinusitis 
Gonorrhea 
Bacillary  Dysentery 
Pneumonia  with  or  without  Bacteremia 
Bronchopulmonary  Infection 
Acute  Pyelonephritis 
Chronic  Pyelonephritis 
Mixed  Bacterial  Infections 
Soft  Tissue  Infections 
Staphylococcal  Septicemia 
Pneumonoccal  Septicemia 
Urogenital  Tract  Infections 
Acute  Extraintestinal  Amebic  Infections 
Intestinal  Amebic  Infections 
Subacute  Bacterial  Endocarditis 


HYDROCHLORIDE 
Tetracycline  HCI  Lederle 


A TRULY  BROAD-SPECTRUM  ANTIBIOTIC 

Clinical  research  has  proved  ACHROMYCIN  to  be  effective  against  more  than  a score  of 
different  infections,  including  those  caused  by  Gram-positive  and  Gram-negative 
bacteria,  rickettsia,  certain  viruses  and  protozoa. 

In  addition  to  its  true  broad-spectrum  activity,  ACHROMYCIN  provides  more  rapid 
diffusion  than  certain  other  antibiotics,  prompt  control  of  infection,  and  the  distinct 
advantage  of  being  well  tolerated  by  most  persons,  young  and  old  alike. 

ACHROMYCIN,  in  its  many  forms,  was  accepted  by  the  medical  profession  in  an  amazingly 
short  time.  Each  day  more  and  more  prescriptions  for  ACHROMYCIN  are  being  written 
when  a broad-spectrum  antibiotic  is  indicated. 


LEDERLE  LABORATORIES  DIVISION  American  C^anamul  company  Pearl  River,  New  York 
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believe  that  these  drugs,  used  judiciously, 
have  a specific  place  in  the  therapy  of 
rheumatoid  disease  as  follows: 

1.  Where  a young  family  head,  acute- 
ly ill,  will  be  kept  at  or  returned  to  work 
much  more  quickly  if  these  newer  drugs 
are  used  with  the  integrated  programs  of 
tried  and  true  procedures.  In  many  in- 
stances the  cortisone,  ACTH,  or  phenyl- 
butazone may  be  reduced  in  amount  and 
finally  stopped. 

2.  In  the  problems  that  have  failed 
with  all  other  therapy  and  no  contrain- 
dications to  their  use  are  present. 

3.  In  those  cases  which  have  had  a 
moderate  response  to  the  usual  proced- 
ures, but  remain  static,  small  supplement- 
al doses  of  these  drugs  are  often  valu- 
able. 

4.  The  use  of  interarticular  injections 
of  Compound  F for  the  relief  of  local 
joint  symptoms. 

Chrysotherapy 

Chrysotherapy  is  considered  by  many 
authorities  to  be  the  best  weapon  avail- 
able against  rheumatoid  disease.  The 
knowledge  of  the  physiologic  action  of 
“gold  salts”  does  not  coincide  with  this 
opinion.  There  are  hazards  involved  in 
the  use  of  these  preparations.  It  is  grant- 
ed that  they  are  not  too  often  encoun- 
tered, but  caution  must  be  used  when 
they  are  employed.  During  chrysotherapy 
it  is  imperative  that  the  skin  be  inspect- 
ed for  a dermatitis,  the  blood  checked 
for  any  dyscrasias  and  the  urine  for  any 
changes,  and  the  status  of  the  gastroin- 
testinal tract  elicited  at  frequent  inter- 
vals. Alterations  in  any  of  these  sys- 
tems call  for  further  study  before  chryso- 
therapy may  be  continued.  If  there  is 
any  question  of  the  evaluation  of  these 
studies,  discontinue  the  drug  altogether. 

Gold  salts  are  employed  by  two  meth- 
ods. One  is  on  an  accumulated  dosage 
basis,  usually  totaling  1100  to  1500  mgm. 
These  are  given  in  divided  doses,  intra- 
muscularly or  intravenously,  depending 


on  the  preparation,  at  weekly  intervals. 
The  second  method  (my  method  of  choice) 
is  to  give  weekly  injections  until  evi- 
dence of  subjective  and  objective  improve- 
ment is  noted,  then  gradually  diminish 
the  frequency  of  injections  until  a com- 
plete remission  is  obtained.  I prescribe  a 
single  dose  every  six  to  eight  weeks  in- 
definitely after  remission  has  occurred. 

It  is  recommended  that  the  dose  be 
kept  at  as  low  a level  as  possible.  It  is 
my  opinion  that  doses  of  25  mgm.  will 
give  as  good  a result  as  larger  doses,  and 
at  the  same  time  lessen  the  opportunity 
for  reactions.  If  no  definite  signs  of  im- 
provement are  noted  after  1000  mgm.  ac- 
cumulated doses,  or  after  20-25  injections 
of  25  mg.  weekly  have  been  given,  it  can 
be  assumed  that  further  use  of  gold  salts 
treatment  will  be  useless. 

The  contraindications  for  gold  salts 
are:  nephritis,  hepatocellular  damage,  any 
blood  dyscrasias,  severe  ulcerative  colitis, 
previous  history  of  allergy,  and  a history 
of  any  exfoliative  dermatitis. 

The  use  of  a toxin-toxoid-vaccine,  spe- 
cifically Strepto-Staphylo  Vaccine  Tox- 
oid* has  proven  beneficial  in  many  rheu- 
matoid arthritis  patients.  The  funda- 
mental principle  underlying  this  mode  of 
therapy  is  to  stimulate  the  \unused  im- 
munizing capacities  of  uninfected  tissues 
in  the  interest  of  infected  tissues.  If  the 
treatment  or  the  removal  of  foci  of  in- 
fection cannot  be  accomplished,  specific 
immunization  and  desensitization  consti- 
tute an  important  method  of  altering  the 
reaction  of  tissues  to  infection. 

I am  cognizant  of  the  fact  that  vac- 
cine therapy  on  the  whole  has  been  given 
little  space  in  recent  literature,  but  many 
investigators  continue  to  show  an  equivo- 
cal predilection  of  the  ravages  left  by 
streptococcic  infections  for  joint  tissue. 

The  reason  for  the  gratifying  results 
obtained  with  the  toxin-toxoid-vaccine 
combinations  are  twofold : one,  the  ac- 
ceptance of  an  etiology  for  rheumatoid 
disease;  and  two,  the  nature  of  the  prep- 
aration. My  associates  and  I have  found 


* Strepto-Staphylo  Vatox:  National  Drug;  Co.,  Philadelphia. 
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that  success  in  obtaining  effective  anti- 
gens depends  on  the  selection  of  the  prop- 
er colonies  of  organisms  for  use  in  pre- 
paring the  finished  product.  The  colonies 
should  demonstrate  satisfactory  toxig- 
nomic  properties,  and  should  possess  suit- 
able antigenic  properties.  Proper  incuba- 
tion temperature  and  the  period  of  in- 
cubation are  of  extreme  importance.  Im- 
proper handling  tends  to  produce  a vac- 
cine in  which  the  antigenic  characteris- 
tics are  unsatisfactory.1’2 

We  have  used  thousands  of  injections 
of  this  Strepto-Staphylo  Toxoid  Vaccine 
over  a period  of  years,  and  have  yet  to 
observe  any  serious  reactions  such  as  may 
appear  with  gold  salts.  The  results  of 
the  two  forms  of  treatmetnt  are  about 
the  same,  percentagewise. 

Vitamins,  generally  speaking,  are  an 
essential  supplement  to  the  ingestion  of 
food  in  rheumatoid  disease.  Specifically, 
it  is  essential  to  improve  the  strength  of 
the  capillary  wall,  Hesper-C*  has  been  of 
great  help  in  rebuilding  capillary  integ- 
rity.3 The  details  of  this  study  were  pub- 
lished in  the  March,  1948,  issue  of  your 
State  Journal.4  We  stated  that  hesperidin, 
a flavanone  glycoside  occurring  in  most 
varieties  of  citrus  fruits,  is  essential  for 
the  absorption  and  retention  of  vitamin  C, 
acting  synergistically  in  maintaining 
normal  capillary  resistance.  We  concluded 
that  the  correction  of  abnormal  capillary 
fragility  in  rheumatoid  arthritis  should  be 
considered  as  a phase  of  treatment  which 
may  enhance  the  efficiency  of  other  insti- 
tuted therapeutic  procedures. 

In  my  clinics  we  have  noted,  with  Hes- 
per-C (100  mgm.  of  each  ingredient  per 
capsule),  one  capsule  3 to  4 times  daily, 
a marked  reduction  in  petechiae  as  meas- 
ured by  the  Wright-Lilienfeld  positive 
pressure  cuff  test,  and  a reduction  to  nor- 
mal in  the  sedimentation  rates  in  a ma- 
jority of  the  cases  studied. 

I found  the  use  of  concentrated  vita- 
min D,  preferably  Darthronol,**  to  have 
been  a great  help  many  times.  I admit 

* Hesper-C  (Hesperidin  concentrate,  100  mgm.;  ascorbic 
acid,  100  mgm.,  per  capsule):  National  Drug  Co.,  Phil- 
adelphia. 

**  Darthronol  (50,000  U.S.P.  units  vitamin  I),  plus  other 
supplementary  vitamins,  per  capsule):  J.  B.  Roerig 

& Company,  Chicago. 


that  I can  give  no  reason  for  its  occa- 
sional dramatic  help.  Caution  must  be 
exerted  in  using  concentrated  vitamin  D, 
particularly  to  avoid  early  renal  damage 
and  circulatory  interference.  I feel  confi- 
dent that  if  a limit  of  100,000  units  daily 
are  employed  no  damage  is  to  be  expect- 
ed. 

X-ray  therapy  provides  another  wea- 
pon against  rheumatoid  disease.  I consid- 
er it  a must  in  the  treatment  program  for 
rheumatoid  spondylitis.  In  selected  cases 
dramatic  results  have  been  obtained  by 
its  use  on  peripheral  joints,  but  there  is 
no  set  criterion  to  follow  for  its  indica- 
tion. All  x-ray  therapy  treatments  must 
be  administered  by  a competent  roent- 
genologist. 

No  patient  with  rheumatoid  arthritis 
should  be  deprived  of  the  use  of  salicyl- 
ates. Throughout  the  past  three  decades 
they  have  been  the  basis  of  oral  medica- 
tion. Acetylsalicylic  acid  is  my  choice. 
Salicylates  have  been  combined  with  sed- 
atives and  many  other  drugs,  too  nu- 
merous to  mention.  Use  the  combination 
which  has  been  most  helpful  in  your  ex- 
perience. 

I have  emphasized  the  general  under- 
standing and  conduct  management  of  the 
patient  and  his  associates  as  a necessity 
to  good  care.  I equally  emphasize  the  ju- 
dicious use  of  physical  medicine  and  re- 
habilitation in  the  therapeutic  program. 
Physical  medicine  gives  the  proper  use  of 
physio-therapeutic  agents,  necessary  pro- 
thesis, and  the  application  of  occupation- 
al adjustments  fitted  to  the  problem.  In 
these  phases  I feel  unqualified  to  instruct 
you.  However,  your  program  committee 
has  chosen  Doctor  Donio,  my  close  asso- 
ciate and  very  personal  friend  for  seven- 
teen years,  and  an  outstanding  physia- 
trist,  to  follow  me  and  give  you  the  prop- 
er way  to  apply  physical  medicine. 

I want  to  leave  you  with  three  specific 
thoughts : 

1.  All  rheumatoid  arthritis  patients 
should  be  told  that  they  must  make  it 
their  business  to  spend  a minimum  of 
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one  year  to  get  well.  During  this  time 
mental  and  physical  adjustment  can  be 
made  so  as  to  avoid  most  of  the  extrane- 
ous aggravations. 

2.  Be  sure  that  you  have  surveyed, 
considered,  and  included  all  phases  of 
treatment  applicable  to  your  patient,  in 
outlining  your  program.  This  procedure 
applies  to  each  patient  seeking  your  ad- 
vice and  medical  assistance. 

b.  Medicine  is  still  an  art.  You  pos- 
sess the  art,  which  is  the  ability  to  use 
and  apply  the  knowledge  given  you.  At- 
tach as  much  importance  to  the  patient 
as  you  do  to  his  disease.  You  cannot 
“cure”  the  disease  without  the  patient’s 
cooperation. 
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PHYSICAL  MEDICINE  AND  REHABILITATION  IN 
GENERAL  PRACTICE* 

Dominic  A.  Donio,  M.D.,** 
Allentown,  Pa. 
and 

Herman  L.  Rudolph,  M.D.,*** 
Philadelphia,  Pa. 

This  paper  is  presented  as  an  introduc- 
tion to  physical  medicine  and  rehabilita- 
tion as  it  relates  to  the  general  practi- 
tioner, and  to  make  note  of  the  progress  in 
this  new  specialty.  Physical  medicine  and 
rehabilitation  has  made  enormous  strides 
during  the  past  ten  years,  especially  under 
the  guidance  of  Rusk1  et  al  at  New  York 
University-Bellevue  Medical  Center, 
Krusen-  et  al  at  the  Mayo  Clinic,  and 
Kessler1  at  Orange,  New  Jersey. 

Physical  agents  such  as  heat,  light, 
massage,  exercise,  etc.,  have  been  used  in 
the  treatment  of  the  sick  and  injured 

* Read  before  the  Delaware  Academy  of  General  Prac- 
tice, Wilmington,  December  1 1.  1954. 

••  Director,  Department  of  Physical  Medicine  and  Reha- 
bilitation. Sacred  Heart  Hospital. 

***  Associate  in  Physical  Medicine,  Jefferson  Medical  Col- 
lege. 


from  the  days  of  the  early  Egyptians  to 
our  modern  age.  True,  these  agents  were 
used  empirically,  but  over  the  years  these 
agents  have  shown  definite  ability  to  re- 
lieve symptoms,  increase  general  health, 
relieve  stress,  and  promote  a sense  of 
well  being,  and  their  physiologic  applica- 
tion is  primarily  a development  of  mod- 
ern medicine. 

At  this  time  it  is  necessary  to  have  a 
greater  understanding  and  knowledge  of 
the  application  of  these  modalities.  Chron- 
ic degenerative  diseases  are  on  the  in- 
crease due  to  our  aging  population.  In- 
dustrial accidents,  with  resulting  compen- 
sation problems,  have  markedly  increased 
the  patient  load  in  general  practice  and 
Departments  of  Physical  Medicine  and 
Rehabilitation.  Rusk  and  his  excellent 
program  in  rehabilitation  in  World  War 
II‘  stressed  the  third  phase  of  medicine, 
“getting  the  most  out  of  what  is  left”, 
emphasizing  the  abilities  of  the  patient, 
developing  these  abilities  to  their  greatest 
possible  use,  and  placing  less  stress  on 
the  disability.  Emphasis  was  placed  upon 
ability  to  carry  on  Activities  of  Daily 
Living  (ADL)  by  Deaver,  formerly  at 
the  Institute  for  the  Crippled  and  Dis- 
abled and  now  at  NYU-Bellevue,  and  ex- 
ploring all  possible  phases  of  vocational 
rehabilitation.  The  general  practitioner 
must  have  a knowledge  of  fundamentals 
of  the  field  of  physical  medicine  and  re- 
habilitation to  aid  him  in  the  diagnosis 
of  disability  and  to  be  able  to  properly 
prescribe  the  necessary  therapy.5  He  must 
also  know  the  limitations,  and  which  pro- 
cedures will  benefit  his  patient  most. 

Many  of  the  simpler  techniques  or  pro- 
cedures can  be  carried  out  in  the  doctor’s 
office  or  in  the  patient’s  home.  The  pa- 
tient who  is  accepted  for  treatment  is 
given  a complete  physical  examination. 
This  includes  a Muscle  Test  to  determine 
the  power  of  both  the  affected  and  un- 
affected muscles.  Range  of  Motion 
(R.O.M.)  of  all  joints  is  noted.  A modi- 
fied activities  of  daily  living  test  can  be 
tabulated  at  the  time  the  physical  exam- 
ination takes  place.  The  information  ob- 
tained will  help  determine  the  ultimate 
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program  for  the  maximum  benefit  of  the 
patient.  For  example,  can  the  patient  turn 
in  bed,  get  from  bed  to  bathroom,  dress 
and  undress,  button  shirt  or  tie  shoes ; 
thus  exploring  gross  movements  and  fine 
finger  movements.  To  be  more  specific, 
two  simple  tests6  will  reveal  whether  the 
hemiplegic  patient  will  be  able  to  walk 
again : ( 1 ) if  he  can  move  the  arm  on 
the  affected  side  freely  there  is  every 
reason  to  believe  he  will  be  able  to  walk, 
since  the  arm  is  usually  more  affected 
than  the  leg  on  the  paralyzed  side;  (2) 
if  he  can  raise  the  affected  leg  an  inch 
or  two  off  the  bed  while  in  a supine  po- 
sition there  should  be  sufficient  muscle 
power  remaining  to  permit  him  to  walk 
again. 

Office  assistants  or  nurses,  when  quali- 
fied physical  therapists  are  not  available, 
can  be  trained  to  apply  the  modalities, 
but  it  is  the  physician’s  responsibility  to 
make  sure  that  such  applications  are  in- 
dicated and  applied  correctly  and  safely. 
The  more  elaborate  techniques  can  be 
carried  out  only  in  hospital  departments 
of  Physical  Medicine  and  Rehabilitation. 
Here  is  found  equipment  which  is  not 
practicable  in  a doctor’s  office  (e.g.,  Hub- 
bard tank,  electromyograph,  chronaxi- 
metry,  etc.).  Some  equipment  is  space 
consuming,  some  techniques  are  time 
consuming,  and  these  may  require  the 
services  of  trained  physicians  and  tech- 
nicians. 

In  the  doctor’s  office  a definite  program 
can  be  readily  established  to  evaluate  and 
treat  a patient  with  physical  medicine 
and  rehabilitation,  and  to  proceed  from 
the  initial  injury  to  total  rehabilitation. 
After  evaluation,  a program  might  be 
outlined  consisting  of  heat,  massage  and 
exercises  for  a definite  length  of  time 
per  treatment,  and  a specified  number  of 
treatments.  All  cases  must  be  evaluated 
daily,  weekly,  or  at  other  regular  inter- 
vals, depending  on  the  types  of  cases 
treated.  A knowledge  of  fundamentals 
may  be  of  some  help  to  general  practi- 
tioners. Forgetting  for  the  moment  the 
types  of  modality  and  the  various  tech- 


niques, much  of  the  basis  of  treatment  is 
the  utilization  of  heat  followed  by  mas- 
sage and  exercise. 

Heat  in  any  form,  whether  the  simple 
heating  pad  or  the  most  expensive  dia- 
thermy machine,  produces  a definite  phy- 
siological effect.  Heat  increases  peripher- 
al circulation,  causes  vasodilatation,  pro- 
motes healing  of  injured  tissue,  relieves 
pain,  reduces  muscle  spasm,  and  permits 
mobilization  of  injured  or  diseased  joints. 
A “warm  up”  increases  the  functional 
capacity  of  skeletal  muscles.  In  the  hands 
of  the  average  physician  heat  can  be  one 
of  the  most  valuable  modalities  that  he 
can  use  in  his  general  office  practice. 
Over  the  years  many  methods  have  been 
developed  for  the  application  of  heat. 
These  comprise  the  ordinary  heat  lamps, 
the  more  modern  whirlpools,  paraffin 
baths,  microwave  diathermy  and  short 
wave  diathermy.  Today  long  wave  dia- 
thermy is  used  rather  infrequently.  The 
most  commonly  used  modalities  in  the 
physician’s  office  are  infra-red,  both  lu- 
minous and  non-luminous  (the  efficiency 
of  one  over  the  other  being  debatable), 
short  wave  diathermy,  which  now  must 
be  approved  by  the  Federal  Communica- 
tions Commission,  paraffin  baths,  and 
whirlpool  baths  with  underwater  mas- 
sage. Diathermy  has  been  probably  the 
most  widely  used  heat-producing  modal- 
ity. Recently  microwave7  diathermy  has 
competed  with  short  wave  diathermy,  but 
that  microwaves  have  any  superior  thera- 
peutic value  is  questionable.  Its  effective- 
ness remains  to  be  seen  and  certainly 
awaits  further  clinical  evaluation. 

The  method  of  applying  heat  depends 
upon  the  region  to  be  treated  and  the 
character  of  the  injury  or  disability. 
However,  heat  is,  as  a rule,  applied  local- 
ly for  an  effect  within  a certain  well  de- 
fined region  but  all  applications  of  heat 
produce  definite  systemic  reactions  and  it 
has  been  utilized  indirectly  in  many  cases 
of  peripheral  vascular  disease.  It  is  pos- 
sible to  get  better  vasodilatation  by  heat- 
ing the  lower  abdomen  in  peripheral  vas- 
cular disease.  Its  use  is  fraught  with 
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danger,  so  that  local  application  to  dis- 
eased or  injured  extremities  with  im- 
paired circulation  is  generally  contraindi- 
cated. 

The  paraffin  bath  has  been  used  pri- 
marily in  the  treatment  of  rheumatoid 
arthritis  and  degenerative  joint  disease, 
both  as  an  office  application  and  for  home 
use.  The  following  method  of  applying 
paraffin  bath  is  recommended.  Three  or 
four  pounds  of  paraffin  or  “jelly  wax”, 
as  it  is  commonly  called,  is  obtained, 
melted  in  the  top  of  a double  boiler  until 
liquefied,  and  one  pint  of  mineral  oil  is 
added  to  lower  the  melting  point.  When 
it  is  cooled  until  a thin,  white  coating 
appears  on  the  surface  it  is  ready  for  use. 
An  inexpensive  candy  thermometer  may 
sometimes  be  advised  to  ensure  a proper 
temperature  of  the  bath,  which  is  usually 
128  to  130°  F. 

Application  to  Hands.  Dip  the  hands  in 
and  out,  keeping  the  fingers  still  until 
several  coatings  are  applied,  then  let  the 
hands  remain  in  the  wax  20  minutes.  Do 
not  move  the  fingers.  Remove  the  hands 
and  the  wax  can  then  be  peeled  off  easily. 

Application  to  Other  Parts  of  Body 
(Knees,  Shoulder,  Elbows  and  Back).  Ob- 
tain a wooden  cooking  spoon  and  wrap 
several  thicknesses  of  cloth  around  it,  ty- 
ing them  on.  Dip  this  in  the  wax  and 
paint  a coat  over  the  entire  area  to  be 
treated  until  the  part  is  covered  com- 
pletely. Paint  ten  to  twelve  coatings  on 
top  of  this.  Cover  with  a towel  or  blank- 
et and  leave  on  for  20  minutes.  Peel  off 
the  paraffin  and  the  part  is  ready  for 
further  treatment. 

Paraffin  may  be  used  whenever  a local 
form  of  heat  is  desired.  Because  of  its 
simplicity  of  application  it  is  especially 
adaptable  for  the  hands  and  feet.  Excel- 
lent results  have  been  obtained  in  treat- 
ing arthritis.8  In  most  instances  it  is  well 
tolerated,  affords  soothing  comfort,  and 
produces  relief  of  pain.  After  its  removal 
it  leaves  the  skin  oily,  which  is  very 
suitable  for  massage.  In  most  instances 
the  paraffin  bath  is  used  daily  in  the 
arthritic,  followed  by  massage  and  exer- 


cise if  indicated.  It  is  also  effective  in 
stiffness  of  joints  following  lacerations  or 
infections,  in  the  treatment  of  scars  re- 
stricting motion  of  joints  and  tendons,  in 
involvements  of  joints  secondary  to  le- 
sions of  nerves,  fractures,  sprains  and 
contusions.  In  other  conditions  such  as 
fibrositis  of  the  lumbar  area,  it  can  be 
applied  with  a paint  brush  as  described 
above.  Because  of  the  marked  heat  the 
paraffin  bath  must  be  used  judiciously  in 
old,  weak  and  debilitated  individuals.  If 
circulatory  and  sensory  changes  are  pres- 
ent, paraffin  should  be  used  with  caution 
because  of  the  danger  of  burns.  Open 
wounds,  cuts  and  infections  of  the  skin 
are  better  treated  by  other  methods.  If 
the  ordinary  precautions  mentioned  above 
are  taken  burns  will  be  avoided. 

The  whirlpool  bath  is  being  used  more 
extensively  in  the  physician’s  office.  This 
bath  has  definite  advantage  over  some 
other  modalities  in  that  it  permits  under- 
water massage  to  the  extremities  at  the 
same  time  the  patient  is  deriving  a bene- 
ficial relaxing  effect  from  the  warm  water. 
Whirlpool  baths  are  usually  administered 
at  a temperature  between  98  and  110° 
for  not  longer  than  periods  of  20  to  30 
minutes.  The  Hubbard  tank  is  a full-body 
immersion  whirlpool  tank  which  is  used 
primarily  in  Departments  of  Physical 
Medicine  and  Rehabilitation,  and  is  just 
mentioned  in  passing. 

The  application  of  hot  packs  is  a very 
good  modality  for  the  general  practitioner. 
These  are  easy  to  use,  safe,  and  inexpen- 
sive. Maintenance  costs  are  practically  nil. 
The  packs  are  easily  applied  and  can  be 
molded  to  any  contour  of  the  body.  Be- 
cause of  this  flexibility,  several  areas  of 
the  body  can  be  treated  at  the  same  time. 
Heat  at  170°  F in  these  moist  packs  is 
maintained  for  30  to  45  minutes,  produc- 
ing deep  heat  and  vasodilatation.  Hot 
packs  are  very  useful  in  low  back  pain, 
painful  knee,  rheumatoid  arthritis,  ten- 
donitis, and  bursitis  to  relieve  muscle 
spasm.  The  physician  starting  in  practice 
is  advised  to  purchase  a hot  pack  appar- 
atus, rather  than  the  more  expensive  dia- 
thermy machine. 
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Ultrasound  is  still  in  the  experimental 
stage  and  as  yet  is  not  Council  Approved. 
Suffice  it  to  say  in  passing  that  its  use 
is  not  without  danger  and  many  more 
clinical  studies  have  to  be  done  to  deter- 
mine its  therapeutic  effectiveness. 

Ultraviolet  light0  is  another  modality 
commonly  found  in  the  general  practi- 
tioner’s office.  Its  use  is  generally  restrict- 
ed to  dermatologic  problems.  Ultraviolet 
radiation  produces  both  physiological  and 
therapeutic  effects,  and  can  be  used  to 
good  advantage  in  practice. 

The  two  sources  of  ultraviolet  irridia- 
tion  used  most  frequently  are  the  mercury 
vapor  arc  which  produces  erythema  and 
tanning  of  skin,  and  cold  quartz  which 
contains  inert  gases  and  a drop  of  mer- 
cury. This  burner  will  produce  erythema 
but  no  tanning.  Ultraviolet  light  is  very 
useful  in  general  medicine  for  its  tonic 
effect,  and  in  anemia. 

In  surgery  ultraviolet  light  aids  in 
healing  decubitus  ulcers,  indolent  ulcers, 
varicose  veins.  It  is  beneficial  in  treat- 
ment of  second  and  third  degree  burns, 
and  in  the  epithelization  and  filling  of 
large  areas  of  excisions. 

In  giving  ultraviolet  light  to  children 
it  must  be  remembered  that  the  epidermis 
is  much  thinner  than  in  adults  and  the 
dosage  must  be  decreased.  Sub-erythemal 
(SubE)  and  minimal  erythema  (ME) 
doses  are  given  in  the  treatment  of  rick- 
ets, anemia,  rheumatoid  arthritis  and  tu- 
berculosis of  bones  and  joints. 

Ultraviolet  light  is  extensively  used  in 
dermatology.  It  is  capable  of  destroying 
bacteria  in  the  epidermis  and  corium.  It 
also  effects  the  proteins  and  sterols  of 
the  skin-forming  vitamin  D which  is  dis- 
tributed throughout  the  body.  The  follow- 
ing skin  conditions  are  favorably  affected 
by  ultraviolet  light:  lupus  vulgaris,  ecze- 
matoid  dermatitis,  furunculosis,  seborrheic 
dermatitis,  chronic  psoriasis,  and  alopecia 
areata.  Ultraviolet  light  is  contraindicat- 
ed in  active  pulmonary  tuberculosis,  car- 
diac and  renal  disease,  acute  eczema, 


acute  psoriasis,  and  hypersensitivity  to 
sunlight. 

As  is  well  known,  the  physician  in  gen- 
eral practice  is  the  first  to  see  many  pa- 
tients with  musculo-skeletal  disabilities 
which  can  be  adequately  treated  in  his 
office.  An  adequate  evaluation  and  definite 
program  will  aid  the  patient  to  recovery 
and  keep  him  out  of  the  hands  of  the 
various  cultists  The  more  common  dis- 
abilities seen  in  general  practice  are  low 
back  pain,  arthritis,  peripheral  vascular 
disease,  cerebro-vascular  accidents,  pain- 
ful shoulders,  sprains  and  the  degenera- 
tive disease  associated  with  aging.  Start- 
ing with  a definitive  approach  to  the  pa- 
tient’s problem,  giving  the  necessary  and 
adequate  therapy,  explaining  to  the  pa- 
tient the  socio-economic  factors  caused 
by  disability,  the  physician  will  develop 
a better  inter-personal  relationship  that 
appears  to  be  so  lacking  today. 

Once  the  diagnosis  is  made  and  ther- 
apy decided  upon,  a definite  prescription 
should  be  written  for  each  case,  e.g.,10 
Low  Back  Pain  (Acute).  Hot  packs  30 
minutes,  massage,  deep  kneading  or  deep 
stroking  10  minutes.  Treat  three  times 
daily. 

Rheumatoid  Arthritis  (Hands,  elbows, 
feet).  Paraffin  bath  126°,  10  dips,  form 
paraffin  glove.  Repeat  three  times.  Gen- 
tle stroking  massage  (avoid  joints)  10 
minutes,  exercise,  active  assistive,  active 
to  obtain  normal  joint  range.  Grade  daily 
for  two  weeks. 

Colles  Fracture.  Hydrotherapy,  30  min- 
utes, 110°  underwater  exercises  to  wrists 
and  fingers,  pronation  and  supination, 
massage  10  minutes,  deep  stroking,  exer- 
cise, 10  minutes,  active  and  assistive  to 
hands,  elbows  and  shoulders  to  maintain 
and  increase  range  of  motion. 

These  typical  prescriptions  will  serve 
the  patient  and  physician  well  as  a guide 
to  appropriate  therapy.  Applications  are 
specifically  detailed  and  certain  definite 
results  are  expected. 

It  is  important  to  make  mention  here 
of  the  increasing  importance  of  effective 
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types  of  exercises  in  physical  medicine 
and  rehabilitation.  De  Lorme  V progres- 
sive resistance  exercise  program  and  his 
elaboration  of  this  technique  in  muscle 
strengthening,  mobilization  of  joints,  and 
the  prevention  of  physical  deterioration, 
offers  much  to  the  physician  in  the  re- 
habilitation of  his  patients.  These  exer- 
cises can  be  done  in  the  office  or  home 
and  it  is  not  necessary  to  purchase  the 
expensive  De  Lorme  table  and  equipment. 
Simple  pulleys,  weights,  etc.  can  be  in- 
stalled most  inexpensively.  The  results 
obtained  by  these  exercises  are  most 
gratifying. 

Massage  is  of  great  value  to  the  phy- 
sician in  general  practice.  It  is  regret- 
table that  it  is  so  sadly  neglected.  Most 
patients  are  rub-unconscious  and  if  soli- 
citous relatives  are  going  to  rub  as  they 
usually  do  it  is  the  responsibility  of  the 
physician  to  teach  them  the  simple  tech- 
niques. Massage  increases  lymphatic  cir- 
culation, relieves  much  spasm  and  pro- 
motes localized  circulation  by  producing 
heat  and  vasodilatation. 

Thus  the  triad  of  heat,  massage,  and/or 
exercise,  judiciously  used,  will  be  of  defi- 
nite benefit  to  many  patients  treated  in 
the  office.  It  takes  time,  but  the  end  re- 
sults are  most  gratifying.  However,  if  a 
disability  is  permanent  and  the  patient 
cannot  return  to  his  former  occupation, 
then  the  actual  third  phase  of  medicine 
must  be  explored.  For  this  study  the  phy- 
sician should  call  upon  the  State  Depart- 
ment of  Vocational  Rehabilitation12  for 
guidance  and  help.  More  physicians  should 
use  this  service.  Regardless  of  the  type 
of  disability,  the  responsibility  of  the 
physician  to  his  patient  cannot  end  when 
the  acute  injury  has  been  cared  for.  It 
terminates  only  when  the  physician  takes 
the  responsibility  to  see  that  proper  re- 
ferral has  been  made  to  those  agencies 
and  institutions  which  are  equipped  to 
rehabilitate  and  retrain  the  patient  with 
a residual  physical  disability.  The  physi- 
cian who  fails  to  see  that  those  patients 
under  his  care  receive  the  full  benefits  of 
modern  methods  of  medical  rehabilitation 
and  retraining  is  in  the  same  category  as 


the  physician  who  still  persists  in  using 
dietary  restriction  alone  in  the  manage- 
ment of  diabetes,  when  insulin  is  avail- 
able. Medical  care  is  not  complete  until 
the  patient  has  been  trained  to  live  and 
work  with  what  he  has  left. 

Conclusion 

The  more  simple  procedures  in  physical 
medicine  and  rehabilitation  for  use  in  the 
office  and  home  in  the  management  of 
injury  and  disease  have  been  discussed. 

The  modalities  most  commonly  used  in 
general  practice  have  been  mentioned. 
Rehabilitation  as  the  third  phase  of  medi- 
cine has  been  correlated  with  physical 
medicine  for  the  maximum  care  of  the 
disabled  patient. 

The  basic  concept  of  the  doctor’s  re- 
sponsibility can  be  achieved  only  if  re- 
habilitation is  considered  an  integral  part 
of  medical  service.  Any  program  of  re- 
habilitation is  only  as  sound  as  the  basic 
medical  service  of  which  it  is  a part.  The 
diagnosis  must  be  accurate  and . a goal 
must  be  established,  for  it  is  upon  these 
that  the  feasibility  of  retraining  and  re- 
habilitation is  determined. 
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THE  ELECTROENTEROGRAM* 

A.  Lee  Lichtman,  M.D.,** 

New  York,  N.  Y. 

An  accurate  apparatus  for  the  simul- 
taneous recording  of  intraluminal  intes- 
tinal pressure  and  of  electrical  potentials 
should  be  of  great  importance,  because  it 
should  provide  information  of  definite 
physiologic  and  diagnostic  value.  An  in- 
strument, developed  in  our  laboratory,  has 
given  us  certain  data  which  we  are  at- 
tempting to  evaluate. 

This  report  describes  some  of  the  re- 
sults recorded  and  discusses  some  of  the 
problems  encountered.  The  wave  patterns 
obtained  are  very  complex  and  will  re- 
quire careful  study  and  interpretation. 
Furthermore,  additional  experience  will 
dictate  how  to  make  the  most  practical 
electrodes,  how  to  insure  definite  contact 
with  the  mucosa,  and  how  to  eliminate 
artefacts  which  may  complicate  the  study. 

Defects  in  the  classic  balloon  mano- 
metries that  provided  the  textbook  de- 
scriptions of  intestinal  dynamics  have 
been  summarized  by  Code  et  al.1  It  is  ap- 
parent that  balloons  produce  manometric 
curves  that  have  little  connection  with 
any  but  the  grossest  changes  going  on  in 
the  intestinal  lumen. 

In  studying  electrical  potentials  pro- 
duced by  the  gastrointestinal  tract,  great 
difficulty  is  encountered  in  developing 
electrodes  that  are  non-polarizing,  yet  can 
be  swallowed.  The  interpretation  of  the 
graphs  produced  will  occupy  intestinal 
physiologists  for  many  years,  since  the 
potentials  are  of  complex  origin.  The  po- 
tentials measured  could  be  generated  by : 
(1)  metabolic  activity  of  the  mucosal 
cells;  (2)  alterations  in  HCL  secretion; 
(3)  the  muscularis  mucosae;  (4)  the 
smooth  muscle  coats  of  the  stomach  wall ; 
(5)  diffusion  potentials;  (6)  phase 
boundary  phenomena;  (7)  potentials 
transmitted  from  other  viscera,  such  as 
the  heart;  and  (8)  electrode  contact 
effects. 

In  this  study  an  attempt  was  made  to 
measure  the  potentials  (both  A.C.  and 

v Read  before  the  Delaware  Academy  of  General  Practice, 

Wilmington,  December  12,  1953. 

New  York  Polyclinic  Medical  School  and  Hospital. 


D.C.)  derived  from  the  smooth  muscle  of 
the  stomach  wall  and  their  relation  to 
the  peristaltic  activity  of  the  intestine. 
Most  of  the  previous  published  works  are 
concerned  with  surface  mucosal  poten- 
tials. For  this  purpose  a complex  vacu- 
um tube  amplification  system  was  built 
in  which  an  extensive  range  of  frequen- 
cies could  be  selected.  In  each  system 
three  amplification  pathways  are  used 
and  only  data  appearing  on  all  three  are 
recorded.  A Dumont  oscillograph  is  in- 
corporated in  addition  to  a multichannel 
Sanborn  recorder.  An  in  vivo  pressure- 
sensing transducer  element  containing 
three  coils  and  measuring  5 x 10  mm. 
was  made.  When  the  element  is  attached 
to  a strain  gauge  and  a bridge,  linear 
pressure  relationships  of  satisfactory 
characteristics  are  obtained.  Two  Ag  - 
AgCl  electrodes,  2 cm.  apart,  were  em- 
ployed. The  pressure  transducer  and  the 
electrodes  were  incorporated  in  a small 
capsule  which  was  fitted  into  the  tip  of  a 
standard  double-lumen  intestinal  tube. 

With  the  pickup  in  a normal  fasting- 
stomach,  many  interesting  tracings  were 
obtained.  One  of  these  (Fig.  1)  resembles 


the  apical  lead  used  in  electrocardiogra- 
phy. In  addition,  a curve  of  vascular 
origin  was  obtained  (Fig.  2)  which  may 
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be  interpreted  as  representing  a vascular 
surge  effect  in  the  stomach. 

In  the  fasting  stomach  the  electrical 
potentials  are  usually  related  to  peristal- 
tic waves.  Occasional  currents  are  not 
related  to  changes  in  intraluminal  pres- 
sure. The  small  waves  are  in  the  region 
of  2-10  microvolts  and  the  large  bursts 
rise  to  100-150  microvolts.  Hunger  con- 
tractions, unrelated  to  the  periodic  waves, 
produce  high  potentials  (Fig.  3). 


Contact  with  the  electrodes  in  the  fast- 
ing stomach  is  not  as  much  of  a problem 
as  it  is  after  feeding,  because  the  col- 
lapsed antral  portion  insures  firm  con- 
tact. In  the  wave  patterns  obtained  not 
every  electrical  pulse  was  associated  with 
muscular  contraction,  nor  was  each  con- 
traction associated  with  an  increase  in 
intraluminal  pressure. 

Histamine  and  acetylcholine  produce 
maximal  contraction  of  the  stomach. 
After  one  hour,  this  is  followed  by  a 
period  of  decrease  or  quiescence  of  elec- 
trical and  mechanical  activity  for  30  min- 
utes. Conversely,  atropine  effect  is  fol- 
lowed by  a reversal  in  which  there  are 
extreme  bursts  of  electrical  activity  ac- 
companied by  marked  contractions.  If 
0.5  mg.  of  atropine  is  administered  it 
produces  60-120  minutes  of  quiescence, 
but  this  is  followed  by  30  minutes  of 
marked  hyperactivity.  These  after-effects 
were  abolished  by  potassium  salts  and 
tetraethyl-ammonium  chloride. 

Some  practical  observations  were  made 
in  studying  the  effect  of  certain  drugs  on 
these  potentials.  In  order  to  exclude  any 
HCL  effect,  two  grams  of  polyamine 
methylene  resin  (Resinat)  was  placed  in 


the  stomach.  The  effects  of  homatropine 
methylbromide  and  Resinat  with  Homa- 
tropine Methylbromide*  were  studied. 


When  the  effect  of  2 mg.  of  homatro- 
pine methylbromide  was  studied,  it  was 
found  that  activity  was  halted  for  30  to 
60  minutes,  so  that  only  the  electrocardio- 
gram pattern  came  through.  After  this 
interval  there  was  a marked  increase  in 
the  fluctuation  of  the  current  above 
normal : a sort  of  antispasmodic  after- 
effect (Fig.  4).  If,  however,  the  2 mg. 
of  homatropine  methylbromide  were 
given  adsorbed  on  0.5  g.  of  polyamine 
methylene  resin  (Resinat  H-M-B)  the 
effect  was  modified,  more  prolonged  and 
there  was  no  increase  in  the  after-effect 
activity  as  found  with  atropine  and  the 
plain  homatropine  methylbromide. 

Summary 

An  apparatus  is  described  for  the  sim- 
ultaneous recording  of  intestinal  poten- 
tials and  peristalsis.  The  present  difficul- 
ties in  the  interpretation  of  the  tracings 
are  discussed,  and  evidence  is  presented 
of  excessive  gastric  activity  after  an  anti- 
spasmodic has  been  administered.  Evi- 
dence is  also  presented  that  a polyamine 
methylene  resin  (Resinat)  has  an  ap- 
parent capacity  to  modify  this  excessive 
gastric  activity  which  so  often  follows 

* We  express  our  appreciation  to  the  Medical  Research  De- 
partment of  the  National  Drutf  Company,  Philadelphia, 
for  liberal  supplies  of  homatropine  methylbromide,  Resinat, 
and  Resinat  H-M-B. 
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the  administration  of  homatropine  meth- 
ylbromide. 

112  East  7Uth  Street 

REFERENCE 

1.  Code,  C.  F.,  Hightower,  N.  C.,  Jr.,  & Morlock,  C.  G.: 
Motility  of  the  Alimentary  Canal  in  Man,  Am.  J.  Med., 
13:328,  1952. 


MISCELLANEOUS 

Curative  Workshop  Day  at  Wanamaker’s 

The  fifth  annual  Curative  Workshop 
Day  at  Wanamaker’s,  Wilmington,  spon- 
sored by  the  Junior  League  of  Wilming- 
ton, will  be  held  Wednesday,  March  30 
from  9:30  a.m.  to  9:00  p.m.  A percent- 
age of  sales  that  day  will  go  to  the  Work- 
shop to  be  added  to  the  Building  Fund 
Campaign. 

If  you  can’t  come  in,  write  or  phone. 
Wanamaker’s  will  be  well  stocked  with 
new  spring  merchandise  at  tremendous 
savings.  You  may  start  buying  today! 
Advance  purchases  amounting  to  $15  or 
more  in  any  department  may  be  held  for 
you  until  March  30,  if  you  ask  that  cred- 
it be  given  to  the  Delaware  Curative 
Workshop.  Save  your  shopping  for  March 
30  and  help  the  Junior  League  boost  the 
Building  Fund. 


Re:  Hypertension 

Individuals  over  40  who  had  decreased 
their  salt  intake  for  ten  years  and  who 
do  not  smoke  showed  a higher  prevalence 
of  hypertension  according  to  a prelimin- 
ary inquiry  among  799  persons  as  re- 
ported in  an  article  by  C.  A.  D’Alonzo, 
M.D.,  of  the  E.  I.  Du  Pont  de  Nemours  & 
Co.,  of  Wilmington,  Del.,  published  in  the 
November  issue  of  Industrial  Medicine 
and  Surgery,  the  official  publication  of 
the  Industrial  Medical  Association. 

The  study  also  confirms  previous  indi- 
cations that  there  is  a greater  chance  of 
the  children  having  hypertension  when 
one  or  both  parents  have  it,  than  when 
neither  parent  has  it.  “It  is  also  inter- 
esting that  this  chance  seems  to  be  slight- 
ly greater  when  the  mother  has  hyper- 


tension than  when  the  father  has  it,”  Dr. 
D’Alonzo  adds. 

Making  no  definite  conclusions,  Dr. 
D’Alonzo  in  his  article  explains  the  de- 
tails of  the  preliminary  inquiry  support- 
ing them  by  very  interesting  statistical 
tables  and  urging  industry  to  collect  such 
personal  data  which  will  enable  a more 
definite  study  of  the  relation  of  family 
history  to  the  development  of  hyperten- 
sion. 

To  obtain  the  complete  article  write  to : 
Industrial  Medicine  and  Surgery,  605 
North  Michigan  Avenue,  Chicago  11,  111. 


Allergists  to  Hold  Annual  Meeting 

The  Eleventh  Annual  Congress  and 
Graduate  Instructional  Course  in  Allergy 
of  the  American  College  of  Allergists  will 
be  held  at  the  Hotel  Morrison  in  Chicago, 
April  25  through  the  30th.  The  first 
three  days  will  be  devoted  to  40  hours  of 
intensive  teaching  of  the  basic  facts  in 
this  field  of  medicine.  These  courses  will 
be  conducted  by  45  specialists  well  known 
for  their  teaching  ability. 

The  last  two  days  will  be  devoted  to 
more  advanced  clinical  papers  and  to  re- 
ports of  research  and  investigations.  The 
Annual  Oration  of  the  College  will  be 
given  this  year  by  Robert  A.  Cooke,  M.D., 
Director  of  the  Institute  of  Allergy  at 
the  Roosevelt  Hospital,  New  York  City, 
and  one  of  the  great  pioneers  in  the  field. 
His  subject  will  be:  “Medical  Research 
in  the  Field  of  Allergy.” 

Any  member  in  good  standing  of  his 
local  county  medical  society  is  cordially 
invited  to  attend.  Further  details  and  the 
program  may  be  obtained  by  writing 
American  College  of  Allergists,  La  Salle 
Medical  Building,  Minneapolis  2,  Minne- 
sota. 

Revision  of  Foreign  Quarantine 
Regulations 

The  first  major  revision  of  foreign 
quarantine  regulations  since  1946  has 
been  completed  by  the  Public  Health 
Service.  The  revision,  which  became  ef- 
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fective  January  10,  affects  some  270  sea- 
ports, airports,  and  border  entry  points 
where  the  regulations  are  administered 
by  medical  officers  and  inspectors  of  the 
Division  of  Foreign  Quarantine,  Public 
Health  Service.  The  regulations  deal 
chiefly  with  six  quarantinable  diseases: 
smallpox,  yellow  fever,  cholera,  plague, 
typhus,  and  relapsing  fever. 

Changes  in  the  regulations  reflect  re- 
cent advances  in  international  reporting 
of  disease  outbreaks.  They  also  reflect 
the  improvement  of  health  practices  on 
such  matters  as  food  and  water  sources 
for  ships  and  aircraft,  and  disposal  of 
waste.  Many  of  the  changes  are  based 
on  United  States  commitments  under  in- 
ternational Sanitary  Regulations  of  the 
World  Health  Organization.  The  inter- 
national regulations  are  intended  to  in- 
sure uniformity  in  quarantine  measures 
and  maximum  protection  against  the  in- 
ternational spread  of  disease,  and  to  pre- 
vent unnecessary  interference  with  world 
traffic. 

The  vaccination  certificate  is  a key 
document  in  U.  S.  quarantine  procedure. 
Travelers  arriving  from  most  foreign 
countries  are  required  to  show  the  quar- 
antine inspector  a certificate  of  smallpox 
vaccination,  recording  such  a vaccination 
received  within  three  years  of  arrival. 
Travelers  without  this  certificate  may  be 
offered  vaccination  by  the  quarantine 
officer,  released  under  surveillance  (sub- 
ject to  medical  examination  at  their  des- 
tination), or  placed  in  isolation  for  four- 
teen days,  as  warranted  by  the  probabil- 
ity of  infection  during  travel. 

Public  Health  Service  officials  believe 
that  this  practice  has  contributed  mater- 
ially to  the  control  of  smallpox  in  the 
United  States.  They  have  pointed  out 
that  1954  was  the  first  year  in  which  not 
a single  case  of  smallpox  was  reported  in 
the  Nation.  In  1920  there  were  110,672 
reported  cases. 

Under  the  revised  regulations  the  yel- 
low fever  vaccination  requirement  is 
limited  to  persons  coming  into  the  “yel- 
low fever  receptive  area”  of  the  United 


States.  This  area  includes  the  southern 
part  of  continental  United  States,  and  is- 
land possessions.  Possession  of  a cer- 
tificate of  yellow  fever  vaccination  re- 
ceived within  the  preceding  six  years  is 
required  for  travelers  arriving  in  or  des- 
tined for  this  area  within  six  days  from 
yellow  fever  infected  areas  (part  of 
Africa  and  of  South  America,  Central 
America,  and  Trinidad). 

The  regulations  contain  a new  require- 
ment that  seaports  and  airports  in  the 
yellow  fever  receptive  area  be  kept  free 
of  mosquitoes.  There  has  not  been  an 
outbreak  of  yellow  fever  in  the  nation 
since  1905,  but  health  authorities  have 
voiced  increasing  concern  over  the  recent 
spread  of  the  disease  in  the  Western 
Hemisphere.  They  have  pointed  out  that 
a species  of  mosquito  capable  of  spread- 
ing yellow  fever  is  still  present  in  signifi- 
cant numbers  in  the  nation’s  receptive 
area. 

A certificate  of  cholera  vaccination  re- 
ceived within  the  preceding  six  months  is 
still  required  for  travelers  arriving  with- 
in five  days  from  an  infected  area.  Chol- 
era has  recently  occurred  only  in  limited 
areas  of  Asia.  Persons  traveling  by  air- 
plane may  arrive  in  the  United  States 
within  the  five-day  “incubation  period”  of 
the  disease. 


It  is  certain  that  tuberculosis  is  not  an 
inescapable  component  of  human  society. 
It  is  always  the  result  of  gross  defects  in 
social  organization  and  in  the  manage- 
ment of  individual  life.  It  is  truly  a social 
sin  which  can  and  must  be  stamped  out. 
Rene  J.  Dubos,  Ph.D.,  Am.  Rev.  Tuberc., 
July,  1953. 


One  of  the  greatest  benefits  of  the  mass 
survey  has  been  to  demonstrate  to  both 
the  medical  profession  and  the  public  the 
existing  high  prevalence  of  tuberculosis 
and  the  need  for  a continuous,  efficient, 
case-finding  program  in  each  community. 
George  Jacobson,  M.D.,  and  Denis  C.  Ad- 
ler, M.D.,  Am.  Rev.  Tuberc.,  June,  1954. 
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Your  Directory  Information  Card 

The  new,  19th  edition  of  the  American 
Medical  Directory  is  now  in  galley  form, 
and  it  is  expected  that  the  book  will  be 
ready  for  delivery  about  the  middle  of 
1955.  The  previous  edition  was  issued  in 
1950.  Since  that  time  is  has  not  been  pos- 
sible to  publish  a new  edition  because 
changes  in  the  membership  structure  of 
the  American  Medical  Association  made 
it  difficult  to  obtain  an  accurate  list  of 
members. 

During  the  last  three  months  of  1954 
over  240,000  directory  information  cards 
were  mailed  to  every  physician  in  the 
United  States,  its  dependencies,  and  Can- 
ada, requesting  information  to  be  used  in 
compiling  the  new  Directory.  Up  to  now 
only  85,000  cards  have  been  returned  to 
the  AMA ! Please  return  it  promptly  re- 


gardless of  whether  any  change  has  oc- 
curred in  any  of  the  points  on  which  in- 
formation is  requested.  It  is  urged  that 
physicians  also  fill  out  the  right  half  of 
the  card,  which  section  requests  informa- 
tion to  be  used  exclusively  for  statistical 
purposes.  If  the  card  has  been  lost  or 
mislaid  please  write  a letter  promptly  to 
the  Directory  Department  of  the  AMA 
to  insure  an  accurate  listing  of  your  name 
and  address.  There  is  no  charge  for  pub- 
lishing the  data,  nor  are  physicians  ob- 
ligated in  any  way.  Do  it  now! 

The  Directory  is  one  of  the  most  im- 
portant contributions  of  the  American 
Medical  Association  to  the  work  of  the 
medical  profession  in  the  United  States. 
In  it,  as  in  no  other  published  directory, 
one  may  find  dependable  data  concerning 
physicians,  hospitals,  medical  organiza- 
tions, and  activities.  It  provides  full  in- 
formation on  medical  schools,  specializa- 
tion in  the  fields  of  medical  practice, 
memberships  in  special  medical  societies, 
tabulation  of  medical  journals  and  librar- 
ies, and  statistics  on  the  distribution  of 
physicians  and  hospitals  in  the  United 
States. 


COMING  MEETINGS 

March  22  — St.  Francis  Hospital  Staff 
Meeting  — “Surgical  Consideration  of 
Peptic  Ulcer”,  Dr.  Robert  J.  Coffey, 
Prof,  of  Surgery,  Georgetown,  Univ. 
8:30  p.m. 

March  22  — Milford  Memorial  Hospital 
Staff  Conference,  4:30  p.m. 

March  29  — Milford  Memorial  Hospital 
Staff  Conference,  4:30  p.m. 

March  29  — Delaware  Psychiatric  So- 
ciety, Delaware  Academy  of  Medicine. 
Judge  John  J.  Biggs. 

March  29-April  1 — Annual  Postgradu- 
ate Institute,  Phila.,  Co.  Med.  Soc., 
Bellevue-Stratford  Hotel,  Phila. 

April  5 — Milford  Memorial  Hospital  Staff 
Conference,  4:30  p.m. 
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April  5 — Memorial  Hospital  Staff  Meet- 
ing — “The  Evaluation  and  Treatment 
of  Gastrointestinal  Bleeding”,  8:30  p.m. 

April  7 — Natieoke  Memorial  Hospital 
Staff  Meeting,  12:30  p.m. 

April  12  — Milford  Memorial  Hospital 
Staff  Meeting,  4:30  p.m. 

April  12  — Kent  County  Medical  Society 
Meeting. 

April  13  — Health  Forum — “Overweight 
and  Underweight”  — Dr.  Norman  Ja- 
liffe,  New  York  College  of  Medicine. 
P.  S.  duPont  High  School,  8:00  p.m. 

April  14  — Sussex  County  Medical  So- 
ciety, Milford,  9:00  p.m. 

April  15  — Beebe  Hospital  Staff  Meeting, 
1:00  p.m. 

April  16  — Symposium:  Gastroenterology, 
Delaware  Academy  of  General  Practice. 
“Acute  Ulcerative  Enteritis”,  Dr.  Abra- 
ham H.  Aaron,  Buffalo,  “Treating  Pep- 
tic Ulcers  with  Unrestricted  Diet”,  Dr. 
Edward  Marshall,  Cleveland,  “Emotional 
Factors  in  Gastro-intestinal  Disorders”, 
Dr.  Edward  Weiss,  Phila.,  Luncheon. 
9:30  a. m. -1:30  p.m.,  “Differential  Diag- 
nosis in  the  Acute  Abdomen”,  Dr.  H. 
Taylor  Caswell,  Phila.,  “Aspects  of  Radi- 
ology in  Gastro-Enterology”,  Dr.  Ar- 
thur Finklestein,  Phila.,  1:40-4:45  p.m. 
A.  I.  duPont  Institute. 

April  19  — Milford  Memorial  Hospital 
Staff  Conference,  4:30  p.m. 

April  19  — New  Castle  County  Medical 
Society  Meeting,  “Recognition  of  Pul- 
monary Embolism”,  Dr.  Hugh  H.  Hus- 
sey, Jr.,  Associate  Professor  of  Clinical 
Medicine,  Georgetown  U.,  St.  Francis 
Hospital,  Clinical  Session  3:00-5:00  p.m. 
Delaware  Academy  of  Medicine,  8:30 
p.m. 

April  25-29  — American  College  of  Phy- 
sicians’ Annual  Meeting,  Philadelphia. 

April  26  — Wilmington  General  Hospital 
Staff  Meeting,  Orthopedic  Surgery. 

April  26  — Milford  Memorial  Hospital 
Staff  Conference,  4:30  p.m. 


May  3 — 25th  Anniversary  Meeting,  Del- 
aware Academy  of  Medicine.  Dr.  Det- 
lev  W.  Bronk,  President,  Rockefeller 
Institute  of  Medical  Research.  Dr. 
John  A.  Monroe,  Professor  of  History, 
University  of  Delaware. 

June  6-10  — American  Medical  Associa- 
tion, Annual  Meeting,  Atlantic  City. 


Ulysses  W.  Hocker,  M.D. 

Dr.  Ulysses  W.  Hocker,  85,  the  last  of 
the  general  practitioners  of  the  horse-and- 
buggy  era  at  Lewes,  died  on  February  6, 
1955  at  the  Fairholme  Nursing  Home, 
Seaford,  where  he  had  been  a guest  since 
last  December.  He  was  taken  to  the  nurs- 
ing home  after  breaking  his  hip  in  a fall 
at  his  home  on  Kings  Highway  in  Octo- 
ber. 

Born  at  Ocean  View  on  Sept.  12,  1869, 
he  was  the  son  of  Jacob  and  Marian  Long 
Hocker.  During  his  59  years  of  active 
practice  he  became  prominent  in  the 
state’s  medical,  financial,  and  educational 
circles,  as  well  as  in  civic  affairs  of  Lewes 
where  he  had  made  his  home  since  1902. 

He  served  two  terms  as  mayor  of  Lewes, 
in  1931  and  1932.  He  was  president  of 
the  Medical  Society  of  Delaware  in  1931- 
32,  and  was  also  a member  of  the  Sus- 
sex County  Medical  Society  and  of  the 
American  Medical  Association.  For  many 
years  he  held  the  presidency  of  the  Lewes 
Board  of  Education,  and  had  also  served 
on  the  town’s  Board  of  Health.  He  was 
a member  of  the  advisory  board  of  the 
Beebe  Hospital. 

Dr.  Hocker  served  13  years  as  chair- 
man of  the  board  of  directors  of  the 
Lewes  branch  of  the  Sussex  Trust  Com- 
pany, from  which  he  resigned  in  Novem- 
ber, 1949,  at  the  age  of  80. 

A charter  member  of  the  Lewes  Ro- 
tary Club,  he  became  president  in  1930. 

Dr.  Hocker  married  the  former  Miss 
Adella  M.  Townsend  of  Frankford  on  Ap- 
ril 6,  1893,  who  died  in  1925.  They  had 
one  child,  Helen,  now  Mrs.  George  E. 
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Chambers,  Sr.,  wife  of  a Delaware  River 
pilot.  He  also  leaves  one  grandson,  George 
E.  Chambers,  Jr.,  also  a river  pilot,  and 
a granddaughter,  Miss  Adele  T.  Cham- 
bers. 

Funeral  services  were  held  in  Bethel 
Methodist  Church,  Lewes,  on  February 
9th,  with  the  pastor,  the  Rev.  A.  Edward 
Dougherty,  officiating.  Interment  was  in 
Lewes  Methodist  Cemetery. 


George  W.  Vaughan,  M.D. 

Dr.  George  W.  Vaughan  died  suddenly 
on  February  11,  1955.  He  had  crossed  the 
street  from  his  home  and  office  to  move 
his  automobile  when  he  became  ill.  His 
wife,  Mrs.  Florence  L.  Vaughan,  crossed 
the  street  just  as  he  was  being  carried 
into  the  hallway  of  the  Kane  Apartments 
by  the  custodian. 

Dr.  Vaughan  told  his  wife  he  thought 
he  had  suffered  a heart  attack,  and  asked 
her  to  call  an  ambulance.  Moments  later 
he  collapsed  and  was  dead  by  the  time 
he  had  been  taken  to  his  own  office.  He 
was  62  years  old. 

A gastro-intestinal  specialist  for  the 
past  30  years,  Dr.  Vaughan  was  a mem- 
ber of  the  medical  staff  of  Wilmington 
General  Hospital.  He  was  past  president 
of  New  Castle  County  Medical  Society. 

Born  in  Chesapeake  City,  Md.,  on  May 
20,  1892,  he  attended  Chesapeake  City 
High  School  and  was  graduated  from  the 
University  of  Maryland  Medical  School  in 
1917.  During  World  War  I,  following 
graduation,  he  was  assistant  to  the  chief 
surgeon  of  the  hospital  of  the  Du  Pont 
Company’s  Powder  Works  at  Carneys 
Point. 

A 32nd  Degree  Mason,  Dr.  Vaughan  was 
president  of  the  Delaware  Shrine  Club 
from  1934  to  1937.  He  also  was  a trustee 
of  Nur  Temple,  Order  of  the  Mystic 
Shrine;  past  master  of  Corinthian  Lodge 
No.  20,  A.  F.  and  A.  M. ; a member  of 
Delaware  Consistory;  the  Bedford  Club 
and  Lancaster  County  Shrine  Club,  all 
Masonic  organizations.  He  also  belonged 
to  the  Wilmington  Power  Squadron,  the 


Medical  Society  of  Delaware  and  the 
American  Medical  Association. 

In  addition  to  his  wife,  he  is  survived 
by  a son,  G.  Lawrence  Vaughan,  this  city; 
a granddaughter,  Judith  L.  Vaughan;  two 
sisters,  Mrs.  Elizabeth  Blansfield,  Chesa- 
peake City,  and  Mrs.  Annie  Creamer,  Col- 
lins Park,  and  a brother,  James  L. 
Vaughan,  Delaire. 

The  Rev.  Dr.  A.  H.  Kleffman,  pastor  of 
West  Presbyterian  Church,  officiated  at 
the  funeral  on  February  15th  at  the  Mc- 
Creary Funeral  Home.  Interment  was  in 
Gracelawn  Memorial  Park. 


BOOK  REVIEWS 

Standard  Values  in  Nutrition  and  Me- 
tabolism. Edited  by  Errett  C.  Albritton, 
M.D.,  under  the  direction  of  the  Committee 
on  the  Handbook  of  Biological  Data,  Amer- 
ican Institute  of  Biological  Sciences,  Na- 
tional Research  Council.  Pp.  380,  Paper. 
Price,  $6.50.  Philadelphia:  W.  B.  Saunders 
Company,  1954. 

This  monograph  is  the  product  of  more 
than  800  specialists  in  the  fields  of  nu- 
trition and  metabolism  in  this  country 
and  abroad.  There  are  223  pages  of  tables 
and  16  pages  of  diagrams  of  authoritative 
data,  mostly  quantitative.  Both  plant  and 
animal  forms  are  included. 

Obviously  this  book  is  an  important 
reference  work  for  scientific  workers,  but 
is  of  little  practical  value  to  the  physician 
or  to  the  dietitian.  A very  complete  bib- 
liography and  subject  index  are  given. 

The  Physician  and  His  Practice.  Edited 
by  Joseph  Garland,  M.D.,  Editor,  New  Eng- 
land Journal  of  Medicine.  Pp.  270.  Cloth. 
Price,  $5.00.  Boston:  Little,  Brown  and 

Company,  1954. 

Eighteen  experts  in  the  fields  dealing 
with  family,  community,  and  business  life 
of  the  doctor  have  prepared  a very  useful 
book  of  practical  advice  for  the  young 
doctor  and  a source  of  re-evaluation  of 
ideas  for  the  older  physician. 

Nineteen  chapters  discuss  Family  and 
Community  Relations,  the  Doctor’s  Wife, 
Doctor  and  the  Hospital,  Medicine  and  the 
Law,  Group  Practice,  and  many  other  re- 
lated subjects.  A complete  index  makes 
the  information  in  the  book  easy  to  lo- 
cate. 
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All  physicians  can  find  in  this  book 
much  of  value  toward  making  their  work 
easier,  more  efficient,  and  more  profitable. 


The  Role  of  the  Pituitary  in  Cancer. 

By  Henry  K.  Wachtel,  M.D.  Pp.  31.  Paper. 

Price,  $2.00.  New  York:  William-Frederick 

Press,  1954. 

This  pamphlet  outlines  the  experimental 
work  being  done  in  terminal  cancer  cases 
by  the  use  of  “Antineol”,  a crystalline 
lipid  isolated  from  the  posterior  pituitary. 
Encouraging  results  warrant  more  exten- 
sive studies  to  determine  whether  a dis- 
turbance in  the  function  of  the  pituitary 
plays  any  part  in  the  production  of  can- 
cer. 


Clinical  Aspects  of  the  Autonomic  Nerv- 
ous System.  By  L.  A.  Gillilan,  M.D.,  As- 
sociate Professor  of  Anatomy,  Graduate 
School  of  Medicine,  University  of  Pennsyl- 
vania. Pp.  316,  with  42  illustrations.  Cloth. 
Price,  $6.50.  Boston:  Little,  Brown  and 

Company,  1954. 

The  clinician  is  gradually  coming  to 
realize  that  what  has  been  stumbled  over 
for  years  as  the  neuroses  are  primarily 
disorders  of  the  autonomic  nervous  sys- 
tem — nervous  exhaustion  (neurasthen- 
ia), general  nervous  tension  states,  anx- 
iety and  related  vague  disorders,  often 
considered  hysterical  in  nature.  The  ma- 
terial is  well  presented  in  brief,  simple, 
readable  form.  Although  the  surgical  as- 
pect is  stressed,  the  family  doctor  and 
his  problems  have  not  been  forgotten. 
The  atropine  group,  epinephrin,  ampheta- 
mine, physostigmine  salicylate  and  newer 
drugs  effecting  the  autonomic  nervous 
system  are  considered  in  their  anatom- 
ical, physiological,  and  pharmacological 
relationships.  Attention  to  the  symptom- 
atology of  the  autonomic  nervous  system 
and  the  skillful  use  of  effective  measures 
will  greatly  improve  the  family  doctor’s 
personal  satisfaction  and  give  scientific 
relief  to  many  of  his  patients  suffering 
early  and  mild  symptoms  of  nervous  and 
mental  disorders. 


Review  of  Medical  Microbiology.  By  Er- 
nest Jawetz,  Ph.D.,  M.D.,  Joseph  L.  Mel- 
nick,  Ph.D.,  and  Edward  A.  Adelberg,  Ph.D. 
Pp.  360.  Paper.  Price,  $4.50.  Los  Altos  (Cal- 
ifornia) : Lange  Medical  Publications,  1954. 


This  is  a most  complete  volume  of  med- 
ical microbiology.  It  covers  bacteria  and 
viruses,  and  discusses  all  of  the  diseases 
caused  by  these  organisms.  It  gives  a 
thoroughly  scientific  discussion  of  the 
principles  of  immunology. 

The  information  is  presented  in  outline 
form,  with  tables,  formulas,  and  photo- 
graphs where  necessary  to  make  the  in- 
formation clear.  Bacteriophage  is  dis- 
cussed in  the  last  chapter.  A complete  in- 
dex makes  the  information  easily  acces- 
sible. 

Medical  and  laboratory  students  as  well 
as  physicians  and  microbiologists  will 
find  this  book  indispensable. 


Handbook  of  Medical  Treatment.  Edited 
by  Milton  J.  Chatton,  M.D.,  Sheldon  Mar- 
gen,  M.D.,  and  Henry  D.  Brainerd,  M.D. 
Fourth  edition.  Pp.  569.  Paper.  Price,  $3.00. 
Los  Altos  (California)  : Lange  Medical  Pub- 
lications, 1954. 

Medical  student  and  practitioner  alike 
will  find  this  pocket  sized  handbook  a 
valuable  reference  and  source  of  informa- 
tion. Emergency  measures,  as  well  as  the 
latest  therapeutic  advances,  are  carefully 
but  concisely  presented.  Diseases,  their 
symptoms,  and  treatment  are  listed  ac- 
cording to  systems.  Numerous  tables  and 
outlines  systematically  arranged,  a table 
of  contents,  and  a subject  index  add 
greatly  to  the  usefullness  of  this  book. 


This  Pace  is  NOT  Killing  Us.  By  J.  I. 
Rodale.  Pp.  64.  Cloth.  Price,  $1.00.  Em- 
maus  (Pennsylvania)  : Rodale  Books,  Inc., 
1954. 

The  author  writes  convincingly  of  the 
scientific  schools,  conveniences,  comforts, 
and  medicines  wTe  enjoy  today:  we  even 
live  longer.  Those  who  drop  dead,  he  says, 
do  so  not  from  the  fast  pace  of  the  times, 
but  from  unscrupulous  devouring  of  fat, 
starchy,  chemically  treated  foods  and  al- 
coholic beverages,  resulting  in  obesity 
and  decreasing  exercise.  Mr.  Rodale  gives 
his  personal  ideas  on  living  without  pre- 
senting any  scientific  data.  Common  sense 
is  what  he  offers.  Take  it  or  leave  it;  it 
is  well  worth  $1.00. 
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BANTHINE®  IN  PEPTIC  ULCER 


BANTHINE 


■ Li*W»i>yi»— 

disappearance  of  type  ii  antral  contractions 


ii 1 111 111  linn  ii  mi  i in  ii  i 


disappearance  of  pain 


PAIN 


Effect  of  100  mg.  of  BanthTne  administered  orally  on  antral  gastric  motility  and  duodenal  ulcer  pain. 

Hightower,  N.  C.,  Jr.,  and  Gambill,  E.  E.:  Gastroenterology  23  : 244  (Feb.)  1953. 


Hypermotility  and  Hyperacidity 

W ith  its  proved  anticholinergic  effectiveness, 
Banthine  has  been  found  extremely  useful  in  the 
medical  management  of  active  peptic  ulcer,  whether 
duodenal,  gastric  or  marginal. 

The  immediate  increase  in  subjective  well-being 
and  the  simplicity  of  the  Banthine  regimen  assures 
patient  cooperation.  The  recommended  initial  ther- 
apeutic dose  is  50  or  100  mg.  (one  or  two  tablets) 
every  six  hours  around  the  clock,  with  subsequent 
individual  adjustment.  The  usual  measures  of  diet 
regulation,  rest  and  relaxation  should  be  followed. 

Banthine  is  effective  in  other  conditions  caused  by 
excess  parasympathetic  stimulation.  These  include 
hypertrophic  gastritis,  acute  and  chronic  pancreatitis, 
biliary  dyskinesia  and  hyperhidrosis.  Banthine  is 
contraindicated  in  the  presence  of  glaucoma  and 
should  be  used  with  caution  in  the  presence  of  severe 
cardiac  disease  or  prostatic  hypertrophy. 

Banthine  bromide  (brand  of  methantheline  bro- 
mide) is  supplied  in  scored  tablets  of  50  mg.  and  in 
ampuls  of  50  mg.  It  is  accepted  by  the  Council  on 
Pharmacy  and  Chemistry  of  the  American  Medical 
Association.  G.  D.  Searle  & Co..  Research  in  the 
Service  of  Medicine. 


A recent  evaluation  of  anticholin- 
ergic therapy  in  peptic  ulcer  em- 
phasizes the  fact  that  now  the  pro- 
fession has  at  its  disposal  agents 
that  are  “ effective  in  reducing  both 
secretory  and  motor  activity  of  the 
stomach .” 

The  effect  on  motor  activity  is 
generally  more  pronounced  and 
less  variable  than  on  secretion; 
pain  relief  is  usually  prompt;  a 
high  degree  of  effectiveness  is  noted 
in  ambulatory  ulcer  patients. 

Ruffin,  J.  M.;  Texter,  E.  C.,  Jr.;  Carter , D.  D., 
and  Baylin,  G.  J.:  J.A.M.A.  153  :1159  (Nov. 
28)  1953. 
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• A recognized  private  psychiatric  hos- 
pital for  the  treatment  of  all  nervous 
and  mental  illness,  including  alcoholism 
and  senility.  Complete  facilities  for  elec- 
troshock therapy,  insulin  therapy,  psy- 
siotherapy,  hydrotherapy  and  a well  or- 
ganized program  of  occupational  and  so- 
cial therapy  under  a certified  therapist. 
Referring  physicians  may  retain  super- 


'DanCiacttwi 

SavUtasiicim 

WEST  CHESTER,  PA. 


vision  of  patients.  Located  on  a beautiful 
28-acre  tract  . . . buildings  are  well 
equipped  and  attractively  appointed. 
Capacity:  75  beds,  single  room  occu- 
pancy. Complete  information  upon  re- 
quest. 

Apply — Superintendent 

DARLINGTON  SANITARIUM,  ING. 
WEST  CHESTER.  PENNSYLVANIA 
Telephone:  West  Chester  3120 


■ cc.u  « OAT.  099 

ICE  CREAM 


IT'S  GOT 


yfetnfi/i/iifitb  iwf/tten^ue 


64,000  X 


Hemophilus  influenzae  (“influenza  bacillus”)  is  a Gram-negative  organism  which  grows 
only  in  the  presence  of  hemoglobin.  Contrary  to  its  name,  it  is  not  the 
causative  agent  in  influenza,  but  rather  is  commonly  involved  in 
meningitis  • chronic  bronchitis  • bronchiolitis 
tracheobronchitis  • supraglottic  laryngitis  . bronchopneumonia 


It  is  another  of  the  inure  than  30  organisms  susceptible  to 

PAN  MVCIIM. 


100  mg.  and  230  mg.  capsules 


■^TRADEMARK,  REG.  U.  S.  PAT.  OFF. 


Upjohn 
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ECKERD’S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 
900  Orange  Street  Manor  Park 

WILMINGTON,  DELAWARE 


A Store  for  . . . 

Jltfa/ity  . (/inf /<'<■/  .JYo/A'^ 
tyiAc  fjdie  Accent 

LEIBO  WITZ’S 

224-226  Market  Street 
Wilmington,  Delaware 


George  T.  Tobin  & Sons 

BUTCHERS 


NEW  CASTLE,  DELAWARE 

Phone  N.  C.  3411 


PARKE 

///t)  /f/ff/ff.nff/ 

Mine 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  11,  Pa. 
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Foot-so-Port 
Shoe  Construction  and 
its  Relation  to 
Center  Line  of 
Body  Weight 


1 .  The  highest  percent  of  sizes  in  the  shoe  business  are 
sold  in  Foof-so-Port  shoes  to  the  big  men  and  women  who 
have  found  that  Foot-so-Port  construction  is  the  strongest, 
because 

• The  patented  arch  support  construction  is  guaranteed 
not  to  break  down. 


• Special  heels  are  longer  than  most  anatomic  heels  and 
maintain  the  appearance  of  normal  shoes. 

• Insole  extension  and  wedge  at  inner  corner  of  the  heel 
where  support  is  most  needed. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or  col- 
lapse. Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

2.  Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  the  assistance  of  many  top 
orthopedic  doctors.  We  invite  the  members  of  the  medi- 
cal profession  to  wear  a poir  — prove  to  yourself  these 
statements. 

3.  We  make  more  pairs  of  custom  shoes  for  polio  feet  and 
all  types  of  abnormal  feet  than  any  other  manufacturer. 


FOOT-SO-PORT  SHOES  for  Men  and  Women 


There  is  a FOOT-SO-PORT  agency  in  all  leading 
towns  and  cities.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis 
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audivox  presents  a versatile  new  tool  in  the  psycho- 
logical and  somatic  management  of  hearing  loss  — the 
Model  72  “New  World.”  Because  it  departs  completely 
from  conventional  hearing-aid  appearance,  this  tiny 
"prosthetic  ear”  may  be  worn  as  a barrette,  tie  clip,  or 
clasp  without  concealment.  Resultant  benefits  include 
new  poise  and  new  aural  acuity  for  the  wearer  through 
free-field  reception  without  clothing  rustle. 


MANY  DOCTORS  rely  on  career  Audivox  dealers 
for  conscientious,  prompt  attention  to  their 
patients’  hearing  needs.  There  is  an  Audivox 
dealer  — chosen  for  his  interest,  ability,  and 
integrity  — in  your  vicinity.  He  is  listed  in  the 
Hearing  Aid  section  of  your  classified  telephone 
directory,  under  Audivox  or  Western  Electric. 


bl  II  eblood 


news 


all-transistor 
Model  72 
by  Audivox 


Only  a long  and  distinguished  ancestry  of 
champions  can  produce  a feline  blueblood. 


Alexander  Graham  Bell 


Only  audivox  in  the  hearing-aid  field  can  trace  an 
ancestry  that  includes  both  Western  Electric  and  Bell 
Telephone  Laboratories,  audivox  lineage  springs  from 
the  pioneer  experiments  of  Dr.  Alexander  Graham  Bell, 
furthered  by  the  development  of  the  hearing  aid  at  Bell 
Telephone  Laboratories,  brought  to  fruition  by  Western 
Electric  and  audivox  engineers. 


Successor  to  Hearing  Aid  Division 

123  Worcester  St.,  Boston,  Mass. 


the  blueblood  of  hearing  aids 
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Physicians’  and  Surgeons’ 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  Which  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  8-6471 
If  it's  insurable  ice  can  insure  it 


LEDERLE 


POLIOMYELITIS 
IMMUNE  GLOBULIN 


(human) 


For  the  modification 
of  measles  and  the 
prevention  or  attenuation 
of  infectious  hepatitis 
and  poliomyelitis. 


LEDERLE  LABORATORIES  DIVISION 
American  Ctfartamid compa.vjt  Pearl  River,  New  York 


EVERYTHING  NEW  IN  DRUGS 

FOR  DOCTORS  ONLY! 

% 61380  | 

6-1380  is  Brittingham's  unlisted  telephone  number  for 
the  use  of  doctors  only  . . . Phone  your  prescriptions  to 
us  and  we  will  deliver  them  by  fast  motorcycle  to  any 
point  in  the  city  or  suburbs  ...  No  charge,  of  course! 

BRITTINGHAM’S 

PHARMACY 


MEDICAL  ARTS  BUILDING 
FAIRFAX  SHOPPES 


DELAWARE  TRUST  BUILDING 
EDGEMOOR 


ELECTRON  PHOTOMICROGRAPH 


42,000  X 


Shigella  dysenteriae  (Shiga’s  bacillus)  is  a 
Gram-negative  organism  which  causes 
bacillary  dysentery. 


It  is  another  of  the  more  than  30  organisms  susceptible  to 

PANMYCIN., 


100  mg.  and  250  mg.  capsules 


•^TRADEMARK,  REG.  U.  S.  PAT.  OFF. 


Upjohn 
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Meat... 

and  the  Therapeutic  Protein  Dietary 

For  many  years  clinicians  and  surgeons  have  recognized  the  therapeutic 
value  of  the  high  protein  dietary. 

In  more  than  normal  amounts,  protein  is  essential  in  the  treatment 
of  many  diseases  characterized  by  hypoproteinemia1 — nephrosis,2  sprue, 
pellagra,  chronic  colitis,  certain  liver  afflictions,3  anorexia  of  diverse 
etiologies.  High  protein  intake  helps  to  stabilize  tissue  protein  in  diseases 
in  which  protein  catabolism  is  increased,  such  as  hyperthyroidism  and 
protracted  high  fever.  Dietaries  high  in  protein  promote  wound  healing 
in  the  surgical  patient  and  speed  convalescence.4  Sufficient  protein  in- 
gestion constitutes  a protective  measure  in  the  geriatric  patient.5  Large 
amounts  of  protein  are  required  to  satisfy  the  growth  and  other  metabolic 
needs  of  the  pediatric  patient. 

Meat  provides  large  quantities  of  protein  highly  effective  in  the 
body  economy — tissue  growth  and  maintenance,  formation  of  anti- 
bodies, enzymes,  and  protein  hormones,  and  regulation  of  fluid  balance. 
It  also  supplies  valuable  amounts  of  B vitamins  and  essential  minerals 
including  iron,  phosphorus,  and  potassium.  Appeal  to  the  palate,  easy 
digestibility,  and  its  nutrient  contribution  make  meat  an  important 
component  of  therapeutic  diets. 


1.  Taggart,  H.  A.:  Protein  Metabolism  in  Relation  to  Nutritional  Aspects  of  Medical 
Diseases,  Pennsylvania  M.J.  54: 339  (1951). 

2.  Marquardt,  G.  H.;  Cummins,  G.  M.,  and  Fisher,  C.  I.:  Blood  Protein  Replenish- 
ment in  Treatment  of  Nephritic  Edema,  Quart.  Bull.  Northwestern  Univ.  M. 
School  26:140  (1952). 

3.  Kark,  R.  M.:  Low  Sodium  and  High  Protein  Diets  in  Laennec’s  Cirrhosis,  M. 
Clin.  North  America  35:73  (1951). 

4.  Kekwick,  A.:  Protein  Deficiency  in  Surgical  Patients,  Ann.  Roy.  Coll.  Surgeons 
England  7:390  (1950). 

5.  Stieglitz,  E.  J.:  Nutrition  Problems  of  Geriatric  Medicine,  Report  of  Council  on 
Foods  and  Nutrition,  J.A.M.A.  142: 1070  (Apr.  8)  1950. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Wain  Office,  Chicago. ..Members  Throughout  the  United  States 
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FRAIM’S  DAIRIES 

To  keep 

your  car  running 

Better-Longer 

jhia/t/y  £Picctucfo 

use  the 

SPence  j.900 

dependable  friendly 
Services  you  find  at 

GOLDEN  GUERNSEY  MILK 

your  neighborhood 

Wilmington,  Del.  Phone  6-8225 

irr: 

^Flowers  . . . 

Geo.  Carson  Boyd 

at  216  West  10th  Street 


Phone  8-4380 


Ttafaict  ^tCC& 


rOilA, 


*auo* 

Phone:  LA  4-7695 


• Collected  for 
members 
of  the 
STATE 
MEDICAL 
SOCIETY 
230  W.  41st  ST. 
NEW  YORK 
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‘ANTEPAR’ 


for  "This  Wormy  World" 


PINWORMS 

ROUNDWORMS 

*SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

♦TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg.,  Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


JOHN  G.  MERKEL 
& SONS 

r'cia  / 1 .) r/r/t 

9Ba6o  ta/o  S/h  va/id  tjPn/i/i/te-1 


PHONE  4-8818 


801  N.  Union  Street 
Wilmington,  Delaware 


e maintain 
prompt  city-wide 
delivery  service 
for  prescriptions. 

5? 

CAPPEAU’S 


BURROUGHS  WELLCOME  & CO.  (U.S.  A.)  INC. 
Tuckahoe,  New  York 


Drug  Store  of  Service 

DELAWARE  AYE.  at  DUPONT  ST. 
Dial  6-8537 
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about 

46  CALORIES 


per  1 8 gram  slice 


1 00°^ 

BREAD 


INGREDIENTS 


WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 


Baked  exclusively  FOR  YOU  by 


Under  License  By  National  Bakers  Services,  Inc.,  Chicago 


Baynard  Optical 
Company 


Prescription  Opticians 


W e Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5TH  AND  MARKET  STS. 
WILMINGTON,  DELAWARE 


Enjoy  instant , plentiful  hot  water 


For  downright  convenience, 
comfort  and  health  of  your 
family  — you  should  have 
an  ample,  reliable  supply 
of  hot  water!  With  an  Auto- 
matic Gas  Water  Heater  in 
your  Home,  you're  sure  of 
all  the  hot  water  you  want, 
when  you  want  it.  For  light- 
ening household  tasks, 
bathing,  cleaning,  dish- 
washing,  laundering  and 
many  other  uses.  Besides,  you  save  time  and 
worry,  for  you’re  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation  of 
an  Automatic  Gas  Water  Heater  in  your  home  now. 
Ask  your  Plumber,  or  stop  in  to  see  us. 


DELAWARE  POWER  E LIGHT  CO. 


With  an  Automatic  Gas 

WATER  HEATER 
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sealed-in-foil 

CUNITEST 

BRAND 

REAGENT  TABLETS 


a rapid,  reliable  urine-sugar  test  every 
time  because  every  batch  of  Clinitest 
Sealed-in-Foil  Reagent  Tablets  is  tested 
for  stability  under  conditions  as  exacting 
as  a tropical  rainy  season  — 86°  to  90° 
temperatures  and  95%  humidity. 

Clinitest  Reagent  Tablets,  Sealed  in  Foil, 
boxes  of  24  and  500. 


AMES  DIAGNOSTICS 
Adjuncts  in  Clinical  Management 


AMES  COMPANY,  INC  • ELKHART,  INDIANA 

Ames  Company  of  Canada,  Ltd.,  Toronto 


62754 


MANUFACTURED  SPECIFICALLY 


ojjeciL 


(HAUL  yulfcu£u> iunij 

C^u&tlo&tUsM 

COMA^/ 

00  WlM  'ftuudu 

DEXTRI-MALTOSE 


FOR  INFANT  FORMULAS 

Dextri-Maltose  is  specifically  designed  for  infant  formulas — * 
and  only  infant  formulas.  Unlike  many  milk  modifiers, 
Dextri-Maltose  is  palatable  but  not  sweet.  It  does  not  cloy  the 
appetite.  Infants  fed  Dextri-Maltose  formulas  do  not  develop  a 
"sweet  tooth”  which  may  cause  later  resistance  to  essential  foods. 

The  dextrins  and  maltose  in  Dextri-Maltose,  plus  the 
lactose  of  milk,  give  the  infant  a mixture  of  three  different 
carbohydrates.  These  are  broken  down  at  different  rates  in  the 
intestinal  tract.  Absorption  is  gradual.  Sudden  fluctuations 
in  blood  sugar  levels  are  prevented. 

Dextri-Maltose®  is  always  kept  safe  and  dependable 
through  meticulous  quality  control.  No  other  carbohydrate  used 
in  infant  feeding  has  such  a background  of  acceptance 
and  dependability. 

the  importance  of  adequate  added  carbohydrate 

Added  carbohydrate  provides  calories  needed  to  spare  protein  for 
tissue  building,  to  permit  proper  fat  metabolism  and  promote  good  water 
balance.  Authorities  on  infant  feeding  recommend  the  addition 
of  about  5%  carbohydrate  to  milk  and  water  mixtures.  This  proportion 
of  carbohydrate  is  obtained  by  adding  1 tablespoon  of 
Dextri-Maltose  to  each  5 or  6 ounces  of  fluid. 


MEMORIAL  HOSPITAL  NUMBER 


DELAWARE  STATE 
MEDICAL  JOURNAL 

Official  Organ  of  the  Medical  Society  of  Delaware 

INCORPORATED  1789,^;  & .Y,  &C5 
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Molluscum  Sebaceum  (Kerato- Acan- 
thoma), Joseph  W.  Abbiss,  M.B., 
Ch.B.,  and  Patrick  F.  Ashley, 
M.D.,  Wilmington,  Del 71 
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wide  clinical  range: 
80  percent  of  all 
bacterial  infections 
and  96  percent  of  all 
acute  bacterial 
respiratory  infections 
respond  readily 


notably  safe,  well  tolerated 


Chloromycetin 


The  rising  incidence  of  bacterial  resistance  to  various 
antibiotics  constitutes  a serious  therapeutic  problem.  Many 
infections,  once  readily  controlled,  are  now  proving 
difficult  to  combat.  Administration  of  CHLOROMYCETIN 
(chloramphenicol,  Parke-Davis)  is  often  useful  in 
these  cases  because  this  notable,  broad-spectrum  antibiotic 
is  frequently  effective  where  other  antibiotics  fail. 

. . An  advantage  of  CHLOROMYCETIN  appears  to  be  its  relatively 
low  tendency  to  induce  sensitization  in  the  host  or 
resistance  among  potential  pathogens  under  clinical  conditions.”* 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and, 
because  certain  blood  dyscrasias  have  been  associated  with  its 
administration,  it  should  not  be  used  indiscriminately 
or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient 
requires  prolonged  or  intermittent  therapy. 

♦Pratt,  R.,  & Dufrenoy,  J.:  Texas  Rep.  Biol.  & Med.  12:145,  1954. 


PARKE,  DAVIS  & COMPANY  • DETROIT  32.  MICHIGAN 
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For  Nasal  Congestion 
in  THE  COMMON  COLD 


Physiologically  acceptable  Neo-Synephrine 
hydrochloride  solution  promptly  constricts  the 
engorged  nasal  capillaries  which  are  responsible 
for  nasal  congestion  in  the  common  cold.  When 
the  nasal  mucosa  is  reduced  to  its  normal  state, 
the  nasal  passages  resume  their  proper  patency, 
drainage  is  possible,  and  the  patient  can  again 
breathe  freely. 

By  its  shrinking  action  on  the  nasal  mucosa,  Neo- 
Synephrine  helps  to  keep  the  sinuses  aerated 
and  the  openings  to  the  eustachian  tubes  clear. 

Neo-Synephrine  within  minutes  produces  decon- 
gestion that  lasts  for  hours. 


NEO-SYNEPHRINE 


0.25%,  0.5%  and  1%  Solution 

/I/m  Nasal  Spray  — Plastic  Squeeze  Bottle 


INC.  NEW  YORK  18,  N Y 


WINDSOR 


Neo-Synephrine 

(brand  of  phenylephrine), 

trademark  reg.  U.S.  Pat.  Off. 
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know  your  diuretic 


will  your  cardiac  patients 
be  able  to  continue 
the  diuretic  you  prescribe 


uninterrupted  therapy  is  the  key  factor  in  diuretic  control  of 
congestive  failure.  You  can  prescribe  NEOHYDRIN 
every  day , seven  days  a week , as  needed. 


TABLET 


NEOHYDRIN* 

BRAND  OF  CH  LORM  ERODRIN  (18.3  MG.  OF  3-CHLOROMERCURI- 

2-METHOX  Y-PROPYLUREA  IN  EACH  TABLET) 


no  "rest"  periods ...  no  refractoriness 
acts  only  in  kidney... 
no  unwanted  enzyme  inhibition 
in  other  parts  of  the  body. 

standard  for  initial  control  of 

severe  failure  MERCUHYDRIN®  SODIUM® 

BRAND  OF  MERALLURIDE  INJECTION 
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LABORATORIES,  INC.,  MILWAUKEE  1,  WISCONSIN 
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"an  effective  antirheumatic  agent"* 

nonhormonal  anti-arthritic 

B UTA2 O LI  D I N • 

(brand  of  phenylbutazone) 

relieves  pain  • improves  function  • resolves  inflammation 


The  standing  of  Butazolidin  among  today’s  anti-arthritics  is  at- 
tested by  more  than  250  published  reports.  From  this  combined 
experience  it  is  evident  that  Butazolidin  has  achieved  recognition 
as  a potent  agent  capable  of  producing  clinical  results  that  compare 
favorably  with  those  of  the  hormones. 

Indications:  Gouty  Arthritis  Rheumatoid  Arthritis  Psoriatic  Arthritis 
Rheumatoid  Spondylitis  Painful  Shoulder  Syndrome 
Butazolidin®  (brand  of  phenylbutazone)  red  coated  tablets  of  100  mg. 

•Bunim,  J.  J.:  Research  Activities  in  Rheumatic  Diseases.  Pub.  Health  Rep.  69  :437,  1954. 
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Frotinal 


Micropulverized  casein  powder  (61.25%),  Carbohydrate  (30%) 
protein/carbohydrate  equilibrium  essential  for  tissue  regeneration. 

COMPLETE  PROTEIN 

COMPLETELY  PALATABLE 
VIRTUALLY  FAT  AND  SODIUM  FREE^s  than  o .03%  Nax 

VLess  than  1.0%  Fat / 

The  National  Drug  Company  Philadelphia  44,  Pa.  Available:  Delicious  in  either  vanilla 

or  chocolate  flavors, 

in  bottles  of  8 oz.,  1 lb., 

5 lb.,  and  25  lb.  containers. 

*VI-PROTINAL— Palatable  whole  protein-carbohydrate-vitamin-mineral  mixture  of  high  biological  value 
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Upjohn 

Rheumatoid  arthritis, 
rheumatic  fever, 
intractable  asthma, 
allergies . . . 


tablets 


Supplied: 

5 mg.  tablets  in  bottles  of  50 
10  mg.  tablets  in  bottles  of  25,  100,  500 
20  mg.  tablets  in  bottles  of  25,  100,  500 

•REGISTERED  TRADEMARK  FOR  THE  UPJOHN 
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the  patient  with  infections 


Therapeutic  amounts 
of  B-complex,  C and  K vitamins 
should  be  administered 
during  periods  of  physiologic 
stress,  including  infections 
susceptible  to  such  potent 
antibiotics  as  Terramycin,®* 
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The  National  Research 
Council  recommends  this 
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measure  in  the 
management  of 
patients  with 
severe  infections. 
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for  seborrheic  dermatitis  patients 

SELSU  N 


. . . brings  quick,  sure  relief.  Just  two  or  three  Selsun  applica- 
tions relieve  itching,  burning  scalps.  Four  or  five  more  completely 
clear  scaling.  Then  each  Selsun  application  keeps  the  scalp  free  of 
scales  for  one  to  four  weeks.  And  Selsun  completely  controls  81- 
87%  of  all  seborrheic  dermatitis  cases,  92-95%  of  dandruff  cases. 


. . . with  no  daily  care  or  ointments.  Your  patients  will  find 
Selsun  remarkably  easy  to  use.  It  is  applied  and  rinsed  out  while 
washing  the  hair.  Takes  only  about  five  minutes  — no  ointments 
or  overnight  applications.  Leaves  hair  and  scalp  si  p n 
clean.  In  4-fluidounce  bottles,  prescription  only.  (JJjUTyll 


®Selsun  Sulfide  Suspension/Selenium  Sidfide,  Abbott 
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Eye  ground  changes  after 
Keith- Wage ner-Barker  classification 


In  hypertension,  effective  reduction  of  blood  pressure  is  assured 
in  90%  of  appropriate  cases  when  dosage  is  fitted  to  the  require- 
ments of  the  individual  patient.  Response  is  reliable,  uniform, 
prolonged.  By-effects  are  minimal.  Convenient  t.i.d.  oral  tablet 
medication. 


There  is  usually  regression  in  retinal  vascular  changes,  resorp- 
tion of  exudates,  subsidence  of  papilledema,  and  improvement  in 
vision. 


For  a clinical  supply  of  20  mg.  Ansolysen  Tablets,  sufficient  to 
initiate  therapy  for  two  patients,  write  on  your  prescription  blank 
to  Wyeth  Laboratories,  Professional  Service  Department  A-6. 

Supplied  in  scored  tablets  of  20,  40,  and  100  mg.,  bottles  of  100. 
Also  available:  Injection,  10  mg.  per  cc.,  vials  of  10  cc. 
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ALWAYS  LOWERS  BLOOD  PRESSURE 


® 

Philadelphia  2,  Pa. 


announcing 


a new  era  in 


corticosteroid  therapy 


• I 


Continuing  clinical  and  laboratory  studies1'3  confirm  that 
Meticorten  is  strikingly  effective  in  the  treatment  of 
rheumatoid  arthritis  and  other  so-called  collagen  diseases. 

Meticorten*  is  being  made  available  as  5 mg.  scored 
tablets,  bottles  of  30.  In  the  treatment  of  rheumatoid  ar- 
thritis, dosage  of  Meticorten  begins  with  an  average  of 
20  to  30  mg.  (4  to  6 tablets)  a day.  This  is  gradually 
reduced  by  2V2  to  5 mg.  until  maintenance  dosage  of  5 
to  20  mg.  is  reached.  The  total  24-hour  dose  should  be 
divided  into  4 parts  and  administered  after  meals  and  at 
bedtime.  Patients  may  be  transferred  directly  from  hydro- 
cortisone or  cortisone  to  Meticorten  without  difficulty. 

1.  Bunim,  J.  J.;  Pechet,  M.  M.,  and  Bollet,  A.  J.:  J.A.M.A.  157:31 1 
4~tean.  22)  1955. 

2.  Waine,  H.:  Bull.  Rheumat.  Dis.  5:81  (Jan.)  1955. 

3.  Herzog,  H.  L.,  and  others:  Science  121 : 176  (Feb.  4)  1955. 
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MOLLUSCUM  SEBACEUM 
{ KERATO-ACANTHOMA) 

Joseph  W.  Abbiss,  M.B.,  Ch.B.,* 
and 

Patrick  F.  Ashley,  M.D., 
Wilmington,  Del. 

Recently  the  condition  known  as  mol- 
luscum  sebaceum  has  received  increasing 
attention  in  medical  literature.  The  disease 
was  first  described  by  MacCormac  and 
Scarff  in  1936  in  a paper  based  upon  their 
personal  observation  of  ten  cases,  but  de- 
spite the  clarity  of  their  presentation  the 
paper  attracted  little  notice.  The  present 
wave  of  interest  was  stimulated  by 
Beare’s2  paper  in  1953  describing  76  cases. 
The  first  article  to  appear  in  the  Amer- 
ican literature  was  that  of  Levy3  et  al  in 
June,  1954  in  which  6 cases  were  report- 
ed. American  authors  have  retained  the 
term  kerato-acanthoma  which  was  first 
applied  to  the  condition  by  Freudenthal,4 
but  a recent  editorial  in  the  Lancet3  has 
suggested  that  the  term  molluscum  pseu- 
docarcinomatosum  might  better  epitomize 
the  main  features  of  the  disease.  Despite 
recent  publications,  the  condition  still  re- 
mains relatively  little  known,  and  it  is 
the  purpose  of  this  paper  to  call  atten- 
tion to  the  disease  and  to  mention  cases 
in  the  authors’  own  experience. 

The  most  interesting  feature  of  the 
lesion  is  that  most  cases  in  the  past  have 
been  diagnosed  as  squamous  cell  carci- 
noma, when  in  actual  fact  it  is  benign, 
and  indeed  Beare’s2  figures  suggest  that 
as  many  as  one-third  of  lesions  common- 
ly reported  as  squamous  carcinoma  of 
the  skin  are  examples  of  molluscum  se- 
baceum. If  this  is  so,  as  the  Lancet6  edi- 
torial remarks,  “Our  statistics  of  the  in- 
cidence and  prognosis  of  skin  cancer  will 
need  to  be  drastically  revised”. 

^Director  of  Laboratory  and  Resident  in  Pathology,  respec- 
tively, Memorial  Hospital. 


Incidence 

From  the  published  reports  it  appears 
that  molluscum  sebaceum  is  a common 
tumor,  Beare,2  for  example,  observed  76 
cases  over  a 38  month  period  during 
which  time  approximately  twice  as  many 
squamous  carcinomas  of  the  skin  were 
seen.  Within  the  last  4 months  5 cases 
of  molluscum  sebaceum  have  been  seen 
in  the  routine  surgical  pathology  material 
of  the  Memorial  Hospital. 

Clinical  Features 

The  lesion  usually  appears  as  a soli- 
tary tumor  occurring  predominantly  on 
the  face,  but  occasionally  it  may  be  seen 
in  other  areas.  In  all  of  our  5 cases  the 
lesions  were  situated  on  the  face.  Both 
sexes  appear  to  be  equally  effected  and 
usually  the  disease  appears  in  the  later 
decades  of  life.  In  our  5 cases  the  ages 
ranged  from  50  to  67  years.  The  lesion 
first  appears  as  a small  papule  which  in 
the  course  of  a few  weeks  grows  rapidly 
to  reach  a maximum  size  of  from  1 to  2 
cm.  It  is  this  rapid  proliferation  which 
is  the  most  outstanding  and  striking  fea- 
ture of  the  lesion.  In  the  5 cases  seen 
at  the  Memorial  Hospital,  none  had  been 
present  for  more  than  5 weeks  at  the 
time  of  examination.  The  fully  developed 
tumor  appears  as  a hemispherical  nodule 
covered  by  smooth  and  sometimes  red- 
dened skin,  except  at  the  summit  where 
there  is  a depressed  crater  filled  with 
friable,  keratinized  material.  According 
to  Beare,2  this  friability  is  almost  diag- 
nostic, since  it  is  not  encountered  in  any 
of  the  lesions  likely  to  be  confused  with 
molluscum  sebaceum. 

Histopathology 

Under  low  power  the  main  body  of  the 
lesion  projects  above  the  level  of  the  sur- 
rounding epidermis  and  has  a character- 
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istic  flask-like  shape,  the  cavity  of  the 
flask  being  filled  with  keratinized  materi- 
al, and  in  some  respects  there  is  a super- 
ficial resemblance  to  the  lesion  of  mollus- 
cum  contagiosum.  The  epithelium  lining 
the  central  cavity  or  crater  shows  a 
somewhat  irregular  hyperplasia  which  is 
often  of  a pseudoepitheliomatous  type 
with  papillary  projections  into  the  central 
keratin  plug.  A characteristic  feature  oft- 
en present  is  an  overhanging  edge  with 
reflection  of  the  epithelium  downwards 
and  outwards  (Fig.  1).  Irregular  hyper- 


FIG.  1 


plasia  of  the  lining  epithelium  results  in 
the  production  of  squamous  cell  nests  at 
the  base  of  the  lesion,  and  this  together 
with  considerable  mitotic  division  in  the 
outer  cell  layers,  which  is  presumably 
due  to  the  rapid  growth  of  the  tumor, 
gives  one  the  impression  of  malignancy 
(Fig.  2).  However,  there  is  never  inva- 
sion below  the  dermis,  and  a chronic  in- 
flammatory reaction  is  invariably  present 
in  the  surrounding  dermal  tissues.  A com- 
bination of  the  findings  described  above 
in  correlation  with  the  clinical  features 
make  the  diagnosis  of  molluscum  seba- 
ceum a certainty. 


FIG.  2 


Course  and  Treatment 

All  the  available  evidence  indicates 
that  molluscum  sebaceum  undergoes  spon- 
taneous resolution  leaving  a small,  puck- 
ered scar  after  a period  of  many  months 
up  to  one  year  in  untreated  cases.  No 
recurrences  have  been  known  to  occur 
following  treatment  or  spontaneous  reso- 
lution. The  methods  of  treatment  advo- 
cated have  varied  from  surgical  excision, 
to  simply  cutting  off  the  top  of  the  le- 
sion flush  with  the  skin  and  then  apply- 
ing light  superficial  cauterization  to  the 
base.  Four  of  our  cases  were  treated  by 
local  excision  and  the  fifth  by  curettage. 
To  date  there  have  been  no  recurrences. 


Etiology 

The  etiology  of  this  lesion  remains  ob- 
scure. Attempts  have  been  made  to  im- 
plicate a virus  as  the  etiological  agent, 
and  Beare2  went  so  far  as  to  inoculate 
himself  intracutaneously  with  filtrates 
from  various  examples  of  the  lesion,  but 
failed  to  develop  molluscum  himself.  Mac- 
Cormac  and  Scarff  in  their  original  de- 
scription of  the  lesion  felt  it  was  of  se- 
baceous gland  origin. 
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Summary 

Molluscum  sebaceum  is  a benign  skin 
lesion  closely  resembling,  and  often  mis- 
diagnosed as,  squamous  cell  carcinoma, 
but  a proper  appreciation  of  the  clinical 
and  histopathological  features  should  en- 
able a correct  diagnosis  to  be  made. 
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FAVISM 
A Case  Report 

Robert  W.  Frelick,  M.D.,* 
and 

John  H.  Benge,  M.D.,* 
Wilmington,  Del. 

The  following  case  report  is  presented 
for  two  reasons:  firstly,  it  is  the  twelfth 
such  to  appear  in  the  American  litera- 
ture; and  secondly,  it  illustrates  most  of 
the  classical  clinical  features  of  acute 
fava  bean  intoxication.  It  might  be  point- 
ed out  that  the  great  majority  of  cases 
of  favism  appear  in  males  of  Italian  line- 
age, although  cases  have  been  reported  in 
Anglo-Saxon,  Jewish,  Spanish,  Greek, 
Turkish,  and  Chinese  persons. 

In  this  country  it  may  be  expected  to 
appear  in  communities  with  large  Italian 
populations.  These  exist  about  most  of 
the  large  northeastern  cities,  New  Jersey, 
Chicago,  and  California.  Cases  have  been 
reported  from  each  of  these  areas  ex- 
cept southern  New  Jersey  and  Chicago. 
This  represents  a case  from  southern 
New  Jersey.  There  may  be  more  cases 
expected  from  rural  areas  in  which  there 
are  agricultural  facilities,  and  southern 
New  Jersey  and  California  should  be  con- 
sidered “endemic  areas”.  Cases  of  hemo- 
lytic anemia  in  Italian  people  should  be 
well  screened  historically  for  fava  bean 
contact,  either  by  ingestion  or  pollen  in- 
halation. The  distribution  of  the  existing 
reported  cases  is  as  follows:  New  York 
3;  Rhode  Island,  Connecticut,  and  Mary- 
land, each  1 ; Pennsylvania  and  Califor- 
nia each  2;  and  1 unspecified. 

* Attending  Chief  in  Medicine  and  Associate  in  Medicine, 
respectively,  Memorial  Hospital. 


Case  Report 

This  seventy  year  old  Italian-born  man 
was  admitted  to  The  Memorial  Hospital 
on  June  24,  1951.  He  was  practically 
comatose  and  unable  to  give  a history. 
His  nephew,  who  brought  him  to  the  hos- 
pital, had  found  him  in  the  afternoon 
wandering  around  the  garden  in  a con- 
fused state.  He  was  noted  to  be  some- 
what yellow  and  quite  pale.  His  family 
doctor  was  called,  and  his  hemoglobin 
was  checked  and  found  to  be  very  low. 
Admission  was  immediately  advised.  The 
patient’s  hemoglobin  had  been  followed 
closely  in  the  past,  since  he  had  had  a 
severe  anemia  ten  years  earlier.  About 
a month  prior  to  this  admission  his  hem- 
oglobin was  90%.  In  reconstructing  this 
attack,  it  was  apparent  that  the  man  had 
felt  well  until  two  to  three  days  prior 
to  admission. 

Although  the  patient  had  retired,  he 
was  in  a good  state  of  health  and  had 
worked  hard  as  a gardener.  He  lived  by 
himself  and  cooked  his  own  meals,  which 
were  nutritious  and  well-balanced.  On  the 
day  prior  to  his  admission  he  had  com- 
plained to  his  nephew  of  fatigue  and  loss 
of  energy;  he  also  noted  that  his  stools 
had  been  somewhat  dark.  His  history 
otherwise  was  limited.  Apparently,  he 
had  had  no  previous  significant  history 
of  illnesses,  except  for  the  severe  anemia 
in  1941.  At  that  time  he  had  been  hos- 
pitalized, transfused,  and  had  shown 
signs  of  improvement  after  a week  or  so 
of  hospitalization.  He  was  also  reported 
to  have  been  jaundiced  at  that  time. 
There  was  no  history  of  excessive  intake 
of  alcohol  in  the  recent  past.  He  also 
had  been  hospitalized  in  this  hospital  in 
1936,  for  a bilateral  herniorrhaphy.  It  was 
impossible  to  obtain  any  history  that 
sounded  reminiscent  of  an  ulcer  or  ulcer- 
like symptoms.  There  was  no  weight  loss, 
fever,  chills,  or  sweats.  He  never  com- 
plained of  headache  or  vertigo,  and  he 
never  had  any  signs  of  convulsions  or 
strokes.  His  hearing  and  vision  were 
good,  and  he  had  infrequent  URI’s.  There 
had  been  no  epistaxis  or  other  evidence 
of  increased  bleeding  tendency.  There 
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was  no  history  of  allergy,  of  cough,  or 
of  sputum  or  hemoptysis.  He  had  no  dys- 
pnea, nor  signs  of  cardiac  failure. 

The  patient’s  brother  died  of  carcinoma 
of  the  stomach.  There  was  no  family  his- 
tory of  diabetes,  tuberculosis,  goiter,  or 
allergy. 

Physical  Examination 

On  admission,  blood  pressure  130  92, 
pulse  90,  respiration  22,  temperature  99. 
His  respirations  were  depressed  and  in- 
termittently Cheyne-Stokes  in  character. 
Although  it  was  evening,  his  skin  and 
sclera  appeared  somewhat  icteric.  His 
mucus  membranes  were  pale,  and  the 
skin  was  bronzed  by  suntan.  Examina- 
tion of  lymph  nodes  revealed  no  abnorm- 
ality. Eyes : the  lids  were  normal,  con- 
junctiva were  pale,  Sclera  were  clear  ex- 
cept for  the  mild  icterus.  The  pupils 
were  equal  and  reacted  to  light.  There 
was  no  nystagmus.  The  mouth  and  mu- 
cous membranes  were  pale.  Neck:  The 
thyroid  was  not  enlarged,  and  there  was 
no  rigidity.  The  lungs  were  clear  to  P 
and  A.  The  heart  rate  was  86.  There 
was  a marked  systolic  murmur  at  the 
apex,  about  grade  III.  The  rhythm  was 
regular.  Abdomen:  there  were  no  disten- 
tions or  scars,  except  along  the  inguinal 
areas.  He  had  no  definite  tenderness  or 
rigidity.  The  liver  and  spleen  were  not 
palpated.  Rectal  examination : the  pros- 
tate was  slightly  enlarged.  The  sphincter 
tone  was  good. 

On  admission  the  red  count  was  1.6 
and  the  hemoglobin  5 grams.  Blood  was 
started,  and  because  of  the  Cheyne- 
Stokes  respirations,  oxygen  was  admin- 
istered. Shortly  after  admission  it  was 
noted  that  the  patient  had  passed  dark 
urine  which  stained  the  sheet  a peculiar 
color.  Further  urine  was  collected;  it 
was  dark  red  in  color.  Because  of  this, 
it  was  examined  under  Woods  light  to 
see  if  there  was  any  evidence  of  floures- 
cence;  none  was  seen.  The  urine  exam- 
ination was  positive  for  hemoglobin,  al- 
though very  few  red  cells  were  seen  mi- 
croscopically. There  were  rare  casts 


present.  Because  of  these  findings  it  was 
felt  clinically  that  the  patient  had  a hem- 
olytic anemia.  It  was  felt  that  this  was 
a hemolytic  anemia  since  one  would  not 
expect  to  find  a man  this  jaundiced  and 
this  anemic  from  a lesion  such  as  a 
bleeding  ulcer,  a cancer,  or  esophageal 
varices.  There  seemed  to  be  a poor  back- 
ground for  cirrhosis  and  associated  jaun- 
dice. In  view  of  this,  his  family  was 
further  questioned  and  it  was  found  out 
that  the  man  grows  fava  beans.  Three 
days  before  admission  he  had  invited  his 
nephew  to  eat  the  first  fava  beans  of  the 
season.  Since  his  nephew  had  already 
eaten,  he  refused,  but  the  patient  ap- 
parently ate  a good  many  of  them.  Be- 
cause of  this  it  was  felt  that  this  very 
likely  was  a case  of  favism. 

Further  laboratory  work  done  the  next 
day  helped  confirm  the  presence  of  a 
hemolytic  anemia.  They  again  showed  a 
red  blood  count  of  1.5  and  a hemoglobin 
of  5 grams.  There  was  moderate  hypo- 
chromia, moderate  anisoeytosis,  and 
slight  polychromatophilia.  There  were  3 
nucleated  red  cells  per  100  white  cells. 
Reticulocyte  count  3.2% ; white  blood 
count  12,200,  with  75%  neutrophiles 
seg. ; 5%  non-segs;  and  20%  lympho- 
cytes. Hematocrit  18%.  Platelet  count 
200,000.  Prothrombin  time  51%.  The 
urine  was  dark  amber  with  pH  7 ; sp.gr. 
1.010;  albumin  4 plus;  sugar  negative; 
3-5  WBC  per  HPF ; and  occult  blood  4 
plus.  BUN  55;  thymol  1.8  units,  cepha- 
lin  flocc.2  plus  at  48  hrs. ; serum  protein 
7.13  with  a 2.4:1  A G ratio.  The  Van- 
den-Bergh  was  .3  mgm  direct  and  5.5 
mgm  indirect,  with  a total  of  5.8  of  bili- 
rubin. The  patient  was  transfused  and 
showed  signs  of  continued  improvement. 

On  the  next  day  the  total  bilirubin  had 
dropped  to  1.3  mgm,  with  1.1  of  this  be- 
ing of  the  indirect  variety.  The  Coombs 
test  was  done  and  found  to  be  negative 
in  both  the  direct  and  indirect.  Urobilin- 
ogen was  normal  in  the  urine.  Bleeding 
time  and  coagulation  time  were  both 
normal.  Repeat  platelet  count  was  120,- 
000,  and  red  cell  fragility  was  between 
.38%  and  .30%. 
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By  the  second  hospital  day  the  patient 
was  able  to  eat,  and  in  the  next  week  he 
showed  signs  of  rapid  improvement. 
During  his  hospital  course  he  received 
a total  of  2500cc  of  blood,  and  by  the 
time  of  discharge  on  July  3,  1951  the 
hemoglobin  was  10.5  grams.  Further 
studies  were  desired,  such  as  G-I  series, 
to  rule  out  evidence  of  gastric  lesion,  but 
this  the  patient  refused.  The  Vanden 
Bergh  done  four  days  after  admission 
showed  a total  bilirubin  of  .4  mgm%.  The 
previous  count  of  1941  was  reviewed,  and 
at  that  time  it  was  noted  that  the  patient 
had  also  been  admitted  in  June,  in  fava 
bean  season,  and  that  his  red  count  had 
dropped  to  1.8  with  around  47%  hemo- 
globin. The  icteric  index  done  a day  or 
two  after  admission  was  10,  and  the 
serum  bilirubin  was  just  slightly  above 
normal.  He  was  in  the  hospital  at  that 
time  for  about  10  days  and  received 
three  to  four  transfusions.  He  was  dis- 
charged improved  with  no  further  cause 
for  the  anemia  being  discovered  at  that 
time. 

In  checking  the  history  with  the  fam- 
ily it  was  found  that  the  patient,  who 
grows  fava  beans  himself,  eats  them  only 
twice  a year  — when  they  first  come  in 
the  spring,  and  later  in  winter  when  they 
are  dried.  It  was  also  discovered  that 
the  patient’s  brother,  who  died  around 
1931  or  1932,  had  known  for  years  that 
if  he  went  near  a field  of  fava  beans  he 
would  develop  a high  fever.  There  was 
no  associated  history  of  anemia. 

The  patient  was  discharged  improved 
about  ten  days  after  admission  with  the 
final  diagnosis  of  favism. 

The  patient  did  not  return  for  follow- 
up visits.  In  February,  1952  it  was 
learned  that  he  had  died  with  a diagnosis 
of  carcinoma  of  the  stomach. 

Discussion 

Little  is  known  of  the  mechanism  of 
the  attacks  causing  hemolysis.  Recent 
experimental  work  of  a limited  nature  is 
reported.1  Evidently  two  factors  are 
needed:  (1)  a susceptible  individual;  and 


(2)  the  antigen,  which  may  be  pollen 
or  the  fava  bean  itself.  Forty  per  cent 
of  the  cases  arise  from  pollen,  and  sixty 
per  cent  from  ingestion  of  the  bean. 
That  it  is  of  an  antigen-antibody  nature 
is  demonstrated  by  passive  transfer  skin 
tests.  The  Coomb’s  test  was  Negative  in 
this  case.  June  is  the  month  in  which 
the  bean  matures  and  is  another  cardinal 
feature  in  diagnostic  criteria. 

Summary 

A case  of  favism  is  presented.  The 
racial  and  geographical  aspects  are  dis- 
cussed. 

REFERENCE 

1.  Blood  7:721-728,  July,  1952. 


OVARIAN  CYSTS  COMPLICATING 
PREGNANCY 
A Case  Report 

Richard  C.  Hayden,  M.D.,* 
Wilmington,  Del. 

Since  its  inception,  ovarian  cysts  have 
been  a complication  of  pregnancy.  How- 
ever, this  complication  has  become  less 
serious  and  more  easily  recognized  with 
trained  specialists  in  obstetrics.  This  de- 
tailed case  is  rather  interesting  because 
of  the  enormous  size  of  the  ovarian  cyst. 
This  cyst  was  diagnosed  as  pseudomu- 
cinous cystadenoma  of  the  ovary,  which 
is  fairly  rare,  though  is  more  common 
than  the  papillary  serous  cystadenoma. 
The  chief  danger  with  a pseudomucinous 
cystadenoma  is  that  if  any  of  the  gela- 
tinous or  mucin  material  escapes  from 
the  cyst  it  may  start  to  grow  and  prolif- 
erate and  develop  a usually  terminal 
condition  known  as  pseudomucinous  myx- 
omata peritonei.  It  is  because  of  this 
condition  that  this  type  of  cyst  must  be 
handled  carefully  to  prevent  rupture  or 
spill  of  any  of  the  contents  in  the  ab- 
dominal cavity. 

This  patient  was  an  18  year  old  white 
female,  gravida  I,  para  0,  who  was  ap- 
proximately at  term  as  her  EDC  was 
October  4,  1954.  The  patient  was  ad- 
mitted to  the  Memorial  Hospital  on  Sep- 
tember 26,  1954,  her  chief  complaints  be- 
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ing  continual  nausea  and  vomiting  for 
the  past  four  days.  She  has  had  inter- 
mittent nausea  and  vomiting  for  the  past 
three  months,  but  it  has  become  severe 
in  the  past  two  weeks.  In  addition,  she 
has  had  severe  constipation  requiring 
enemas  for  relief,  and  pain  in  her  upper 
abdomen.  The  past  history  revealed  no 
serious  illnesses. 

Physical  examination : temp.  99.2 ; 

pulse  88;  resp.  20;  blood  pressure 
130/76;  a well  developed,  pale,  white 
female  at  term,  in  no  acute  distress. 

The  head  and  neck  were  normal,  the 
chest  was  clear,  the  heart  showed  no 
murmurs.  The  abdomen  was  distended, 
very  tight,  with  1 plus  pitting  edema  of 
the  abdominal  wall.  The  fundus  of  the 
uterus  was  enlarged  to  48  cm.,  fetal  heart 
heard  in  the  lower  right  quadrant,  with 
the  position  diagnosed  as  ROA.  The 
upper  right  quadrant  was  extremely 
tender  with  a definite  mass  present  above 
and  to  the  right  of  the  fundus.  Pelvic 
examination  revealed  a rather  firm  cer- 
vix with  the  presenting  part  rather  high, 
which  seemed  to  be  a vertex.  The  pelvic 
measurements  seemed  to  be  slightly  small 
and  the  cervix  was  not  dilated.  The  im- 
pression was  (1)  pregnancy,  intrauter- 
ine, term  (2)  polyhydramnios,  (3)  pos- 
sible ovarian  cyst  complicating  preg- 
nancy. 

The  laboratory  workup  is  as  follows: 
the  x-ray  pelvimetry  revealed  a border- 
line type  of  gynecoid-android  pelvis.  A 
flat  plate  of  the  abdomen  taken  on  9-28- 
54  showed  a single  fetus  at  term,  and  ac- 
cordingly it  might  possibly  show  polhy- 
dramnios.  Another  possibility  was  that 
the  large  shadow  above  and  behind  the 
uterus  is  extrauterine  and  may  represent 
some  type  of  abdominal  mass.  The  red 
blood  count  on  admission  was  4,200,- 
000,  with  12  gms  of  hemoglobin;  leuko- 
cytes 9500;  differential  showed  78%  seg- 
mented neutrophils,  5%  non-segmented, 
and  17%  lymphocytes.  The  urine,  a 
catheterized  specimen  on  the  26th, 
showed  a specific  gravity  of  1.030;  albu- 
min and  sugar  both  negative;  a few 


epithelial  cells;  and  1-3  WBC’s  per  hpf ; 
no  casts  were  present.  The  plasma  chlor- 
ide showed  466%  on  the  day  of  admis- 
sion; urea  nitrogen  was  5 mg%.  On  the 
27th  the  plasma  chloride  showed  490%  ; 
serum  potassium  3.05%  milliequivalents. 
On  the  28th  the  plasma  chlorides  were  580 ; 
serum  sodium  145;  serum  potassium  3.0; 
total  serum  protein  5.4 ; serum  albumin 
3.68;  serum  globulin  1.72;  AG  ratio 
2:1.2.  Both  surgical  and  medical  consul- 
tation were  obtained,  and  the  diagnosis 
was  approximately  the  same  in  each  case. 
Both  services  felt  that  there  was  a defi- 
nite extrauterine  mass  present. 

The  treatment  consisted,  on  the  day  of 
admission,  of  a routine  blood  workup, 
flat  plate  x-ray  of  the  abdomen,  and  be- 
cause of  her  vomiting  nothing  by  mouth 
and  intravenous  fluids  and  a gastric  suc- 
tion. She  was  treated  for  her  electrolyte 
balance  by  the  appropriate  intravenous 
and  parenteral  fluids,  giving  potassium 
and  sodium  when  necessary.  As  the  pa- 
tient’s condition  remained  unchanged, 
surgery  was  finally  decided  upon.  On 
September  28th  she  was  taken  to  the 
operating  room  and  under  spinal  anes- 
thesia a caesarean  section  was  per- 
formed, a low  flap  type,  which  resulted 
in  the  delivery  of  a full  term  living  male 
child.  The  uterus  was  repaired,  and  then  a 
mass  was  noted  behind  the  uterus  and 
extending  well  up  to  the  liver  and  below 
the  stomach,  which  was  cystic  in  nature 
and  arose  from  the  right  ovary. 

It  had  the  definite  appearance  of  a 
pseudomucinous  cystadenoma,  multilocu- 
lated,  smooth  and  glistening,  with  no 
papillary  projections  present.  The  right 
infundibular  pelvic  ligament  was 
clamped  and  ligated  and  this  whole 
mass  removed,  along  with  some  adherent 
omentum.  There  was  a slight  rupture  of 
the  cyst  as  it  was  removed,  with  extru- 
sion of  some  of  this  mucinous  material 
into  the  peritoneal  cavity.  The  peritoneal 
cavity  was  then  irrigated  with  saline  so- 
lution to  prevent  any  adhesions  from 
developing.  There  was  approximately 
1000  cc.  of  yellowish  clear  fluid  aspirated 
from  the  abdominal  cavity  at  the  time  it 
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was  entered.  The  abdomen  was  closed 
in  the  routine  manner  in  layers,  no 
drains  inserted,  and  the  patient  tolerated 
the  operation  very  well.  Her  postopera- 
tive course  was  fairly  uneventful.  She 
was  out  of  bed  the  day  following  opera- 
tion, had  no  morbidity,  and  was  dis- 
charged on  the  7th  postoperative  day  in 
good  condition.  Pathology:  the  cyst 

measured  45  x 20  x 10  cm.  grossly,  and 
histologically  showed  the  definite  colum- 
nar cell  type  of  epithelium  which  is 
characteristic  of  the  pseudomucinous 
cystadenoma. 

Since  discharge  the  patient  has  been 
seen  in  the  Obstetrical  Clinic  at  Memorial 
Hospital  on  two  or  three  occasions,  and 
each  time  she  has  been  in  good  health 
and  has  had  no  complaints.  She  has  com- 
plained of  a slight  hirsutism  on  the 
upper  lip,  which  makes  her  self-con- 
scious, but  otherwise  her  general  physical 
condition  is  excellent.  The  pelvic  exam- 
ination at  her  six  weeks  checkup  was 
negative,  and  showed  no  masses  or  ad- 
hesions present.  She  will  be  followed  at 
3 to  6 month  intervals  to  determine  if 
any  of  this  pseudomucinous  material  may 
be  growing  or  proliferating  in  her  ab- 
domen. At  this  time  it  may  be  stated 
that  her  prognosis  is  excellent. 


THE  ELECTROCARDIOGRAM  IN  RIGHT 
VENTRICULAR  HYPERTROPHY 

William  C.  Blase,  M.D.,* 
Wilmington,  Del. 

The  difficulties  inherent  in  the  electro- 
cardiographic diagnosis  of  right  ventric- 
ular hypertrophy  have  long  been  known. 
This  was  recently  emphasized  by  Walker1 
in  a study  of  22  proven  cases  in  which 
only  5 showed  definite  evidence  of  hyper- 
trophy in  the  12  standard  leads.  Other 
studies  have  shown  varying  results,  but 
the  shortcomings  are  obvious. 

The  reasons  for  the  discrepancy  be- 
tween electrocardiographic  changes  and 
anatomical  hypertrophy  of  the  right  ven- 
tricular wall  are  not  entirely  clear,  but 
many  theories  have  been  advanced.  The 


normally  large  electrical  influence  of  the 
left  ventricular  mass  as  compared  to  the 
right,  may  have  the  effect  of  masking 
minor  changes  in  right  ventricular  activ- 
ation. Position  of  the  heart  in  the  chest 
cavity  certainly  influences  the  pattern. 
The  degree  of  hypertrophy  has  a propor- 
tional effect  on  the  degree  and  number 
of  abnormal  findings.  Electrocardiograms 
in  certain  cases  of  congenital  heart  dis- 
ease show  more  changes  than  those  in 
mild  right  ventricular  hypertrophy  asso- 
ciated with  pulmonary  emphysema.  Ef- 
fects of  increased  pressure  in  the  pul- 
monary circulation,  increased  total  pul- 
monary resistance,  abnormal  depolariza- 
tion of  the  septum,  and  the  different  ef- 
fects of  systolic  and  diastolic  overloading 
of  the  heart2  may  also  play  a part.  In 
some  cases,  hypertrophy  apparently  does 
not  envolve  the  entire  ventricular  wall. 
Enlargement  restricted  to  only  a small 
area  of  ventricular  wall  or  to  the  chorda 
tendineae  has  been  described.  Myocardial 
infarction,  left  ventricular  hypertrophy, 
or  bundle  branch  block  occurring  con- 
comittently  with  right  ventricular  hyper- 
trophy may  also  obscure  the  findings. 

The  electrocardiographic  changes  asso- 
ciated with  right  ventricular  hypertrophy 
have  been  fairly  well  established.3'4  Las- 
sar5  and  associates  in  a vectorcardio- 
graphic  study  of  congenital  heart  disease 
have  shown  the  characteristics  of  the 
QRS  loop  in  this  condition.  The  pattern 
of  this  vector  loop  probably  occurs  in 
most  cases  of  right  ventricular  hyper- 
trophy from  other  causes  as  well.6'7  Typ- 
ically, the  main  portion  of  the  loop  is 
found  to  the  right  of  the  isolectric  point. 
In  mild  degrees  of  preponderance  it  is 
oriented  anteriorly  and  interiorly;  in 
moderate  degrees,  anteriorly  and  super- 
iorly; and  in  marked  degrees,  posteriorly 
and  superiorly.  In  all  cases  studied  the 
loop  travelled  in  a clockwise  direction  in 
the  horizontal  plane  as  opposed  to  a 
counterclockwise  direction  in  normal  ver- 
tical hearts.  The  horizontal  projection  is 
usually  characterized  by  an  initial  small 
deflection  directed  to  the  right  and  an- 
teriorly followed  by  a larger  deflection 
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to  the  left,  then  a sharp  turn  to  the  right 
and  anteriorly,  with  the  centripetal  limb 
returning  to  the  point  of  origin  anterior 
to  the  centrifugal  limb.  The  following 
established  patterns  are  thus  produced  in 
the  standard  electrocardiogram:  (1) 

right  axis  deviation;  (2)  a prominent  R 
wave  in  aVR ; (3)  an  abnormal  QRS 
complex  in  V-l,  V-2  or  V-3R;  (4)  Re- 
versal of  the  ratio  of  the  amplitudes  of 
R and  S waves  in  V-l  and  V-6.  Depres- 
sion of  S-T  segments  and  inverted  T 
waves  frequently  occur  in  leads  II  and 
III  as  well  as  V leads  over  the  right  heart. 
It  is  also  common  to  see  abnormal  P 
waves  associated  with  enlargement  of  the 
right  ventricle.  In  certain  cases  complete 
or  incomplete  right  bundle  branch  block 
is  the  only  manifestation. 

Because  of  recent  interest,  rapid  ad- 
vances in  cardiac  surgery,  and  the  clari- 
fication provided  by  spatial  vectorcardio- 
graphy, it  was  felt  that  a brief  review 
of  the  electrocardiographic  criteria  for 
the  diagnosis  of  right  ventricular  hyper- 
trophy would  be  worthwhile. 

Material 

The  electrocardiograms  of  27  cases  of 
right  ventricular  hypertrophy  were  stud- 
ied. These  were  not  autopsied  cases,  but 
presented  good  clinical  evidence  of  right 
sided  preponderance.  Of  the  27  cases,  15 
had  mitral  stenosis,  10  had  advanced  pul- 
monary disease,  and  2 had  congenital 
cardiac  defects.  All  were  taken  from  the 
files  at  the  Memorial  Hospital.  The  trac- 
ings consisted  of  the  12  routine  leads  and 
were  taken  on  a Cambridge  direct  writ- 
ing instrument. 

Only  cases  diagnosed  as  definite  right 
ventricular  hypertrophy  were  used.  Trac- 
ings showing  evidence  of  combined  heart 
strain,  complete  right  bundle  branch 
block,  or  only  suggestive  evidence  be- 
cause of  P wave  changes  and  persistence 
of  S waves  in  the  left  precordial  leads, 
were  not  considered.  The  records  were 
examined  for  axis  shift,  abnormalities  of 
the  QRS  complex  in  lead  aVR,  an  abnor- 
mal QRS  in  V-l,  the  R/S  ratio  in  V-l 
and  V-5  and  V-6,  and  S-T  segment  and 
T wave  changes. 


Results 

1.  Axis  Shift.  A total  of  16  tracings 
showed  a frontal  plane  QRS  vector  of 
more  than  plus  90°.  This  figure  seems 
somewhat  low  when  compared  to  other 
reports.  It  is  also  surprising  that  5 rec- 
ords were  found  to  have  a frontal  plane 
vector  of  less  than  0°.  A normal  axis 
was  found  in  6.  Significant  S waves  in 
the  three  standard  limb  leads  were  ob- 
served in  9 tracings. 

2.  Lead  aVR.  The  QRS  complex  was 
considered  abnormal  in  this  lead  if  the 
amplitude  of  the  R wave  was  more  than 
four  times  the  preceding  Q wave.  This 
occurred  in  6 tracings.  In  2 others,  how- 
ever, the  configuration  of  the  R wave  was 
bizzare  and  the  duration  prolonged. 

3.  Pattern  in  V-l  through  V-6.  The 
pattern  was  considered  diagnostic  if  rever- 
sal of  the  amplitudes  of  R and  S waves  in 
V-l  and  V-5  or  V-6  was  present.  This 
was  characterized  by  an  abnormally  large 
R in  proportion  to  S in  V-l  or  a prom- 
inent S in  V-5  or  V-6.  These  findings 
were  present  in  18  cases.  No  attempt  was 
made  to  compute  mathematical  relation- 
ship by  formulas. 

4.  Abnormal  V-l.  The  QRS  complex 
was  considered  abnormal  if  the  duration 
of  the  time  interval  from  the  beginning 
of  the  QRS  to  the  onset  of  intrinsicoid 
deflection  was  above  0.03  seconds.  This 
was  found  in  23  tracings.  In  most  of 
these  the  ascending  limb  of  the  R wave 
was  slurred  or  notched.  In  several  an  R1 
wave  occurred,  but  in  only  one  did  the 
total  duration  of  the  complex  suggest  in- 
complete right  bundle  branch  block.  Lead 
V-2  showed  the  abnormalities  more  clear- 
ly in  a few  records.  Lead  V-3R  was  not 
taken  in  any  of  the  records  examined. 

5.  S-T  Segment  and  T-Wave  Changes. 

In  14  tracings  the  S-T  segments  were 
depressed  or  T waves  inverted  in  leads 
II,  III,  V-l  and  V-2. 

Discussion 

Changes  in  the  precordial  leads  were 
the  most  frequent  abnormalties  found. 
An  abnormal  QRS  complex  in  right  ven- 
tricular leads  is  sometimes  difficult  to 
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evaluate.  Because  the  horizontal  plane 
QRS  loop  moves  from  left  to  right  in  a 
clockwise  direction  in  right  ventricular 
hypertrophy,  a qR  is  usually  inscribed  in 
V-l  or  V-2.  However,  the  main  portion 
of  the  loop  is  not  always  oriented  in  the 
right  anterior  quadrant  of  the  chest,  with 
the  result  that  typical  changes  are  not 
seen  in  V-l.  Lasser  has  demonstrated 
vector  loops  in  the  left  posterior  quad- 
rant in  severe  degrees  of  hypertrophy 
giving  rise  to  prominent  R waves  over 
the  left  lateral  chest.  The  vector  loop  is 
certainly  not  always  smooth  in  contour 
and  variations  in  its  configuration  may 
reflect  variable  changes  in  right  sided 
leads.  This  may  also  account  for  the  fact 
that  the  progression  of  the  reversed 
R/S  ratio  from  V-l  to  V-6  in  the  typical 
pattern  of  right  ventricular  hypertrophy 
is  not  always  steady  and  regular.  The 
prolonged  duration  of  the  intrinsicoid  de- 
flection of  the  R wave  may  be  seen  only 
or  at  least  more  easily  in  lead  V-3R.  This 
could  not  be  evaluated  in  this  series  of 
tracings,  but  would  seem  worthwhile  in 
every  suspected  case  of  right  ventricular 
predominance.  There  were  several  trac- 
ings in  which  persistent  S waves  in  V-5 
and  V-6  suggested  the  possibility  of  right 
ventricular  hypertrophy.  These  were  not 
included  in  this  survey.  It  should  be  re- 
membered that  in  marked  left  axis  de- 
viation the  mean  QRS  vector  may  point 
superiorly  enough  to  write  S waves  over 
left  chest  leads. 

Frequently  it  is  impossible  to  differen- 
tiate right  bundle  branch  block  from 
right  ventricular  hypertrophy  on  a stand- 
ard electrocardiogram.  It  has  been  shown, 
however,  that  vectorcardiograms  in  the 
two  conditions  are  entirely  different.  In 
atypical  right  bundle  branch  block  the 
alterations  are  confined  to  the  terminal 
portion  of  the  QRS  loop,  which  is  in- 
creased in  duration,  slow  in  contour,  and 
directly  anteriorly.  Both  conditions  may 
inscribe  an  RSR1  pattern  over  the  right 
precordium.  It  has  been  mentioned  that 
right  bundle  branch  block  may  be  a man- 
ifestation of  right  ventricular  hypertro- 
phy in  some  cases. 


The  finding  of  5 tracings  showing  a 
frontal  plane  vector  of  less  than  0°  is 
difficult  to  explain.  Right  ventricular  hy- 
pertrophy certainly  occurs  in  electrically 
horizontal  hearts,  but  the  percentage 
seems  high.  In  one  of  these  cases  the 
only  abnormal  finding  was  a prolonged 
R wave  in  V-l  and  V-2.  In  the  other  four 
an  abnormal  QRS  in  V-l  and  V-2,  plus 
a reversal  of  the  normal  R/S  ratio  in  V-l 
to  V-6,  occurred.  Of  the  16  tracings  show- 
ing right  axis  deviation  the  majority  had 
frontal  plane  vectors  of  over  plus  100°. 
Six  were  plus  120°  or  more.  Extreme  de- 
grees of  right  axis  shift  are  common  in 
right  ventricular  hypertrophy.  It  is  in- 
teresting that  9 tracings  showed  S waves 
in  all  three  limb  leads.  These  were  found 
in  records  felt  to  represent  the  more 
marked  degrees  of  hypertrophy  and  can 
probably  best  be  explained  by  a vector 
loop  oriented  posteriorly. 

Abnormal  QRS  complexes  in  aVR  were 
not  isolated  findings  in  any  case  and  when 
present  were  accompanied  by  all  the  other 
accepted  criteria.  It  is  well  known  that 
extreme  rotation  of  the  heart  may  give 
rise  to  a prominent  R wave  in  this  lead, 
and  that  abnormal  findings  must  be  eval- 
uated carefully. 

Changes  in  S-T  segments  and  T waves 
were  not  noted  unless  definite  depression 
or  inversion  occurred.  Inverted  T waves 
in  leads  II  and  III  were  among  the  first 
described  changes  in  right  ventricular  hy- 
pertrophy. It  should  be  mentioned  that 
inverted  T waves  occur  in  leads  II  and 
III  in  some  cases  of  left  ventricular  hy- 
pertrophy when  the  heart  is  electrically 
vertical  in  position.  In  these  cases,  how- 
ever, similar  changes  are  found  in  the 
left  precordial  leads.  Inverted  T waves 
occure  in  V-l  and  V-2  in  many  normal 
tracings. 

Summary 

1.  The  electrocardiograms  of  27  pa- 
tients with  right  ventricular  hypertrophy 
were  examined  and  the  criteria  used  for 
the  diagnosis  presented. 

2.  The  reasons  for  the  pattern  on  the 
standard  electrocardiogram,  as  well  as 
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the  difficulties  in  diagnosis,  were  dis- 
cussed. 


3.  Spatial  vectorcardiography  would 
seem  to  be  of  distinct  help  in  the  diag- 
nosis of  certain  cases. 
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POLYDIPSIA  and  POLYURIA  in  “ATYPICAL” 
GENITOURINARY  PATHOLOGY 

A Preliminary  Report 

Joseph  J.  Kozma,  M.D.,* 
Wilmington,  Del. 

Polyuria  and  polydipsia  is  a well-known 
symptom  complex  in  parenchymal  disease 
of  the  kidneys  indicating  tubular  dys- 
function. 


It  is  also  well-known  that  the  develop- 
ment of  hypertension  in  experimental  an- 
imals with  unilateral  ligation  of  the  renal 
artery  often  is  preceded  by  polyuria  and 
polydipsia.1  This  latter  can  be  found  in 
humans  with  obstruction  of  one  renal  ar- 
tery.2’3 

The  reflex  anuria  of  ureteral  ligation  is 
often  followed  by  compensatory  polyuria. 
The  removal  of  the  obstruction  is  regu- 
larly followed  by  polyuria.4  In  some  in- 
stances polydipsia  develops  but  this  is 
not  a persistent  pattern. 

The  following  three  cases  will  be  pre- 
sented in  detail  and  four  more  will  be 
mentioned  in  which  the  above  outlined 
causes  do  not  seem  to  have  any  signifi- 
cance and  in  which  the  polyuria  and  poly- 
dipsia were  very  important  and  annoying 
symptoms.  All  these  patients  were  nor- 
motensives. 


Case  1,  G.T.O.  Hospital  #55071,  a 37- 
year-old  white  female  was  admitted  to 
The  Memorial  Hospital  because  of  severe 
pain  and  tenderness  in  the  left  lower 
quadrant.  This  tenderness  had  been  pres- 
ent for  a number  of  months  and  was 
associated  with  severe  menstrual  cramps, 
polyuria,  and  polydipsia.  It  was  felt  that 
the  patient  had  a left-sided  adnexitis. 
This  diagnosis  was  confirmed  on  physical 
examination  by  the  gynecological  consult- 
ant, who  felt  enlarged  adnexa  on  the  left, 
quite  tender.  Because  of  the  polyuria  as- 
sociated with  polydipsia,  extensive  invest- 
igations were  carried  out  to  rule  out  dis- 
eases of  metabolism  and  diseases  of  the 
kidneys. 

The  BUN  was  normal  on  repeated  occa- 
sions; 10  and  6.5  mg.%.  PSP  excretion 
was  40%  total  after  60  minutes.  Fishberg 
concentration  test  was  1.016.  Urinalysis 
was  negative  for  albumin  and  sugar,  6-10 
WBC  were  in  an  uncatheterized  specimen. 
A retrograde  pyelogram  showed  the  kid- 
neys to  be  normal  in  outline  and  the 
calices  normal  in  size  and  shape.  There 
was  a stenosis  of  the  ureter  on  the  right 
below  the  uretero-pelvic  junction  and 
slightly  irregular  appearance  of  the  left 
lower  ureter  but  no  evidence  of  obstruc- 
tion. The  indigocarmine  appeared  in  both 
kidneys  in  3-4  minutes;  concentration 
was  good. 

During  the  first  days  of  hospitalization 
the  patient  developed  a very  annoying 
polyuria  and  polydispia,  which  now  was 
much  more  marked  then  previously.  Her 
urinary  output  ranged  between  2700-4300 
cc.  Because  of  her  primary  diagnosis,  she 
was  treated  with  daily  doses  of  penicillin 
and  on  the  18th  day  of  hospitalization  a 
D&C  was  performed.  Subsequently,  her 
symptoms  disappeared.  The  pain  became 
minimal ; polyuria  and  polydipsia  subsid- 
ed and  the  patient  left  the  hospital  in 
good  condition. 

Case  2,  A.M.P.  Hospital  #38928,  a col- 
ored female,  who  has  had  numerous  ad- 
missions to  the  Memorial  Hospital  be- 
cause of  postphlebitic  syndrome.  She  had 
bilateral  femoral  vein  ligation  done  ten 
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years  ago  for  deep  thrombophlebitis  that, 
apparently,  did  not  respond  to  the  stand- 
ard treatment.  Following  her  operation, 
she  very  frequently  experienced  swelling 
of  her  legs,  with  increase  of  the  skin 
temperature.  Almost  yearly  she  was  hos- 
pitalized and  treated  with  anticoagulants. 
The  recent  admission  was  necessary  be- 
cause of  a recurrence  of  her  thrombo- 
phlebitis. 

The  physical  examination  revealed  a 
32-year-old  colored  female  in  no  acute 
distress.  The  cardiovascular  status  was 
stable.  Blood  pressure  was  120/80.  Her 
lungs  were  clear.  The  abdomen  did  not 
show  any  pathology.  Pelvic  examination 
was  negative.  The  left  leg  was  acutely 
swollen ; it  was  hot  and  tender. 

Laboratory  tests  on  admission  showed 
RBC  4.76  million;  Hbg.  12.5  Gm%  ; WBC 
10,750  with  66%  neutrophiles,  13%  non- 
segs;  18%  lymphocytes;  and  3%  mono- 
cytes. Urinalysis  showed  a trace  of  al- 
bumin in  the  uncatheterized  specimen. 
Random  concentration  of  the  urine  was 
1.012-1.018.  Prothrombin  time  57%.  Fast- 
ing blood  sugar  103  mg.%.  Plasma  chlor- 
ides 600  mg.%.  Sodium  (serum)  136.5 
mEq/L.  Potassium  4.03  mEq/L.  BUN  10 
mg.%.  Uric  acid  2.8  mg.%.  Sedimentation 
rate  22mm/hr.  (Westergreen  method). 
Bromsulphalien  retention  12%  in  45  min- 
utes. Blood  culture  was  sterile.  A stand- 
ard urine  culture  showed  the  growth  of 
an  aerobacter  species  but  the  subsequent 
cultures  obtained  directly  by  catheteriza- 
tion of  the  kidneys  did  not  grow  any  or- 
ganisms. 

Patient  was  treated,  initially,  with  he- 
parin and,  subsequently,  with  dicumarol. 
About  24  hours  after  admission,  the  pa- 
tient developed  annoying  polyuria  and 
polydipsia.  This  was  associated  with  se- 
vere shooting  pain  in  the  left  lower  quad- 
rant. On  the  basis  of  previous  experience 
with  cases  presenting  the  symptoms  of 
polyuria  and  polydipsia,  the  diagnosis  of 
unilateral  G-U  pathology  was  made.  An 
I.V.  pyelogram  did  not  show  significant 
changes.  Retrograde  pyelogram  revealed 
normal  outline  of  the  right  kidney.  On 


the  left  there  was  an  obstruction  of  the 
ureter  about  1*4  inches  above  its  ter- 
mination. The  radiologist  interpreted  this 
obstruction  as  being  due  to  a stone.  Two 
days  later  the  retrograde  pyelogram  was 
repeated.  At  this  time  no  evidence  of  the 
obstruction  was  seen.  The  polyuria  and 
polydipsia  cleared  up  rapidly.  The  subse- 
quent course  of  the  patient  was  unevent- 
ful and  she  left  the  hospital  in  a good 
general  condition.  She  was  seen  in  the 
Clinic  on  several  occasions  since  her  dis- 
charge; no  polyuria  or  polydipsia  was  de- 
tected. 

Case  3,  S.C.H.  Hospital  #97716,  a 40- 
year-old  white  female,  who  first  was  ad- 
mitted to  the  Memorial  Hospital  in  May, 
1954.  On  admission  she  was  complaining 
of  burning  on  urination  and  anterior 
chest  pain.  There  was  no  definite  history 
of  urinary  frequency  or  urgency.  Close 
questioning  revealed  that  the  patient  has 
voided  large  amounts  of  urine  for  longer 
periods  of  time  and  that  her  fluid  intake 
increased  considerably  during  recent 
months. 

Physical  examination  revealed  extreme 
deformity  of  her  bony  skeleton.  There 
was  an  extreme  scoliosis  and  lumbar  lor- 
dosis present,  associated  with  severe  dor- 
sal kyphosis.  The  lower  extremities  were 
atrophic.  The  tibiae  were  very  thin.  Pel- 
vic examination  revealed  the  absence  of 
the  uterus  (patient  had  a hysterectomy 
three  years  ago).  The  introitus  and  the 
vulva  were  severely  inflamed;  so  was  the 
vagina.  No  masses  were  found. 

Laboratory  tests  on  admission  includ- 
ed: urinalysis  with  a specific  gravity  of 
1.017.  Negative  albumin  and  sugar.  RBC’s 
5-10,  in  an  uncatheterized  specimen. 
WBC’s  were  6-7.  Red  cell  count  was  4.9 
million.  Hbg.  was  12.5  Gm.%.  WBC  was 
5,950  with  50%  neutrophiles  and  41% 
lymphocytes.  BUN  was  11  mg.%. 

An  I.V.  pyelogram  showed  the  left  kid- 
ney in  the  region  of  the  spleen.  The  right 
kidney  was  low  in  position  and  it  lay 
over  L.5  and  S.l,  anteriorly.  Dense  cysto- 
gram  was  obtained  in  15  minutes:  It  was 
concluded  that  the  kidneys  had  a good 
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wide  spectrum  of  effectiveness 
rapid  diffusion 
prompt  control  of  infection 
minimum  side  effects 

decision  often  favors 


Compared  with  certain  other  antibiotics,  ACHROMYCIN  offers  a broader  spectrum  of 
effectiveness,  more  rapid  diffusion  for  quicker  control  of  infection,  and  the  distinct  advan- 
tage of  being  well  tolerated  by  the  great  majority  of  patients,  young  and  old  alike. 

Within  one  year  of  the  day  it  was  offered  to  the  medical  profession,  ACHROMYCIN  had 
proved  effective  against  a wide  variety  of  infections  caused  by  Gram-negative  and 
Gram-positive  bacteria,  rickettsiae,  and  certain  viruses  and  protozoa. 

With  each  passing  week,  acceptance  of  ACHROMYCIN  is  still  growing.  ACHROMYCIN, 
in  its  many  forms,  has  won  recognition  as  a most  effective  therapeutic  agent. 
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function;  although,  because  of  the  severe 
deformity,  no  clear  picture  could  be  out- 
lined. The  patient  was  treated  for  her 
vaginitis  which,  subsequently,  was  estab- 
lished to  be  due  to  monilia.  The  polyuria 
and  polydipsia  did  not  clear,  but  the  pa- 
tient was  discharged  to  be  followed  in 
the  Outpatient  Department. 

As  an  outpatient  her  polyuria  and  poly- 
dipsia changed  in  intensity  and  frequent- 
ly disappeared  completely.  The  urinalyses 
remained  negative  and  several  urine  cul- 
tures were  reported  negative,  at  no  time 
has  there  been  an  elevation  of  the  BUN. 
Fasting  blood  sugars  and  glucose  toler- 
ance curves  were  normal.  Highest  urinary 
concentration  was  1.021. 

Later  on  patient  had  two  more  admis- 
sions for  completely  unrelated  conditions. 
She  is  now  under  good  control  but  still 
has  polydipsia  and  polyuria  on  occasion. 

In  addition  to  the  cases  outlined  above, 
we  have  observed  the  syndrome  of  poly- 
dipsia and  polyuria  in  a patient  with  trau- 
matic rupture  of  the  left  kidney.  (G.B.B. 
Hospital  #105203,  64-year-old  white 
male).  The  same  syndrome  was  encoun- 
tered in  an  85-year-old  white  female  with 
empyema  and  rupture  of  the  gall  bladder. 
This  syndrome  existed  for  24  hours  from 
the  occurrence  of  the  rupture  to  the  time 
of  the  operation,  (cholecystectomy  and 
drainage).  (A.C.B.  Hospital  #78816). 

In  two  cases  of  diabetes  the  successful 
treatment  of  diabetic  coma  was  followed 
by  extreme  polyuria.  (C.S.T.  32-year-old 
colored  female,  12,000  cc.  daily  output. 
Hospital  #104,442;  and  N.G.  27-year-old 
white  female,  with  3,600  cc.  daily  output. 
Hospital  #109,330).  In  both  cases,  on  the 
basis  of  the  previous  experience,  the  pres- 
ence of  unilateral  renal  involvement  was 
predicted;  later  verified  by  urograms. 

Discussion 

The  cases  presented  here  in  detail  and 
the  additional  cases  mentioned  seem  to 
have  common  characteristics  that  can  be 
summarized  as  follows: 
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(1)  absence  of  diffuse  parenchymal 
renal  disease ; 

(2)  mechanical  or  inflammatory  in- 
volvement of  the  urinary  tract, 
unilaterally.  Intrinsic  or  extrinsic ; 

(3)  no  elevation  of  the  BUN ; 

(4)  absence  of  urinary  retention.  (No 
hydronephrosis  present)  ; 

(5)  normal  blood  pressure; 

(6)  presence  of  polyuria  and  polydip- 
sia. 

The  mechanism  of  this  phenomenon  is 
not  clear.  It  seems  to  be  a reflex  mech- 
anism that  involves  the  entire  G-U  tract 
(kidneys  and  ureters  as  a unit).  How 
much  of  this  reflex  mechanism  is  medi- 
ated through  hydrostatic  inbalance  be- 
tween the  two  sides  of  the  urinary  tract 
or  how  much  of  this  is  controlled  by  hu- 
moral mechanism  cannot  be  determined 
on  the  basis  of  simple  observation. 

In  our  first  case  the  immediate  cause 
of  the  phenomenon  is  thought  to  be  left 
andexitis;  the  inflammation  involving  al- 
so the  periadnexal  tissue  and  the  ureter. 

In  the  second  case  the  temporary  ob- 
struction of  one  ureter  by  a stone  is  con- 
sidered to  be  responsible. 

In  the  third  detailed  case  the  compres- 
sion of  the  kidneys  due  to  severe  de- 
formity of  the  spine  is  considered  as  the 
immediate  cause. 

The  case  of  the  traumatic  rupture  of 
one  kidney  represents  a compensatory 
polyuria. 

Accumulation  of  pus  and  periureteral 
and  perirenal  inflammation  is  probably 
the  explanation  for  the  syndrome  in  the 
case  of  the  rupture  of  the  gall  bladder. 

In  the  two  diabetic  cases  cited  the  one 
(C.S.T.)  had  a cyst  in  one  of  the  kid- 
neys; the  second  case  was  a pyelitis  on 
the  right. 

To  explain  the  phenomenon  is  not  the 
aim  of  this  paper,  although  one  can  spec- 
ulate that  the  mechanism  is  similar  to 
experimental  perinephritis  that  increases 
the  extracellular  and  blood  volume.5  The 
purpose  of  the  report  is  to  emphasize 
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that  beyond  the  classical  symptoms  of 
well-known  reflex  anuria,  flood  diuresis, 
reflex  diuresis  (as  occurs  in  unilateral 
obstruction  of  one  renal  artery)  etc., 
there  is  a clinically  recognizable  entity  of 
polyuria  and  polydipsia  in  “atypical”  dis- 
eases of  the  urinary  tract.  The  recogni- 
tion of  this  entity  is  a definite  aid  in  the 
diagnosis  of  atypical  pathology  of  the 
urinary  system. 

Summary 

Three  cases  of  the  syndrome  polyuria 
and  polydispia  are  presented,  occurring 
in  atypical  diseases  of  the  G-U  tract  with- 
out parenchymal  renal  disease. 

Clinical  criteria  characterizing  this  syn- 
drome are  established. 
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THORAZINE  AND  ELECTROSHOCK 

Sanford  G.  Rogg,  M.D., 

Medical  Director,  Daybreak  Lodge 
Wilmington,  Del. 

This  brief  paper  is  being  presented  in 
order  to  put  into  the  literature  a treat- 
ment method  about  which  as  yet  appar- 
ently nothing  has  been  written.  An  ar- 
ticle* in  a current  journal  makes  the  fol- 
lowing statement:  “The  literature  was 
searched  in  order  to  determine  the  effect 
of  electroshock  therapy  on  a patient  who 
was  receiving  Thorazine  and  no  case  was 
found.”  Because  of  this  I feel  that  my 
experience  in  using  combined  electro- 
shock and  Thorazine  therapy  on  17  pa- 
tients should  be  reported. 

The  literature  is  full  of  reports  stating 
that  one  of  the  most  striking  physiolog- 
ical effects  of  Thorazine  is  its  hypoten- 
sive action.  I have  observed  this,  but 

* Weiss,  Daniel:  Changes  in  Blood  Pressure  with  Electro- 

shock Therapy  in  a Patient  Receiving  Chlorpromazine 
Hydrochloride  (Thorazine),  Am. J. Psych.  Ill:  No.  8, 

(Feb.)  1955. 


feel  other  factors  enter  into  the  situation 
in  that  a relaxation  of  mental  tension 
under  which  the  patient  is  causes  a sec- 
ondary drop  in  pressure  in  the  same  way 
that  many  other  drugs  of  a sedative 
nature  do.  1 have  also  seen  on  numerous 
occasions  the  same  lowering  of  pressures 
after  electroshock  treatment  alone  and 
perforce  had  to  consider  it  as  secondary 
to  the  general  lessening  of  psychomotor 
tension  levels  as  the  patient  begins  to  re- 
spond to  treatment.  The  usual  reduction 
averages  20-40mm.  systolic  and  10-15mm. 
diastolic. 

I have  treated  17  patients  with  Thor- 
azine-electroshock  combined.  The  indica- 
tion for  the  drug  was  any  condition,  re- 
gardless of  its  diagnostic  category,  where 
there  was  any  significant  increase  in 
psychomotor  tension.  My  cases  included 
6 schizophrenics,  from  age  16  to  48 
years,  with  marked  tension  present;  1 
manic  psychosis  in  a patient  aged  44, 
with  a long  history  of  previous  depres- 
sive episodes;  3 paranoid  conditions, 
from  age  33  to  71 ; 2 obsessive  reactions, 
age  33  and  58  respectively;  4 depressive 
reactions,  from  age  31  to  51  years,  all 
with  marked  agitation;  1 senile  condition 
age  67,  with  the  constant  hyperactivity 
often  seen. 

Our  average  dosage  of  the  drug  starts 
hypodermically  with  25  mg,  repeated  in 
two  hours  and  then,  following  no  rigid 
formula,  we  give  succeeding  doses  of 
Thorazine  according  to  the  need.  The 
average  amount  ranges  from  200mg.  to 
400mg.,  with  one  patient  receiving  1,000 
mg.  daily.  We  chart  blood  pressures 
every  four  hours  for  a week,  and  then 
daily.  Laboratory  studies  include  Hgb., 
W.B.C.  and  differential  blood  studies. 

I might  say  that  my  personal  experi- 
ence with  the  drug  is  somewhat  different 
from  the  glowing  reports  that  one  reads 
at  present  in  the  literature.  Personal 
communications  with  others  who  also 
use  the  drug  for  the  same  purposes 
strengthens  my  belief  that  a lot  of  over- 
enthusiastic  reports  are  being  published 
and  will  continue  to  be  published  for  the 
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time  being'.  We  all  have  seen  many  other 
drugs  that  start  off  rather  spectacularly 
and  then  taper  down  to  their  useful  level 
in  medicine. 

The  basic  atmosphere  at  our  sanitar- 
ium is  always  that  of  an  ordered  calm. 
All  of  the  cases  mentioned  were  first 
started  on  Thorazine  alone  in  the  hope 
that  it  would  quickly  control  the  patients’ 
overactivity  and  produce  a tranquil  out- 
look, allowing  psychotherapeutic  meas- 
ures to  be  instituted.  Such  did  not  occur. 
It  became  necessary  to  institute  shock 
treatment  in  order  to  shorten  the  period 
of  over-activity  and  render  the  patient 
more  accessible.  In  doing  this  I am  ob- 
taining the  known  benefits  of  electro- 
shock along  with  whatever  help  Thora- 
zine may  give.  The  drug  itself  has  had 
no  demonstrable  effect  on  the  mechanics 
of  electroshock,  the  time  and  voltage  set- 
tings remain  within  the  usual  limits  and 
the  reactions  follow  along  the  lines  seen 
with  shock  treatment  alone.  There  have 
been  no  hypotensive  crises  and  no  unto- 
ward results  of  any  kind  experienced. 

Of  the  17  cases  so  treated,  13  have 
been  discharged  as  cured,  2 continue  un- 
der treatment,  and  2 have  not  shown  any 
improvement  at  all.  From  past  experi- 
ence 1 know,  however,  that  electroshock 
alone  would  have  given  comparable  re- 
sults. I feel  that  my  experience  in  the 
use  of  combined  electroshock-Thorazine 
therapy  shows  no  antagonism  to  exist 
between  the  methods,  and  possibly  there 
is  a shortening  of  the  duration  of  illness. 
2801  West  6th  St. 


MISCELLANEOUS 
Advances  in  Medical  Education 

By  1960,  the  nation’s  medical  schools 
should  be  graduating  from  7,300  to  7,500 
physicians  each  year.  Dr.  Edward  L. 
Turner,  secretary  of  the  Council  on  Med- 
ical Education  and  Hospitals  of  the 
A.M.A.,  made  the  estimate  in  the  March 
12  Journal  of  the  A.M.A.  He  based  the 
prediction  on  projections  of  admissions 
and  graduates  of  approved  medical 

schools  and  of  new  schools  being  devel- 
oped. 


In  the  past  54  years  the  nation’s  pop- 
ulation doubled  while  approved  medical 
school  graduations  increased  114.6  per 
cent.  Enrollment  in  medical  schools  in- 
creased from  12,530  to  28,227 ; graduates 
increased  from  3,165  to  6,861. 

Two  common  misconceptions  about 
medical  schools  were  contradicted  by  Dr. 
Turner  from  facts  in  a study  of  the  past 
50  years.  He  said  that  while  there  were 
more  medical  schools  and  more  graduates 
in  1900  than  at  present,  one  fact  should 
be  remembered:  many  of  the  turn-of-the- 
century  medical  schools  were  “little  more 
than  diploma  mills.”  Only  about  a third 
of  them  could  offer  education  that  met 
acceptable  standards  for  medical  prac- 
tice. 

In  1910,  however,  an  analysis  of  schools 
“revolutionized”  medical  education.  Since 
then  major  medical  groups  have  worked 
together  in  “developing  and  maintaining 
the  highest  possible  standards  of  medical 
education  in  the  United  States  in  the  in- 
terests of  the  American  public,”  he  said. 

“Contrary  to  a common  misconception, 
these  organizations  have  not  endeavored 
to  control  the  number  of  physicians  grad- 
uated by  the  schools,”  he  said.  “They 
have  advised  against  medical  schools  un- 
dertaking to  admit  more  students  than 
their  faculties  or  facilities  could  possibly 
justify,  if  they  were  to  be  properly  ed- 
ucated.” 

Dr.  Turner  explained  the  confusion 
which  “gave  rise  to  wild  distortions  . . . 
that  only  one  applicant  out  of  ten  or 
more  could  possibly  get  into  a medical 
school.” 

Actually,  in  1953-54,  one  out  of  every 
1.97  applications  was  admitted  to  an  ap- 
proved medical  school.  The  confusion  came 
from  the  fact  that  there  were  only  14,678 
premedical  students  applying  for  admis- 
sion— but  they  filed  48,556  applications. 
In  other  words,  every  student  seeking  to 
get  into  medical  school  applied  to  an 
average  of  3.3  schools. 

The  50-year  study  showed  that  “ap- 
proved medical  schools  have  increased 
their  production  of  physicians  through 
Continued  on  page  87 
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Eisenhower  and  Health 
Physicians  who  heaved  a sigh  of  relief 
when  Dwight  D.  Eisenhower  was  elected 
President  of  the  United  States  have  had 
cause  in  the  past  two  years  to  wonder 
whether  or  not  some  other  manifestation 
might  not  have  been  more  in  order. 

Specifically,  Dwight  D.  Eisenhower  has 
not  proved  to  be  the  savior  of  the  med- 
ical profession  against  socialistic  threats; 
in  fact,  he  has  espoused  or  supported 
some  measures  in  the  Congress  which 
might  easily  be  regarded  as  moving  to- 
ward, instead  of  away  from,  socialism. 

In  the  last  Congress,  which  was  dom- 
inated by  a slim  majority  of  Republicans, 
the  President  achieved  a good  deal  of  his 
overall  legislative  policy.  He  missed  out 
on  a few  measures  and  turned  his  back 
on  others  but,  net,  he  got  pretty  much 
what  he  asked  for. 


In  the  1955  Congress,  where  the  Dem- 
ocrats are  again  in  control,  the  Presi- 
dent faces  the  possibility  of  partisanship 
and  a different  policy  of  look-see  on  what 
he  proposes  as  new  laws  for  the  country. 

A few  weeks  ago  President  Eisenhower 
gave  to  the  Congress  his  entire  program 
of  legislation.  Part  of  it  concerned  health 
measures  for  which  he  sponsored  federal 
aid  or  leadership.  In  the  main  the  med- 
ical profession  has  found  this  program 
palatable,  although  there  may  be  some 
quibbling  over  just  how  far  Uncle  Sam 
should  go  in  dominating  health  programs 
administered  by  the  states  or  in  foisting 
such  programs  on  the  states  and  local 
communities  by  direction  or  indirection. 

By  and  large,  the  medical  profession 
has  gone  along  with  Mr.  Eisenhower  on 
such  matters  as  foistering  additional  can- 
cer research,  aiding  the  states  to  further 
their  past  studies  on  communicable  dis- 
eases and  cooperating  in  the  detection 
and  control  of  diseases  which  have  here- 
tofore been  labeled  public  health  menaces. 
The  American  Medical  Association  has 
patted  the  President  on  the  back  for  his 
sponsorship  or  leadership  in  promoting 
the  public  interest  in  such  noncontrover- 
sial  fields. 

When  the  subject  gets  into  controver- 
sial matters,  however,  there  appears  am- 
ple room  for  discussion,  argument  and  op- 
position. And  there  are  two  measures 
now  before  the  Congress,  with  Adminis- 
tration sponsorship  or  support,  which  def- 
initely cause  raised  eyebrows  when  con- 
sidered by  physicians. 

The  first  of  these  bills  is  the  so-called 
“reinsurance”  bill,  which  proposes  to  set 
up  a federal  fund  to  reinsure  private  in- 
surance carriers  against  the  unknown 
risks  encountered  in  extending  the  scope 
of  coverage  of  voluntary  health  insur- 
ance. On  the  surface  this  measure  seems 
to  have  a most  humanitarian  motive,  that 
of  making  available  to  the  people  a form 
of  health  insurance  coverage  not  hereto- 
fore offered  by  underwriters.  If  this  end 
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were  actually  in  sight,  the  medical  pro- 
fession would  doubtless  be  the  first  group 
to  embrace  this  proposal. 

However,  when  a little  further  research 
is  undertaken,  the  “reinsurance”  bill  is 
stripped  of  its  humanitarian  aspect  and 
left  as  simply  another  socialistic  plan  to 
pour  federal  funds  into  what  otherwise 
would  be  an  economic  rathole. 

Under  this  proposal,  Uncle  Sam  would 
set  up  an  insurance  agency  which  would 
underwrite,  to  the  extent  of  $100,000,000 
the  first  year,  any  unusual  losses  suffered 
by  insurance  underwriters  in  offering  to 
the  public  an  extended  coverage  of  their 
present  health  insurance  contracts.  Uncle, 
however,  would  cover  only  75  per  cent  of 
such  losses  and  would  look  to  the  prin- 
ciple of  co-insurance  for  the  underwriters 
to  meet  the  final  25  per  cent  of  such 
losses.  Stripped  to  this  point  the  bill  ap- 
pears to  be  more  of  a paper  argument 
than  a reality.  Its  only  potential  adher- 
ents would  seem  to  be  those  underwriters 
who,  for  an  added  premium,  would  under- 
take to  cover  the  costs  of  catastrophic  or 
chronic  disease  without  actuarial  knowl- 
edge of  the  risk  involved. 

Insurance  carriers  have  been  loath  to 
assume  such  risks  in  the  past  and  their 
attitude  is  no  different  today.  In  fact,  a 
committee  of  the  top-flight  insurance  ex- 
ecutives has  already  advised  the  Admin- 
istration that  this  type  of  coverage  is  not 
economically  sound  and  that  if  it  were 
sound,  the  insurance  companies  have  more 
than  the  amount  proposed  as  a federal 
sop  to  take  on  the  added  risk.  Despite 
this  advice  from  those  in  the  field,  the 
Administration  continues  to  push  for  pas- 
sage of  this  proposal. 

The  President  has  added  a second  con- 
troversial measure  to  his  program  this 
year.  He  has  embraced  the  philosophy  of 
the  Wolverton  bill  offered  in  the  last 
Congress  and  not  accepted  at  that  time 
by  the  President.  This  bill,  in  last  year’s 
form,  would  provide  federal  funds  to  in- 
sure mortgages  for  the  construction  of 
health  facilities  and  hospitals  in  which 
prepaid  medical  cost  insurance  would  pro- 
vide the  bulk  of  the  patients  to  be  treat- 


ed. There  is  some  indication  that  the  last- 
named  feature  may  have  been  eliminated 
in  the  1955  version  of  the  proposal,  but 
the  provision  of  the  FHA-tvpe  mortgage 
guarantee  remains. 

Under  this  bill,  any  operator  of  a closed- 
panel  type  of  medical  cost  insurance  could 
look  to  Washington  for  a guarantee  of 
mortgage  loans  to  cover  his  construction 
of  clinics  or  hospitals.  Without  this  bill, 
he  would  be  dependent  on  his  own  re- 
sources and  credit  standing,  as  he  has 
been  in  the  past.  Why  bother  with  per- 
sonal credit  when  federal  money  is  avail- 
able ? 

This  legislation  has  been  proposed  by 
Representative  Wolverton  of  New  Jersey 
but  there  appears  ample  evidence  that  he 
has  had  assistance  from  outside  Congress 
in  the  philosophy  and  drafting  of  the 
measure.  In  fact,  in  the  closing  days  of 
the  last  Congress  the  congeniality  be- 
tween the  offices  of  Congressman  Wol- 
verton and  Mr.  Henry  J.  Kaiser,  West 
Coast  industrialist,  became  so  obvious  in 
Washington  that  this  proposal  was  popu- 
larly referred  to  as  the  “Wolverton-Kai- 
ser  bill.” 

If  such  private  influence  is  behind  this 
proposal,  the  reason  would  appear  obvi- 
ous. Private  credit  can  be  stretched  only 
so  far  but  the  public  purse  can  be  called 
upon  (if  this  type  of  measure  is  enacted 
into  law)  to  set  up  guarantees  which  will 
make  the  normal  lending  agencies  open 
up  their  credit  ledgers.  If  this  occurs, 
the  entire  population  of  the  United  States 
is  called  upon  to  furnish  financial  aid  for 
the  realization  of  private  dreams. 

Here  is  where  medicine  differs  with  the 
President.  Here  is  where  the  battle  lines 
will  doubtless  be  drawn.  The  resolution 
of  the  question  of  what — financial  or  so- 
cialistic— is  best  for  the  American  people 
will  become  the  rallying  point  for  advo- 
cates and  adversaries. 

The  fate  of  this  measure  in  the  present 
Congress  will  not  be  determined  for  some 
time.  Right  now  Congress  is  controlled 
by  a Democratic  majority,  which  may 
well  differ  with  the  President  in  his  pro- 
posals. Also,  there  may  be  some  question 
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on  the  broadened  base  of  this  mortgage 
loan  proposal,  which  in  the  earlier  Con- 
gress was  limited  to  a narrower  field  of 
potential  borrowers. 

As  introduced  in  this  Congress,  the 
mortgage  loan  bill  is  described  by  Gerald 
Gross,  noted  Washington  medical  observ- 
er, as  a “section  of  the  President’s  na- 
tional health  plan  . . . sired  by  Henry  J. 
Kaiser  and  embraced  belatedly  by  the 
White  House.  It  goes  further  than  the 
Wolverton-Kaiser  bill  of  1954,  extending 
eligibility  for  loan  insurance  to  operators 
of  proprietary,  profit-making  hospitals, 
clinics  and  licensed  convalescent  homes  as 
well  as  nonprofit  enterprises.’’ 

Such  terms  of  eligibility  may  not  be 
acceptable  to  some  members  of  Congress. 
The  entire  proposal  may  also  draw  fire 
on  partisan  lines. 

Medicine  is  nonpartisan.  Its  interest 
lies  in  the  good  of  the  people,  along  both 
scientific  and  economic  lines.  Its  voice  de- 
serves to  be  heard  in  matters  of  this 
character. 

— Editorial,  Calif.  Med.,  March,  1955 


COMING  MEETINGS 

April  13  — Health  Forum — “Overweight 
and  Underweight”  — Dr.  Norman  Ja- 
liffe,  New  York  College  of  Medicine. 
P.  S.  duPont  High  School,  8:00  p.m. 

April  14  — Sussex  County  Medical  So- 
ciety, Milford,  9:00  p.m. 

April  15  — Beebe  Hospital  Staif  Meet- 
ing, 1 :00  p.m. 

April  16 — Symposium:  Gastroenterology, 
Delaware  Academy  of  General  Prac- 
tice. “Acute  Ulcerative  Enteritis”,  Dr. 
Abraham  H.  Aaron,  Buffalo,  “Treating 
Peptic  Ulcers  with  Unrestricted  Diet”, 
Dr.  Edward  Marshall,  Cleveland, 
“Emotional  Factors  in  Gastro-intestin- 
al  Disorders”,  Dr.  Edward  Weiss, 
Phila.,  Luncheon.  9:30  a.m.-l  :30  p.m., 
“Differential  Diagnosis  in  the  Acute 
Abdomen”,  Dr.  H.  Taylor  Caswell, 
Phila.,  “Aspects  of  Radiology  in  Gas- 
tro-Enterology”,  Dr.  Arthur  Finkle- 
stein,  Phila.,  1:40-4:45  p.m.  A.  I. 
duPont  Institute.. 


April  19  — Milford  Memorial  Hospital 
Staff  Conference,  4:30  p.m. 

April  19  — New  Castle  County  Medical 
Society  Meeting,  “Recognition  of  Pul- 
monary Embolism”,  Dr.  Hugh  H.  Hus- 
sey, Jr.,  Associate  Professor  of  Clinical 
Medicine,  Georgetown,  U.,  St.  Francis 
Hospital,  Clinical  Session  3:00-5.00 
p.m.  Delaware  Academy  of  Medicine, 
8:30  p.m. 

April  25-29  — American  College  of  Phy- 
sicians’ Annual  Meeting,  Philadelphia. 

April  26  — Wilmington  General  Hospital 
Staff  Meeting,  Orthopedic  Surgery. 

April  26  — Milford  Memorial  Hospital 
Staff  Conference,  4:30  p.m. 

May  3 — 25th  Anniversary  Meeting,  Del- 
aware Academy  of  Medicine.  Dr.  Det- 
lev  W.  Bronk,  President,  Rockefeller 
Institute  of  Medical  Research.  Dr. 
John  A.  Monroe,  Professor  of  History, 
University  of  Delaware. 

June  6-10  — American  Medical  Associa- 
tion, Annual  Meeting,  Atlantic  City. 


Advances  in  Medical  Education 

Continued  from  page  8U 
increased  student  enrollment  as  their  fi- 
nances, facilities,  and  faculty  personnel 
have  made  such  expansion  possible,”  Dr. 
Turner  said.  “It  is  hoped,  however,  that 
none  of  them  will  endeavor  to  enroll  more 
students  than  they  can  effectively  edu- 
cate into  well-qualified  young  physicians.” 
Five  more  schools  now  are  being  de- 
veloped. The  University  of  California  at 
Los  Angeles  will  be  the  first  to  graduate 
a class,  in  June,  1955.  The  others  are  the 
LIniversity  of  Miami,  Albert  Einstein  Col- 
lege of  Medicine,  in  New  York  City,  Seton 
Hall  College  of  Medicine,  in  Jersey  City, 
N.  J.,  and  the  University  of  Florida  in 
Gainesville.  The  medical  schools  of  the 
Universities  of  Missippi,  Missouri,  and 
West  Virginia  are  expanding  from  two- 
year  to  four-year  schools.  All  eight  of 
these  will  be  graduating  physicians  by 
1960,  so  there  should  be  7,300  to  7,500 
physicians  produced  annually  from  ap- 
proved schools  by  that  time.  This  does 
not  include  those  who  would  be  added  by 
the  development  of  new  schools  now  be- 
ing considered. 
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Blue  Shield  Commission  Director 

The  appointment  of  John  W.  Castellucci 
as  Executive  Director  of  the  Blue  Shield 
Commission,  national  coordinating  agency 
of  the  77  Blue  Shield  Plans,  was  an- 
nounced Feb.  14  by  Dr.  L.  Howard  Schri- 
ver,  President  of  the  Blue  Shield  Commis- 
sion. 

Castellucci,  formerly  assistant  director 
of  Michigan  Medical  Service  has  been 
with  Blue  Shield  since  1943.  He  has  been 
active  both  in  organizing  Plans  through- 
out the  United  States  and  in  establishing 
programs  to  assure  the  efficient  opera- 
tions of  Blue  Shield  Plans. 

In  1945  Castellucci  helped  establish  and 
organize  the  Veterans’  Home-Town  Care 
Plan.  The  program  permits  wounded  vet- 
erans a free  choice  of  doctors  when  re- 
ceiving medical  care.  Castellucci  worked 
closely  with  the  Veterans’  Administration 
in  Washington  to  establish  the  plan 
which  has  enabled  thousands  of  veterans 
to  be  attended  by  their  own  family  doc- 
tors. 

Castellucci  succeeds  Frank  E.  Smith  as 
Executive  Director  of  the  Commission. 
He  has  been  serving  as  acting-director  of 
the  Commission  since  Smith’s  resignation 
last  fall. 


National  Hospital  Week 

Each  year  the  nation  sets  aside  one 
week  in  which  to  become  better  acquaint- 
ed with  its  hospitals.  National  Hospital 
Week  in  1955  will  be  May  8-14.  During 
this  week  the  attention  of  the  American 
public  is  focused  on  our  hospitals,  in 
which  one  out  of  every  eight  of  us  re- 
ceives care  each  year.  The  theme  of  Na- 
tional Hospital  Week  in  1955  will  be 
“Your  Hospital  ...  A Tradition  of  Serv- 
ice.” 

National  Hospital  Week  is  sponsored 
annually  by  the  American  Hospital  As- 
sociation. Celebration  of  a National  Hos- 
pital Day  began  in  1921  and  was  expand- 
ed to  a week  in  1953.  National  Hospital 
Week  is  traditionally  built  around  the 
May  12  birthday  of  Florence  Nightingale, 


the  famous  nurse  crusader  of  the  Crimean 
War,  whose  pioneer  service  led  to  the  im- 
provement of  hospital  care  in  both  Eng- 
land and  America. 

The  public  is  especially  invited  to  visit 
the  hospitals  during  Hospital  Week. 


Attention  Physician  Pilots 

Some  time  ago  several  physicians  si- 
multaneously conceived  the  idea  of  form- 
ing a national  society  of  flying  physicians. 
Initial  action  was  started  by  Mr.  Mark 
E.  DeGroff  of  Tulsa,  Oklahoma,  medical 
equipment  manufacturer,  who  offered  to 
act  as  a central  office  until  preliminary 
arrangements  could  be  made.  A notice  in 
the  A.O.P.A.  Newsletter  brought  forth 
over  one  hundred  interested  inquiries. 
About  twenty-eight  physician  pilots  at- 
tended the  American  College  of  Surgeons 
Meeting  in  Atlantic  City  and  twenty-four 
attended  the  AMA  session  in  Miami.  It 
was  felt  that  enough  interest  was  shown 
to  warrant  an  attempt  to  organize. 

It  was  decided  that  the  purposes  of  this 
society  should  be  scientific,  educational, 
and  social.  Physicians  have  a consider- 
able influence  which  should  be  passed  on 
to  everyone  to  promote  greater  aviation 
safety.  Further,  physicians  who  have 
this  interest  could  learn  much  about  the 
technical  aspects  of  flying  from  associa- 
tions with  each  other. 

The  immediate  objectives  are:  compila- 
tion of  a complete  list  of  physician  pilots; 
appointment  of  temporary  local  area 
chairmen;  the  collection  of  ideas  and  sug- 
gestions; and  encourage  physicians  to  fly 
in  to  the  AMA  Meeting  at  Atlantic  City, 
June  6-10,  1955. 

A scientific  and  social  program  can  be 
arranged  at  Atlantic  City  if  enough  in- 
terest is  shown. 

Will  physician  pilots  who  are  interest- 
ed please  send  their  names,  plane  flown 
and  landing  field  to  the  local  chairman  of 
their  area,  or,  if  not  known,  to  H.  D. 
Vickers,  M.  D.,  25  Jackson  Street,  Little 
Falls,  New  York,  temporary  chairman. 
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Oliver  V.  James,  M.D. 

Dr.  Oliver  V.  James,  75,  chief  surgeon 
at  Milford  Memorial  Hospital  throughout 
World  War  II  died  in  the  Milford  Memo- 
rial Hospital  on  February  22,  1955,  after 
a short  illness. 

A graduate  of  the  University  of  Mary- 
land Medical  School  in  1906,  Dr.  James  • 
started  practice  in  Gumboro  that  same 
year.  A native  of  Sussex  County  he  came 
to  Milford  from  Gumboro  in  1922. 

Dr.  James  was  a member  of  Temple 
Lodge  No.  9,  A.F.  and  A.M.  of  Milford, 
Evergreen  Forest  No.  49,  Tall  Cedars  of 
Lebanon  of  Kent  & Sussex  Counties,  Ave- 
nue Methodist  Church,  the  official  board 
of  Avenue  Church,  a charter  member  and 
past  president  of  the  Milford  Rotary 
Club,  a member  of  the  Milford  Memorial 
Hospital  staff  since  1942,  a former  mem- 
ber of  the  Milford  Chamber  of  Commerce, 
a past  president  of  the  medical  staff  of 
the  hospital,  a past  president  of  the  Kent 
County  Medical  Society,  a member  of  the 
Sussex  County  Medical  Society,  Medical 
Society  of  Delaware,  and  the  American 
Medical  Association. 

He  is  survived  by  his  wife,  Verda;  a 
son,  Dr.  Oliver  A.  James,  chief  surgeon 
at  the  Milford  Memorial  Hospital ; a 
daughter,  Dr.  Elizabeth  James  Walker,  a 
dentist  of  Chicago;  and  by  two  grand- 
children. 

Funeral  services  were  held  at  the  Ber- 
ry Funeral  Home  in  Milford  on  February 
25th,  with  the  Rev.  Robert  E.  Green,  pas- 
tor of  Avenue  Methodist  Church ; the 
Rev.  John  W.  Wooten,  pastor  of  the 
Bridgeville  Methodist  Church,  and  the 
Rev.  Roy  L.  Tawes,  pastor  of  the  Penin- 
sula Methodist  Church,  Wilmington,  joint- 
ly officiating. 

Interment  was  in  the  Odd  Fellows  Cem- 
etery, Milford. 


Robert  S.  Long,  M.D. 

Dr.  Robert  S.  Long  III,  of  Frankford, 
died  on  March  4,  1955  in  Beebe  Hospital, 


Lewes,  after  an  illness  of  several  weeks, 
aged  41. 

Born  in  Frankford,  the  son  of  Mrs. 
Malverna  Holloway  Long,  and  the  late 
Dr.  Robert  S.  Long  II,  Dr.  Long  was 
graduated  from  Frankford  schools,  and 
attended  Wesley  Collegiate  Institute, 
Duke  University  and  Jefferson  Medical 
College,  where  he  received  his  M.D.  de- 
gree in  1940. 

He  was  an  elder  in  the  Frankford  Pres- 
byterian Church  and  was  a charter  mem- 
ber of  the  Frankford  Kiwanis  Club. 

Active  in  Masonic  circles,  he  was  a 
member  of  Doric  Lodge  No.  30,  A.F.  and 
A.M.  of  Millville ; Delaware  Consistory, 
and  Evergreen  Forest  No.  49,  Tall  Cedars 
of  Lebanon. 

In  addition  to  his  mother,  he  is  sur- 
vived by  his  widow,  Frances  Truitt  Long; 
two  children,  Mary  Frances,  12  years 
old,  and  Robert  S.  Long,  IV,  7. 

Services  were  held  on  March  7th  at  the 
Watson-Gray  Funeral  Home,  with  the 
Rev.  Thomas  I.  Russell  in  charge.  Inter- 
ment was  in  Blackwater  Presbyterian 
Cemetery,  near  Frankford. 


BOOK  REVIEWS 

Medical  Treatment  of  Mental  Disease: 
The  Toxic  and  Organic  Basis  of  Psychia- 
try. By  Daniel  J.  McCarthy,  M.D.,  Con- 
sulting- Neurologist,  Philadelphia  General 
Hospital;  and  Kenneth  M.  Corrin,  M.D., 
Neuropsychiatrist,  Wilmington  General  Hos- 
pital. With  sections  by  eight  contributors. 
Cloth.  Pp.  653  with  29  illustrations.  Price, 
$12.00.  Philadelphia:  J.  B.  Lippincott  Com- 
pany, 1955. 

This  book,  dealing  with  present  day 
psychiatric  problems  of  general  practice 
by  two  authors  of  wide  clinical  experience 
both  in  and  out  of  institutions  and  with 
eight  well  known  contributors  covering 
special  therapies,  fills  a gap  in  the  liter- 
ature by  virtue  of  its  approach.  The  au- 
thors’ concept  is  that  nervous  and  men- 
tal disease  has  a definite  physical  basis 
as  does  all  other  disease,  often  the  result 
of  not  just  one  but  a combination  of  fac- 
tors— exhaustion,  impaired  physiology  or 
metabolism,  infections,  vascular  changes, 
and  disease  processes  of  all  kinds  which 
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derange  nervous  tissue  function. 
“Throughout  all  therapy,  we  are  dealing 
with  the  effects  of  the  simple  and  com- 
plex processes  on  either  a normal  rugged 
brain  and  personality  or  a personality 
seriously  damaged  in  the  prenatal  period, 
at  birth,  in  childhood  or  in  adolescence, 
to  produce  a mental  or  nervous  weakness 
or  imbalance  — a pathologic  nervous  ir- 
ritability in  a brain  so  sensitized  that  it 
cannot  withstand  these  severe  shocks  and 
return  to  normal.’’ 

The  book  fills  a gap  in  the  literature, 
being  written  primarily  for  the  busy  fam- 
ily doctor  who  must  treat  the  early  and 
mild  cases  of  nervous  and  mental  disor- 
ders in  his  office.  It  should  also  be  profit- 
able to  the  younger  man  beginning  prac- 
tice, as  well  as  the  institutionally  trained 
psychiatrist  entering  private  practice  be- 
cause of  its  commonsense  approach  to 
the  every  day  problems  he  encounters. 

Office  procedures  and  treatment,  essen- 
tially medical,  are  simple,  brief  and  prac- 
tical. The  psychologic  tension  states  (the 
neuroses)  so  prominent  in  all  phases  of 
practice,  the  adolescent  psychoses,  alco- 
holism, and  mental  conditions  of  the  aged 
are  given  proportional  consideration.  The 
medicolegal  section  is  direct  and  specific 
for  the  physician  who  must  occasionally 
represent  his  patient  in  court.  The  sub- 
ject matter  is  interesting  and  is  com- 
bined with  a direct,  concise,  easily  read 
and  understood  style  of  writing.  The 
thinking  and  reasoning  of  the  sick  per- 
son is  depicted  in  detail,  all  of  which 
should  qualify  the  book  as  profitable  read- 
ing for  any  physician,  nurse,  or  attend- 
ant handling  sick  people. 


Modern  Occupational  Medicine.  By  Allen 
J.  Fleming,  M.D.,  C.  Anthony  D’Alonzo, 
M.D.,  and  John  A.  Zapp,  Ph.D.  Pp.  414, 
with  44  illustrations,  one  in  color.  Cloth. 
Price,  $6.00.  Philadelphia:  Lea  & Febiger, 
1954. 

It  is  an  honor  well  deserved  to  have 
this  excellent  volume  on  modern  occupa- 
tional medicine  dedicated  to  one  of  the 
outstanding  pioneers  of  industrial  pre- 
ventive medicine,  Dr.  G.  H.  Gehrmann, 
Medical  Director,  E.  I.  du  Pont  de  Ne- 
mours & Company. 


Twenty  contributors,  each  an  authority 
in  his  respective  field,  have  presented  in 
a concise  and  instructive  manner  infor- 
mation which  will  be  most  useful  to  the 
industrial  physician,  to  executives,  plant 
managers,  safety  engineers,  physicians  in 
public  health  work,  insurance  doctors, 
lawyers,  nurses,  and  dietitians. 

The  book  is  divided  into  seven  sections: 
Organization,  Industrial  Preventive  Medi- 
cine, The  Physical  Environment  and  Oc- 
cupational Health,  Services  Allied  to  Oc- 
cupational Medicine,  Psychiatry,  Toxicol- 
ogy, and  Acute  Poisoning.  This  well  writ- 
ten, compact  book  is  enhanced  by  refer- 
ences at  the  end  of  each  section  and  a 
complete  index. 


Diseases  of  the  Skin.  By  George  Clinton 
Andrews.  Fourth  edition.  Pp.  877,  with  777 
illustrations.  Cloth.  Price,  $13.00.  Philadel- 
phia: W.  B.  Saunders  Company,  1954. 

The  fourth  edition  of  this  popular  text- 
book, which  had  not  been  revised  for 
eight  years,  will  be  received  with  enthu- 
siasm by  medical  students,  dermatolo- 
gists, and  all  physicians  who  desire  a 
standard  reference.  It  is  quite  up-to-date, 
with  such  recent  information  as  the  use 
of  chloraquin  in  discoid  lupus  erythema- 
tosus, Benoquin  ointment  in  the  treat- 
ment of  chloasma,  and  the  oral  and  local 
therapy  of  vitiligo  with  the  psoralens. 

The  book  is  written  in  the  succinct 
style  which  Dr.  Andrews  uses  so  effec- 
tively. Though  this  approach  prevents 
the  confusion  which  is  often  produced  by 
differing  opinions,  it  also  is  somewhat 
dogmatic  because  it  presents  only  the 
preferences  of  the  author.  For  instance, 
in  the  treatment  of  tinea  capitis,  he 
states  “the  results  of  topical  treatment 
are  so  uniformly  disappointing  that  it  is 
usually  only  a waste  of  time.  For  this 
reason  x-ray  epilation  is  advisable  with- 
out bothering  to  try  topical  remedies.” 
Admitted  that  topical  treatment  is  dis- 
appointing, it  should  also  have  been  stated 
that  at  least  75  per  cent  of  the  cases  in- 
volute spontaneously  in  six  months.  So 
x-ray  epilation  of  most  patients  saves 
very  little  time. 
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However,  this  criticism  is  valid  in  only 
a few  instances,  for  in  the  great  majority 
of  skin  diseases  the  opinions  of  Dr.  An- 
drews are  the  standard  ones  of  American 
dermatology.  His  textbook  is  clear,  con- 
cise, well-illustrated,  and  may  be  used 
with  profit  by  all  physicians. 


Peripheral  Vascular  Diseases.  By  Edgar 
V.  Allen,  M.D.,  Nelson  W.  Barker,  M.D., 
Edgar  A.  Hines,  Jr.,  M.D.,  with  Associates 
in  the  Mayo  Clinic  and  Mayo  Foundation. 
Second  edition.  Pp.  825,  with  316  illustra- 
tions, 7 in  color.  Cloth.  Price,  $13.00.  Phila- 
delphia: W.  B.  Saunders  Company,  1955. 

The  scope  of  the  book  is  to  aid  the  phy- 
sician who  must  care  for  patients  with 
peripheral  vascular  diseases  and  to  pro- 
vide information  for  the  student  who  is 
interested  in  all  of  the  basic  and  research 
information  available  on  this  subject. 
There  are  27  chapters  — 26  on  medical 
treatment,  and  the  last  chapter  on  sur- 
gical treatment.  Each  of  the  first  26  chap- 
ters is  devoted  to  one  subject,  which  is 
completely  discussed.  A few  examples  are : 
Raynaud’s  phenomenon  and  allied  vaso- 
spastic conditions,  scleroderma,  eryther- 
malgia,  coarctation  of  the  aorta,  aneu- 
rysms, purpura,  lymphedema,  and  sudden 
occlusion  of  the  arteries. 

Diagrams  and  photographs  of  patients 
and  pathologic  specimens  add  greatly  to 
the  instructive  method  in  which  the  ma- 
terial is  presented.  A list  of  references 
is  given  at  the  end  of  each  chapter,  and 
the  material  is  well  indexed.  Hyperten- 
sion and  vascular  disease  of  the  central 
nervous  system  have  been  very  wisely 
omitted,  since  each  topic  merits  a book 
of  its  own. 

This  authoritative  textbook  on  periph- 
eral vascular  diseases  will  be  found  in- 
dispensable to  the  general  practitioner 
who  sees  most  of  these  patients,  and  to 
the  general  surgeon  who  must  be  ready 
to  do  elective  and  emergency  blood  vessel 
surgery. 


Fundamentals  of  Otolaryngology.  By 
rence  R.  Boies,  M.D.,  Clinical  Professor  of 
Otolaryngology,  University  of  Minnesota. 
Second  edition.  Pp.  487,  with  197  illustra- 
tions. Cloth.  Price,  $7.00.  Philadelphia  and 
London:  W.  B.  Saunders  Company,  1954. 


Excellently  written,  clearly  printed  on 
good  paper,  well  outlined,  and  beautifully 
illustrated,  this  is  a perfect  teaching  text 
for  the  medical  student  and  a ready  ref- 
erence for  the  general  practitioner  who 
handles  many  otolarnygological  cases  in 
his  office. 

Contents  are  divided  into  three  parts, 
covering  the  Ear,  the  Nose,  and  the 
Throat.  Information  of  practical  value  in 
better  understanding  the  anatomy,  phy- 
siology, and  treatment  of  each  condition 
is  given.  References  are  supplied  at  the 
end  of  the  clinical  chapters  for  those  who 
may  be  interested  in  further  investiga- 
tions. 


A Ciba  Foundation  Symposium  on  Hyper- 
tension: Humoral  and  Neurogenic  Fac- 
tors. Edited  for  the  Ciba  Foundation,  by 
G.  E.  W.  Wolstenholme,  O.B.E.,  M.A.,  M.B., 
B.Ch.,  and  Margaret  P.  Cameron,  M.A., 
A.B.L.S.,  assisted  by  Joan  Etherington.  Pp. 
294,  with  73  illustrations.  Cloth.  Price,  $6.75. 
Boston:  Little,  Brown  and  Company,  1954. 

Thirty-three  authorities  in  the  field  of 
hypertension  research  have  contributed 
to  this  volume.  Discussions  follow  each 
presentation.  Neural  and  humoral  control 
of  blood  vessels,  internal  secretion  of  the 
arterial  wall  in  blood  pressure  regulation, 
research  into  phaeochromocytoma,  animal 
research  into  the  action  of  vasoconstric- 
tor substances  and  ganglion  blocking 
agents,  sympathectomy,  sodium  chloride 
ions,  water  and  electrolytes  in  experi- 
mental hypertension  are  some  of  the  top- 
ics discussed,  along  with  other  related 
problems. 

This  book  is  not  intended  as  a guide 
to  therapy  of  hypertension,  but  is  more 
of  a reference  for  investigators. 


A Ciba  Foundation  Symposium  on  the 
Kidney.  Arranged  jointly  with  the  Renal 
Association.  Editor  for  the  Renal  Associa- 
tion, A.  A.  G.  Lewis,  M.D.,  B.S.,  B.Sc., 
M.R.C.P.  Editor  for  the  Ciba  Foundation, 

G.  E.  W.  Wolstenholme,  O.B.E.,  M.A.,  M.B., 
B.Ch.,  assisted  by  Joan  Etherington.  Pp.  333 
with  125  illustrations.  Cloth.  Price,  $6.75. 
Boston:  Little,  Brown  and  Company,  1954. 

This  is  another  interesting  volume  by 
the  Ciba  Foundation,  made  up  of  an  ac- 
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count  of  the  proceedings  at  an  interna- 
tional symposium  on  the  kidney  in  which 
thirty-five  experts  in  the  field,  from  this 
country  and  Europe,  participated. 

The  material  is  divided  into  five  parts: 
Structural  and  Functional  Relationships 
in  the  Kidney;  Tubular  Functions;  Renal 
Share  in  the  Regulation  of  Acid-Base  Bal- 
ance ; General  Problems  of  Electrolyte 
Excretion;  Renal  Share  in  Volume  Con- 
trol of  Body  Fluid. 

This  book  is  valuable  in  understanding 
the  basic  phenomena  involved  in  kidney 
disorders.  The  relationship  between  kid- 
ney and  respiratory  physiology  as  far  as 
acid-base  balance,  electrolyte  excretion 
and  the  volume  control  of  body  fluid  are 
concerned  is  emphasized  by  the  various 
authors.  Medical  students  and  physicians 
in  general  will  find  this  book  an  excellent 
reference  source  on  kidney  function. 


Reactions  with  Drug  Therapy.  By  Harry 
L.  Alexander,  M.D.,  Emeritus  Professor  of 
Clinical  Medicine,  Washington  University. 
Pp.  301  with  33  illustrations.  Cloth.  Price, 
$7.50.  Philadelphia:  W.  B.  Saunders  Com- 
pany, 1955. 

Reactions  caused  by  the  more  common- 
ly prescribed  drugs  are  described  by  the 
author.  The  material  is  excellently  pre- 
sented in  eighteen  chapters.  The  mechan- 
isms, dermatologic  manifestations,  and 
systematic  patterns  are  explained  in  de- 
tail. The  various  types  of  drugs,  organ  ex- 
tracts, vitamins,  serums,  vaccines,  plant 
products,  local  anesthetics,  and  miscellane- 
ous drugs  are  also  included  in  the  text.  An 
extensive  reference  list  follows  each  chap- 
ter, and  a complete  index  is  given.  When 
one  considers  the  large  number  of  reac- 
tions encountered  in  everyday  practice,  the 
practicality  of  the  aid  this  book  offers  the 
physician  becomes  obvious. 


Sports  Injuries.  By  Christopher  Woodard, 
M.D.  Pp.  128.  Cloth.  Price,  $3.00.  London: 
Max  Parrish,  1954. 

This  is  an  informative  little  book  on 
the  management  of  routine  sprains  and 
muscle  injuries  sustained  during  sports 
activities.  The  author  is  careful  to  em- 


phasize which  injuries  should  be  handled 
by  the  physician  or  hospital.  However, 
most  of  the  injuries  referred  to  are  those 
of  muscle,  tendon,  and  joint  sprains 
which  he  corrects  with  active  exercises 
and  stretching,  rather  than  with  immo- 
bilization and  strapping. 

A series  of  exercises  which  help  to 
maintain  and  increase  the  tone  of  mus- 
cles are  described  and  illustrated. 

Athletic  directors,  coaches,  and  physio- 
therapists, as  well  as  physicians  will  find 
the  information  in  this  book  of  practical 
application. 


Hugh  Roy  Cullen.  By  Ed  Kilman  and 

Theon  Wright.  Pp.  376.  Cloth.  Price,  $4.00. 

New  York:  Prentice-Hall,  Incorporated, 

1954. 

The  United  States  of  America  has 
been  the  land  of  opportunity  to  many 
millions  of  people  who  have  had  faith  in 
the  ideals  and  principles  of  this  country. 

Hugh  Roy  Cullen  is  just  one  unusual 
example  of  a true,  sincere,  American  who 
had  faith  in  his  good  state  of  Texas  and 
the  ingenuity  to  develop  the  natural  oil 
resources  in  the  good  Texas  earth,  and 
thus  become  one  of  the  world’s  wealthiest 
and  most  individualistic  men.  This  great 
American  has  given  back  millions  of  his 
fortune  to  religious,  educational,  and  cul- 
tural institutions.  He  has  devoted  a great 
deal  of  his  energies  toward  the  preserva- 
tion and  safeguarding  of  American  free- 
dom and  our  American  way  of  life. 

It  is  an  inspiration  to  read  of  the  career 
of  a man  like  Hugh  Roy  Cullen  and  again 
realize  that  in  no  other  country  can  a 
poor  boy  have  the  freedom  to  use  his  in- 
dividual ingenuity  to  become  great  and 
wealthy,  and,  in  turn,  direct  all  of  the 
fruits  of  his  labor  toward  philanthropic 
and  patriotic  endeavors. 

Let  those  who  believe  in  America,  and 
any  who  doubt  the  greatness  of  this  free- 
dom-loving country  of  ours,  read  this 
book  and  try  to  emulate  some  of  the 
principles  embodied  in  the  life  of  Hugh 
Roy  Cullen. 
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PRO-BANTHINE®  FOR  ANTICHOLINERGIC  ACTION 


A Combined  Neuro-Effector 
and  Ganglion  Inhibitor 

Pro-Banthine  consistently  controls  gastrointestinal 
hypermotility  and  spasm  and  the  attendant  symptoms. 


Pro-Banthine  is  an  improved  anticholinergic 
compound.  Its  unique  pharmacologic  proper- 
ties are  a decided  advance  in  the  control  of  the 
most  common  symptoms  of  smooth  muscle  spasm 
in  all  segments  of  the  gastrointestinal  tract. 

By  controlling  excess  motility  of  the  gastroin- 
testinal tract,  Pro-Banthine  has  found  wide  use1 
in  the  treatment  of  peptic  ulcer,  functional  diar- 
rheas, regional  enteritis  and  ulcerative  colitis.  It 


is  also  valuable  in  the  treatment  of  pylorospasm 
and  spasm  of  the  sphincter  of  Oddi. 

Roback  and  Beal2  found  that  Pro-Banthine 
orally  was  an  “inhibitor  of  spontaneous  and  his- 
tamine-stimulated gastric  secretion”  which  “re- 
sulted in  marked  and  prolonged  inhibition  of  the 
motility  of  the  stomach,  jejunum,  and  colon. . . .” 

Therapy  with  Pro-Banthine  is  remarkably  free 
from  reactions  associated  with  parasympathetic 
inhibition.  Dryness  of  the  mouth  and  blurred 
vision  are  much  less  common  with  Pro-Banthine 
than  with  other  potent  anticholinergic  agents. 

In  Roback  and  Beal's2  series  “Side  effects  were 
almost  entirely  absent  in  single  doses  of  30  or 
40  mg ” 

Pro-Banthine  (/3-diisopropylaminoethyl  xan- 
thene-9-carboxylate  methobromide,  brand  of 
propantheline  bromide)  is  available  in  three  dos- 
age forms : sugar-coated  tablets  of  1 5 mg. ; sugar- 
coated  tablets  of  15  mg.  of  Pro-Banthine  with  15 
mg.  of  phenobarbital,  for  use  when  anxiety  and 
tension  are  complicating  factors;  ampuls  of  30 
mg.,  for  more  rapid  effects  and  in  instances  when 
oral  medication  is  impractical  or  impossible. 

For  the  average  patient  one  tablet  of  Pro- 
Banthine  (15  mg.)  with  each  meal  and  two  tablets 
(30  mg.)  at  bedtime  will  be  adequate.  G.  D. 
Searle  & Co.,  Research  in  the  Service  of  Medicine. 


1.  Schwartz  I.  R.;  Lehman,  E. ; Ostrove,  R.,  and  Seibel,  J.  M. : 
Gastroenterology  25:416  (Nov.)  1953. 

2.  Roback,  R.  A.,  and  Beal,  J.  M.:  Gastroenterology  25: 24 
(Sept.)  1953. 
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With  “Premarin,”  relief 
of  menopausal  distress  is 
prompt  and  the  “sense  of  well-being’ 
imparted  is  highly  gratifying 
to  the  patient. 

•'Premarin”® — Conjugated  Estrogens  (equine) 


5513 


PARKE 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  11,  Pa. 


ECKERD’S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 
900  Orange  Street  Manor  Park 
WILMINGTON,  DELAWARE 
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FRAIM’S  DAIRIES 

Quality  tyait  tf  SPtoduclb 
[fence  -J90V 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Del.  Phone  6-8225 


A Store  for  . . . 

ty(/io  'j/ie  er/iuft^cntcicirt 

LEIBO  WITZ’S 

224-226  Market  Street 
Wilmington,  Delaware 


^iiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiitiiiiiiiiiiiiiiiiiiiiiimiiiiiiiiiiiiiiiiiiiiiiiinmiiiiiiiiiiiiiijE 


| In  very  special  cases 

1 A very 
| superior  Brandy 


| SPECIFY 


§j  the  worlds  preferred  COGNAC  BRANDY  = 

£ ' 84  PROOF  Schieffelin  & Company,  New  York,  N.Y.  || 

iiiiiiiiiiHiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiimiiiiiimiiiiiiMiiiiiimiiiiiiiiiiiiiiiiMiii 


To  keep 

your  car  running 

Better-Longer 

use  the 

dependable  friendly 
Services  you  find  at 
your  neighborhood 

Service 
Station 


Something  NEW 
is  Cooking 


MORE  INSURANCE  NOW  AVAILABLE 


.«  NOW  THESE  AMOUNTS 
WOULD  HELP  IN  PATINO  ESTATE  TAXES  IN 
CASE  TOO  Alt  ACCIDENTALLY'  KILLED  ... 


incW^  ■>»  ' wsWtUTT 


& 


<P- 


o° 


sP- 


& 


* y 


SPECIFIC  BENEFITS  also  for  loss  of  sight. 

LIMB  OR  LIMBS  FROM  ACCIDENTAL  INJURY 

HOSPITAL  INSURANCE  also  for  our  Members 
and  their  Families 


$4,000,000  Assets 
$20,000,000  Claims  Paid 

52  Years  Old 

Physicians  Casualty  & Health  Ass’ns. 

Omaha  2,  Nebraska 
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READING  TIME-1  MINUTE 


A FEW  FACTS  FOR  THE 

BUSY  DOCTOR  WHO  WANTS  THE 


Latest  Information  About 
Filter  Tip  Cigarettes 


Your  patients  are  interested  in  cigarettes! 
From  the  large  volume  of  writing  on  this  sub- 
ject, Brown  & Williamson  Tobacco  Corp. 
would  like  to  give  you  a few  facts  about  V iceroy. 

Only  Viceroy  gives  you,  your  patients,  and 
all  cigarette  smokers  20,000  Filter  Traps  in 
every  filter  tip.  These  filter  traps,  doctor,  are 


composed  of  a pure  white  non-mineral  cellu- 
lose acetate.  They  provide  the  maximum 
filtering  efficiency  possible  without  affecting 
the  flow  of  smoke  or  the  full  flavor  of  Viceroy’s 
quality  tobaccos. 

Smokers  report  Viceroys  taste  even  better 
than  cigarettes  without  filters. 


ONLY  VICEROY  GIVES  YOU 


20,000  Filter  Traps 


IN  EVERY  FILTER  TIP 


TO  FILTER'- FILTER -FILTER 
YOUR  SMOKE 
WHILE  THE  RICH-RICH 
FLAVOR  COMES  THROUGH 


King-Size  Filter  Tip 


Viceroy 

filter  cjip 

CIGARETTES 
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Upjohn 


Rheumatoid  arthritis, 
rheumatic  fever, 
intractable  asthma, 
allergies . . . 


Supplied: 

5 mg.  tablets  in  bottles  of  50 
10  mg.  tablets  in  bottles  of  25,  100,  500 
20  mg.  tablets  in  bottles  of  25,  100,  500 

•REGISTERED  TRADEMARK  FOR  THE  UPJOHN 
BRAND  OF  HYDROCORTISONE  (COMPOUND  F) 


The  Upjohn  Company,  Kalamazoo,  Michigan 


RISC,  0.5. 

: S***  of  hydrocorti*0** 

L&»cb  tablet  contain*^  ? 


^^WHpanyln#  iva**1'  ^ 

2**  Opi°*n  CMW&* 
MlcfrK* 
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The  individualized  formula  is 
the  foundation  of  the  infant’s  health 
and  future  well  being 


Karo  Syrup... a carbohydrate  of  choice 
in  “milk  modification"  for  3 generations 


Ideal  practice  dictates  periodic  adaptation  of  the  individualized 
formula  to  the  growing  infant  rather  than  the  infant  to  the 
formula.  With  Karo,  milk  and  water  in  the  universal  prescription, 
the  doctor  can  readily  quantitate  the  best  formula  for  the  infant. 

A successful  infant  formula  thus  lays  the  foundation  for  early 
introduction  of  semi-solid  foods  in  widening  the  infant’s  spectrum 
of  nutrients. 

Karo  is  well  tolerated,  easily  digested,  gradually  absorbed  at 
spaced  intervals  and  completely  utilized.  It  is  a balanced  fluid 
mixture  of  maltose,  dextrins  and  dextrose  readily  soluble  in  fluid 
whole  or  evaporated  milk.  Precludes  fermentation  and  irritation. 
Produces  no  intestinal  or  hypoallergenic  reactions.  Bacteria- 
free  Karo  is  safe  for  feeding  prematures,  newborns,  and  infants 
— well  and  sick. 

Light  and  dark  Karo  are  interchangeable  in  formulas;  both 
yield  60  calories  per  tablespoon. 

CORN  PRODUCTS  REFINING  COMPANY 

17  Battery  Place,  New  York  4,  N.  Y. 

Behind  each  bottle  three  generations 
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HydroCortone 

(HYDROCORTISONE.  MERCK) 

In  rheumatic  fever  early  therapy 
may  prevent  residual  cardiac  damage' 


MAJOR  ADVANTAGES:  intense  anti-inflammatory  action.  Prompt  suppression  of 
symptoms.  Lifesaving  therapy  in  some  instances. 


Most  clinicians  agree  that  Hydrocortone  like 
cortisone  produces  prompt  suppression  of  the 
extra  cardiac  manifestations  of  rheumatic  fever. 
Agreement  is  also  general  that  adequate  hormo- 
nal therapy  favorably  influences  pericarditis, 
prolonged  PR  interval  and  congestive  failure 
(when  sodium  intake  is  restricted).  While  less 
unequivocal  there  is  considerable  evidence  that 
adrenocortical  therapy  also  suppresses  tachy- 
cardia, gallop  rhythm  and  overactivity.2 

The  main  point  in  question  remains  the  ability 
of  Hydrocortone  or  Cortone  to  prevent  val- 
vulitis. On  this  score,  Kroop1  in  a recent  study 
of  56  patients  with  rheumatic  fever  concludes 
“A  two-year  follow-up  of  patients  who  had  sus- 
tained initial  attacks  of  carditis  indicates  that 
early  treatment  with  large  doses  may  prevent 


residual  cardiac  damage.”  This  conclusion  is 
further  supported  by  a recent  review3  which 
states  “.  . . many  of  the  reported  poor  responses 
of  rheumatic  fever  to  treatment  occurred  in  cases 
in  which  either  very  small  doses  of  the  hormones 
were  used  or  treatment  was  continued  for  only  a 
short  period  of  time.” 

SUPPLIED:  Hydrocortone  Tablets:  20  mg.> 
bottles  of  25,  100  and  500  tablets;  10  mg.,  bottles 
of  50,  100  and  500  tablets;  5 mg.  bottles  of  50 
tablets. 


PHILADELPHIA  1.  PA 
DIVISION  OF  MERCK  & CO..  INC. 


REFERENCES:  1.  Kroop,  I.  G.,  N.  Y.  State  J.  Med.  54:2699,  Oct.  1,  1954.  2.  Heffer,  E.  T.  et  al„ 
J.  Pediatrics  44:630,  June  1954.  3.  Massell,  B.  F.,  New  England  J.  Med.  251:263,  Aug.  12,  1954. 
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A Summary  of  Recent  Research^ 


Wi 


ne  in 


Modern  Medical  Practice 


“...in  response  to  the  demand  within  the 
medical  profession  that  the  true  values  or 
deficiencies  ot  wine  be  ascertained,  that 
there  be  a clear  separation  of  fact  from 
folklore,  and  that  there  be  an  impartial 
analysis  and  study  of  those  features  which 
can  be  scientifically  measured 

a series  of  independently  conducted  research 
programs  has  been  in  progress  for  many  years 
under  the  sponsorship  of  the  Wine  Advisory 
Board  of  California. 

Some  of  the  most  important  new  research 
findings  have  been  incorporated  in  a small 
brochure*  specifically  written  for  the  medical 
profession.  The  booklet  considers  the  role  of 
wine  in  the  treatment  of  the  convalescent  and 
the  geriatric  patient,  as  well  as  its  use  in  the 
specialized  fields  of  gastroenterology,  cardiol- 
ogy, urology,  etc.  There  is  mention,  too,  of  the 
psychobiologic  effects  of  wine,  such  as  its  capac- 
ity to  add  a touch  of  interest  and  “elegance" 
to  restricted  or  special  dietaries. 

A copy*  is  available  to  you,  at  no  expense, 
by  writing  to: 

Wine  Advisory  Board,  717  Market  Street, 
San  Francisco  3,  California. 

*“Uses  of  Wine  in  Medical  Practice” 
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PREOPERATIVE  SEDATION... 


one  of  the  1+1+  uses  for 


short-acting  NEMBUTAL® 


(Pentobarbital,  Abbott) 

Just  0.1  Gm.  ( 1 } 2 grs.)  of  short- 
acting  Nembutal  the  night  before 
and  0.1  to  0.2  Gm.  (1*  £ to  3 grs.)  two 
hours  before  operation  will  allay  ap- 
prehension, induce  sleep  and  decrease 
the  amount  of  general  anesthetic- 
needed.  And  with  these  advantages: 


Short- acting  Nembutal  can 
produce  any  desired  degree  of  cere- 
bral depression — from  mild  seda- 
tion to  deep  hypnosis. 

The  dosage  required  is  small — 
only  about  one-half  that  of  many 
other  barbiturates. 

Hence,  there's  less  drug  to  be  in- 
activated, shorter  duration  of  effect, 
wide  margin  of  safety  and  little 
tendency  toward  morning-after 
hangover. 

In  equal  oral  doses,  no  other  bar- 
biturate combines  quicker,  briefer, 
more  profound  effect,  ^ (jftjj. 
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‘ANTEPAR' 


for  "This  Wormy  World" 


PINWORMS 

ROUNDWORMS 

*SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

^TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg.,  Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 


Baynard  Optical 
Company 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5TH  AND  MARKET  STS. 
WILMINGTON,  DELAWARE 


JOHN  G.  MERKEL 
& SONS 

U’iiciatib — -J Vvcrt/ii/cu — 
fj/ft/o  ift/o  > y Sfa  i' a /iff  fjTtt/t/t  /it>^ 


PHONE  4-8818 


801  N.  Union  Street 
Wilmington,  Delaware 
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Wr  e maintain 
prompt  city-wide 
delivery  service 
for  prescriptions. 

el/* 

CAPPEAU’S 

Drug  Store  of  Service 

DELAWARE  AVE.  at  DUPONT  ST. 

Dial  6-8537 


Physicians’  and  Surgeons’ 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  W'hich  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  8-6471 


If  it’s  insurable  we  can  insure  it 


Results  With 


ANTE  PAR5* 


against 


PINWORMS 


In  clinical  trials,  over  80%  of  cases  have 
been  cleared  of  the  infection  by  one  course 
of  treatment  with  ‘Antepar.’ 

Bumbalo,  T.  S.,  Gustina,  F.  J'., 
and  Oleksiak,  R.  E. : 

J.  Pediat.  44:386,  1954. 

White,  R.  H.  R.,  and 
Standen,  0.  D. : 

Brit.  M.  J.  2:755,  1953. 


against 


ROUNDWORMS 


“Ninety  per  cent  of  the  children  passed  all 
of  their  ascarides ...” 

Brown,  H.  W. : 

J.  Pediat.  45:419,  1954. 

SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 


TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg.,  Scored 
Bottles  of  100. 


Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
^ Tuckahoe,  New  York 
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about 

46  CALORIES 


per  1 8 gram  slice 


bread 


INGREDIENTS 


WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 


'jrveikefferti 


Under  License  By  National  Bakers  Services,  Inc.,  Chicago 


Foot-so-Port 
Shoe  Construction  and 
its  Relation  to 
Center  Line  of 
Body  Weight 


1.  The  highest  percent  of  sizes  in  the  shoe  business  are 

sold  in  Foot-so-Port  shoes  to  the  big  men  and  women  who 
have  found  that  Foot-so-Port  construction  is  the  strongest, 
because 

• The  patented  arch  support  construction  is  guaranteed 
not  to  break  down. 

• Special  heels  are  longer  than  most  anatomic  heels  and 
maintain  the  appearance  of  normal  shoes. 

• Insole  extension  and  wedge  at  inner  corner  of  the  heel 
where  support  is  most  needed. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or  col- 
lapse. Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

2.  Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  the  assistance  of  many  top 
orthopedic  doctors.  We  invite  the  members  of  the  medi- 
cal profession  to  wear  a pair  — prove  to  yourself  these 
statements. 

3.  We  make  more  pairs  of  custom  shoes  for  polio  feet  and 
all  types  of  abnormal  feet  than  any  other  manufacturer. 

FOOT-SO-PORT  SHOES  for  Men,  Women,  Children 
There  is  a FOOT-SO-PORT  agency  in  all  leading 
towns  and  cities.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 


EVERYTHING  NEW  IN  DRUGS 

FOR  DOCTORS  ONLY! 

| 61380  4 

6-1380  is  Brittingham’s  unlisted  telephone  number  for 
the  use  of  doctors  only  . . . Phone  your  prescriptions  to 
us  and  we  will  deliver  them  by  fast  motorcycle  to  any 
point  in  the  city  or  suburbs  ...  No  charge,  of  course! 

BRITTINGHAM’S 

PHARMACY 


MEDICAL  ARTS  BUILDING 
FAIRFAX  SHOPPES 


DELAWARE  TRUST  BUILDING 
EDGEMOOR 
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Only  a flawless  pedigree  — a long  and  illus- 
trious ancestry  of  purebreds  — can  produce 
a champion  show  dog. 


all-transistor 
Model  72 
by  Audivox 


Only  audivox  in  the  hearing-aid  field  can  trace  an 
ancestry  that  includes  both  Western  Electric  and  Bell 
Telephone  Laboratories,  audivox  lineage  springs  from 
the  pioneer  experiments  of  Dr.  Alexander  Graham  Bell, 
furthered  by  the  development  of  the  hearing  aid  at  Bell 
Telephone  Laboratories,  brought  to  fruition  by  Western 
Electric  and  audivox  engineers.  ^ 


audivox  presents  a versatile  new  tool  in  the  psycho- 
logical and  somatic  management  of  hearing  loss  — the 
Model  72  “New  World."  Because  it  departs  completely 
from  conventional  hearing-aid  appearance,  this  tiny 
"prosthetic  ear”  may  be  worn  as  a barrette,  tie  clip,  or 
clasp  without  concealment.  Resultant  benefits  include 
new  poise  and  new  aural  acuity  for  the  wearer  through 
free-f ield  reception  without  clothing  rustle. 


Alexander  Graham  Bell 


MANY  DOCTORS  rely  on  career  Audivox  dealers 
for  conscientious,  prompt  attention  to  their 
patients’  hearing  needs.  There  is  an  Audivox 
dealer  — chosen  for  his  interest,  ability,  and 
integrity  — in  your  vicinity.  He  is  listed  in  the 
Hearing  Aid  section  of  your  classified  telephone 
directory,  under  Audivox  or  Western  Electric. 


Successor  to  teste m Electric  Hearing  Aid  Division 
123  Worcester  St.,  Boston,  Mass. 


the  pedigreed  hearing  aid. 
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Enjoy  instant,  plentiful  hot  water 


For  downright  convenience, 
comfort  and  health  of  your 
family  — you  should  have 
an  ample,  reliable  supply 
of  hot  water!  With  an  Auto- 
matic Gas  Water  Heater  in 
your  Home,  you’re  sure  of 
all  the  hot  water  you  want, 
when  you  want  it.  For  light- 
ening household  tasks, 
bathing,  cleaning,  dish- 
washing,  laundering  and 
many  other  uses.  Besides,  you  save  time  and 
worry,  for  you're  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation  of 
an  Automatic  Gas  Water  Heater  in  your  home  now. 
Ask  your  Plumber,  or  stop  in  to  see  us. 


DELAWARE  POWER  £ LIGHT  CO. 


With  an  Automatic  Gas 

WATER  HEATER 


7jC  S+'i+'ice 


ISaniaud 

0CC  U s PAT.  OM 

ICE  CREAM 
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REG.  U.S.  PAT.  OFF. 


UNSURPASSED 


HYPOALLERGENIC 


SOYA 
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FOR  INFANTS 


. . . due  to  exclusive  formulation  and  dramatic  new  processing 
methods 

• pleasant,  bland  flavor  ...  no  "burned  or  raw  bean”  taste 
. . . color  is  light,  appetizing,  "formuladike.” 

• exceptionally  well  tolerated  . . . stools  satisfactory  . . . does 
not  cause  diarrhea  or  other  gastrointestinal  disturbances 
. . . babies  take  feedings  well. 

• easy  to  prepare — 1 part  Liquid  Sobee  to  1 part  water  for  a 
formula  supplying  20  calories  per  fluid  ounce. 


• Liquid  Sobee®  is  a well  balanced  formula,  not  a mere  "soy- 
bean milk”  . . . caloric  distribution  based  on  authoritative 
recommendations  for  infant  formulas  ...  no  added  car- 
bohydrate needed. 

• new  processing  methods  prevent  usual  destruction  of  amino 
acids  and  important  B vitamins  . . . Liquid  Sobee  supplies 
4.8  mg.  of  iron  per  quart  of  normal  dilution. 


The  important  first  step  in  management  of  infant  food  sensitiv- 
ities is  Liquid  Sobee.  Because  milk  is  the  most  common 
offender, 1>2'3’4  many  physicians  start  infants  on  Liquid  Sohee 
at  the  slightest  suspicion  of  food  allergy. 

Available  in  15'A  fl.  oz.  cans 


(1)  Butler,  A.  M..  and  Wolman,  I.  J.:  Quart.  Rev.  Pediat.  9:  63,  1954. 

(2)  Moore,  I.  H.:  Journal-Lancet  74:  80,  1954.  (3)  Colllns-Williams,  C.: 
J.  Pediat.  45:  337,  1954.  (4)  Clein,  N.  W.:  Ann.  Allergy  9:  195, 1951. 


LIQUID  SOB 
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wide  clinical  range: 
80  percent  of  all 
bacterial  infections 
and  96  percent  of  all 
acute  bacterial 
respiratory  infections 
respond  readily 


notably  safe,  well  tolerated 


CHLOROMYCETIN  — 94%  OF  586  STRAINS 


sensitivity  of  common  pathogens  to  CHLOROMYCETIN 


and  three  other  major  antibiotic  agents 


more  effective  against  more  strains. . . 

Chloromycetin. 

for  today’s  problem  pathogens 

Because  of  the  increasing  emergence  of  pathogenic  strains 
resistant  to  commonly  used  antibiotics,  judicious  selection  of  the 
most  effective  agent  is  essential  to  successful  therapy.  In  vitro 
sensitivity  studies  serve  as  a valuable  guide  to  the  antibiotic 
most  likely  to  be  most  effective.  Both  clinical  experience  and 
sensitivity  studies  indicate  the  greater  antibacterial  efficacy  of 
CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  in  the  treat- 
ment of  many  common  infections. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood 
dyscrasias  have  been  associated  with  its  administration,  it  should  not  be  used 
indiscriminately  or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or 
intermittent  therapy. 


Adapted  from  Altemeier,  W.  A.;  Culbertson,  W.  R.;  Sherman,  R.;  Cole,  W.;  Elstun,  W., 
& Fultz,  C.  T.:  J.A.M.A.  157:305  (Jan.  22)  1955. 
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DOCTOR,  here’s  a question  and  an  answer  you  may 
find  useful  when  patients  ask  about  cigarettes: 


What  do  Viceroys 
do  for  you  that  no  other 
filter  tip  can  do  ? 


TO  FjLTE R - FILTE FILTER 
YOUR  SMOKE 
WHILE  THE  RICH-RICH 
FLAVOR  COMES  THROUGH 


These  filter  traps,  doctor,  are  com- 
posed of  a pure  white  non-mineral 
cellulose  acetate.  They  provide 
maximum  filtering  efficiency  with- 
out affecting  the  flow  of  the  smoke. 


And,  in  addition,  they  enhance  the 
flavor  of  Viceroy’s  quality  tobaccos 
to  such  a degree  that  smokers  re- 
port they  taste  even  better  than 
cigarettes  without  filters. 


*£*  A/iCEROY 


WORLD’S  MOST  POPULAR  FILTER  TIP  CIGARETTE 


ONLY  A PENNY  OR  TWO  MORE  THAN  CIGARETTES  WITHOUT  FILTERS 


Viceroy 

filter  ^7 ip 

CIGARETTES 

KING-SIZE 


ONLY  VICEROY  GIVES  YOU 


20,000  Filter  Traps 


IN  EVERY  FILTER  TIP 
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Upjohn 


Ulcer  protection 
that 

lasts  all  night: 


Famine  tablets 


Bromide 


REGISTERED  TRADEMARK  FOR  THE  UPJOHN 


OF 


I SCOPOLAMINE 


Each  tablet  contains: 
Methscopolamine  bromide 

2.5  mg. 

Average  dosage  (ulcer): 

One  tablet  one-half  hour  before 
meals,  and  1 to  2 tablets  at 
bedtime. 

Supplied: 

Bottles  of  100  and  500  tablets. 

The  Upjohn  Company,  Kalamazoo,  Michigan 
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Dietary  Cholesterol 

and  Vascular  Sclerosis 


Recent  studies  reaffirm  the  "hypothe- 
sis that  atherosclerosis  is  fundamen- 
tally a metabolic  disease  subject  to 
important  dietary  influences”1  and  do 
much  to  refute  contentions  that  foods 
containing  cholesterol  should  be 
avoided  in  general  diets. 

Arterial  disease  resembling  that  in 
human  subjects  was  produced  in 
Cebus  monkeys  fed  diets  high  in  cho- 
lesterol and  low  in  sulfur  amino  acids. 
Within  2 to  8 weeks  after  initiation 
of  the  regimen  serum  concentration  of 
cholesterol  rose  to  levels  of  300  to  800 
mg.  per  100  ml.  "The  hypercholester- 
olemia could  be  largely  prevented  by 
feeding  1 gram  per  day  of  dl-methio- 
nine  or  1-cystine  as  supplements  to  the 
diet.”  Also,  the  elevated  cholesterol 
levels  "could  be  restored  to  normal  by 
feeding  1 gram  of  dl-methionine  but 
only  partially  restored  by  0.5  gram  of 
1-cystine  daily.” 

According  to  the  investigators,  the 
"vascular  lesions  were  in  the  ascend- 
ing aorta  but  extended  from  the  valves 
of  the  left  ventricle  to  the  proximal 
portions  of  the  carotid  and  femoral 
arteries  . . . The  aortic  lesions  were 
chiefly  characterized  by  the  presence 
of  lipid-laden  phagocytes  and  increase 
in  collagen  and  elastic  fibers.  The  lipids 
were  in  part  cholesterol  derivatives.” 

1.  Mann,  G.  V.;  Andrus,  S.  B.;  McNally,  A.,  and 
Stare,  F.  J.:  Experimental  Atherosclerosis  in 
Cebus  Monkeys,  J.  Exper.  Med.  98:195,  1953. 

2.  Okey,  R.:  Use  of  Food  Cholesterol  in  the  Animal 
Body;  Relation  of  Other  Dietary  Constituents, 
J.  Am.  Dietet.  A.  30:231  (Mar.)  1954. 

3.  McLester,  J.  S.,  and  Darby,  W.  J.:  Nutrition 

and  Diet  in  Health  and  Disease,  ed.  6,  Phila- 

delphia, W.  B.  Saunders  Company,  1952,  pp. 

517-518. 


Cholesterol,  an  essential  metabolite 
produced  in  intermediary  metabo- 
lism,2 is  biosynthesized  from  dietary 
protein,  fat,  and  carbohydrate.3  Nor- 
mally, its  synthesis  is  exquisitely  con- 
trolled to  insure  adequacy  as  well  as 
to  protect  against  an  oversupply.4 
Furthermore,  considerable  evidence 
indicates  that  an  increased  cholesterol 
intake  is  not  an  etiologic  factor  in 
alleged  aberrations  of  cholesterol 
metabolism  such  as  atherosclerosis. 

In  widely  variable  amounts,  choles- 
terol occurs  in  foods  of  animal  origin  — 
meat,  poultry,  fish  and  marine  foods, 
eggs,  milk  products — all  foods  of  great 
nutritive  value.3  Present  knowledge 
in  no  way  warrants  alteration  in  the 
customary  consumption  of  these  foods 
because  of  their  contained  cholesterol. 

Skeletal  muscle  of  beef,  lamb,  pork, 
and  veal  provides  but  small  amounts 
of  cholesterol,  approximately  0.06  Gm. 
per  100  Gm.  moist  weight  of  meat.5 
Since  atherosclerosis  may  interfere 
sharply  with  normal  nutrition,  the 
patient  should  consume  diets  rich  in 
protein  foods  (such  as  meat),  vitamins, 
and  fruit.6  In  addition  to  high  quality 
protein,  meat  supplies  valuable 
amounts  of  needed  B vitamins  and 
essential  minerals. 

4.  Editorial:  The  Biosynthesis  of  Cholesterol, 
J.A.M.A.  152: 1435  (Aug.  8)  1953. 

5.  Okey,  R.:  Cholesterol  Content  of  Food,  J.  Am. 
Dietet.  A.  21: 341  (June)  1945. 

6.  Wright,  I.  S.:  Arteriosclerosis,  in  Stieglitz,  E.  J.: 
Geriatric  Medicine,  Medical  Care  of  Later 
Maturity,  ed.  3,  Philadelphia.  J.  B.  Lippincott 
Company,  1954,  chap.  28,  p.  413. 


The  Seal  of  Acceptance  denotes  that  the  nutri- 
tional statements  made  in  this  advertisement 
are  acceptable  to  the  Council  on  Foods  and 
Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago... Members  Throughout  the  United  States 


how  one 

CHLOR-TRIMETON 

REPETAB 

assures  8-12  hours’  sustained 
relief  in  hay  fever 


Inner  core  still  intact  2’/2  hours  after  inges-  At  4Ms  hours  disintegration  of  cores  well 

tion  of  6 special  radiopaque  Repetabs*  underway — complete  in  four,  beginning  in 

*Unretouched  x-rays.  tWO.* 

the  REPETAB  principle  assures 
prolonged  sustained  relief  with 
single  dose  convenience 


CHI.OR-TR1METON®  Maleate,  brand  of  chlorprophenpyridamine  maleate. 
Repetabs,®  Repeat  Action  Tablets. 
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widely  prescribed 

for  oral  penicillin  therapy 

PENTIDS 

SQUIBB  200,000  UNIT  PENICILLIN  G POfASSIUM 

TABLETS  CAPSULES 


for  adults  for  infants  & children 


open  and  add 

proved  effectiveness  soluble  penicillin  to 

fruit  juice  . . . 


convenient  dosage  ...  cola,  ginger  ale,  etc. 


economical  for  patient  . . . milk  or  formula 

Bottles  of  12  and  100  Bottles  of  24  and  100 


Squibb 
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I for  the  members  of 

$ 

theDelawareMedical  Profession 

from  the  first  day*  of 
sickness  or  injury... 

NOW!  Not  for  only  26  weeks 

— Not  for  only  52  weeks 

ut  even  for  your  entire  lifetime 

House  Confinement  not  required  at  any  time 

Accidental  loss  of  hands,  feet  or  eyesight  pays  monthly  benefits  — * 
not  just  a lump  sum 

TAX  FREE  DOLLARS  — D isability  insurance  income  is  not  taxable. 
For  example,  $3600  disability  insurance  income  is  equivalent  to 
about  $5000  regular  income 

EXTRA  BENEFITS  — Double  monthly  benefits  while  you  are 
hospitalized  payable  for  as  long  as  three  months 

Cash  benefits  for  accidental  death 

Double  income  benefits  if  disabled  in  specified  travel  accident  named 
in  the  policy 

OTHER  IMPORTANT  FEATURES — Waiver  of  Premium  Provision 
• Limited  Commercial  Air  Line  Passenger  Coverage  • No 
Automatic  Termination  Age  During  Policy  Period  • A Special 
Renewal  Agreement 

Covers  most  accidents  from  date  of  policy  and  most  sickness  origi- 
nating more  than  30  days  after  date  of  policy , excepting  those 
. incurred  while  in  military  service  of  any  country  at  war,  or  resulting 
from  war,  any  act  of  war,  suicide,  attempted  suicide,  insanity,  mental 
disease,  certain  foreign  travel,  any  pre-existing  condition  or  any 
hazard  of  aviation  other  than  commercial  air  line  passenger  travel 


United 


-■  v> 

( INSURANCE^. 

COMPANY 

' ; ? > 


(MP-3033) 


r* 


UNITED  INSURANCE  COMPANY,  Lifetime  Disability  Income  Dept. 

Eig  Building,  Silver  Spring,  Maryland 

I would  like  more  information  about  your  lifetime  dis- 
ability income  protection 
I understand  I will  not  be  obligated 

Name  Age  


Address  

or  attach  letterhead 


j|e  Income  payable  from  first 
day  of  medical  attention 
and  as  long  as  continuous 
total  disability,  total  loss 
of  time  and  medical  attend- 
ance continue 


I 


Mail  coupon  today  while 
you  are  still  healthy 
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know 

your 

diuretic 


how  safe  is  the  diuretic  you  prescribe? 


the  utmost  in  safety,  confirmed  by  long  clinical  usage, 
is  one  reason  more  physicians  choose  the  organomercuri- 
als  for  diuresis.  Their  dependable  action  does  not  involve 
production  of  acidosis  or  specific  depletion  of  potassium, 
and  side  effects  due  to  widespread  enzyme  inhibition 
are  absent. 


TABLET 

NEOHYDRIN9 

BRAND  OF  CHLORM  ERODRIN  (18.3  MG.  OF  3-CHLOROMERCURI 

-2-METHOXY-PROPYLUREA  IN  EACH  TABLET) 

no"rest"  periods  • no  refractoriness 

NEOHYDRIN  can  be  prescribed  every  day, 
seven  days  a week  as  needed 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 

LABORATORIES,  INC  . MILWAUKEE  1,  WISCONSIN 
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Frotinal 


Micropulverized  casein  powder  (61.25%),  Carbohydrate  (30%) 
to  maintain  protein/carbohydrate  equilibrium  essential  for  tissue  regeneration. 

COMPLETE  PROTEIN 

COMPLETELY  PALATABLE 

VIRTUALLY  FAT  AND  SODIUM  FREE  ([■•**  than  0.03%  n.n 

VLess  than  1.0%  Fatl 


ThB  National  Drug  Company  Philadelphia  44,  Pa.  Available:  Delicious  in  either  vanilla 

or  chocolate  flavors, 

in  bottles  of  8 oz. , 1 lb., 
5 lb.,  and  25  lb.  containers. 


*VI-PROTI NAL — Palatable  whole  protein-carbohydrate-vitamin-mineral  mixture  of  high  biological  value 
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Thank  you  doctor  -for  telling  mother  about. 


Ij0  he  Best  Tasting  Aspirin  you  can  prescribe 
^ggjhe  Flavor  Remains  Stable  down  to  the  last  tablet 
Bottle  of  24  tablets  ( 2^grs. each) 


We  will  be  pleased,  to  send  samples  on  request 
THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.,  1450  Broadway,  New  Yorl  18,  N.  Y. 


Particularly  now . . . 

Why  is  KENT  the  one 
fundamentally  different 
filter  cigarette? 


>re  brands  of  filter  cigarettes  that 
oduced — the  more  innovations  in 
; — the  clearer  becomes  the  differ- 
K.ENT.  Consider  for  a moment  why. 
KENT,  of  all  filter  brands,  goes  to 
ra  expense  to  bring  smokers  the 
Micronite  Filter.  All  others  rely 
n cotton,  paper  or  some  form  of 


Indeed,  the  material  in  Kent’s  Micronite 
Filter  is  the  choice  in  many  places  where 
filter  requirements  are  most  exacting. 

With  such  filtering  efficiency,  it  is  under- 
standable why  KENT  with  the  Micronite 
Filter  takes  out  even  microscopic  particles 
— why  KENT  is  proved  effective  in  impartial 
scientific  test  after  test. 

Taste  will  tell  the  rest  of  the  story. 


For  Kent’s  flavor  is  not  only  light  and 
mild.  It  stays  fresh-tasting,  cigarette  after 
cigarette. 

May  we  suggest  you  evaluate  KENT  for 
yourself,  doctor?  We  firmly  believe  that, 
with  the  first  carton,  you  will  reach  the 
same  conclusion.  As  always,  there  is  a 
difference  in  KENT.  And  now  more  than 
ever  before. 


KENT 


with  exclusive 

MICRONITE 
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tracheobronchitis  . . . streptococcal  sore  throat . . . scarlet  fever  . . . 
erysipelas  . . . certain  urinary  tract  infections  . . . and  certain  cases  of 
subacute  bacterial  endocarditis  and  osteomyelitis. 
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ME  B ARAL 


for  the  hyperexcitability 
so  often  found  in 


BRAND  OF  MEPHOBARBITAl 

■ 

hypertension 
hyperthyroidism 
convulsive  disorders 
difficult  menopause 
psychoneurosis 
hyperhidrosis 


\V  1 1 / 

WINTHROP 


J 


Mebaral's  soothing  sedative  effect  is  obtained  without  significantly 
clouding  the  patient's  mental  faculties. 


Average  Dose: 

Adults  — 32  mg.  to  0.1  Gm.  (optimal  50  mg.), 
3 or  4 times  daily. 

Children  — 16  to  32  mg.,  3 or  4 times  daily. 


Tasteless  tablets  of  32  mg.  ( Vi  grain) 

50  mg.  (%  grain) 

0.1  Gm.  (1 V2  grains) 

0.2  Gm.  (3  grains)  scored. 


cEPr 


**?oTcn>s 


Visit  our  Booths  #B  12-14  and  C 11-13  A.M.A.  Convention,  June  6-10,  1955 


30  N VOYAGE  N, 


. . . a comfortable  voyage  now  assured  with 


BRAND  OF  MECLIZINE  H YDROCH  LORI  DE 


Pfizer 


the  first  motion-sickness  preventive 
effective  in  a single  daily  dose 

prevents  or  relieves  motion  sickness 
due  to  all  forms  of  travel 

available  on  prescription  only  for 
full  physician  supervision 

Bonamine  is  also  useful  in  controlling  the 
nausea , vomiting  and  vertigo  associated 
with  vestibular  and  labyrinthine  disturbances, 
cerebral  arteriosclerosis,  radiation  therapy 
and  Meniere's  syndrome. 

Supplied  in  scored,  tasteless  25  mg.  tablets, 
boxes  of  8 and  bottles  of  100  and  500. 


PFIZER  LABORATORIES 
Division,  Chas.  Pfizer  & Co.,  Inc. 

Brooklyn  6,  N.  Y. 


•TRADEMARK 


, 

1 

In  a planned  search  for  more  effective  substances  without 
undesirable  actions,  new  crystalline  corticosteroids  have 
been  discovered  in  Schering’s  research  laboratories. 


Possessing  three  to  five  times  the  therapeutic  effectiveness 
of  cortisone  or  hydrocortisone  in  rheumatoid  arthritis  and 
other  so-called  collagen  diseases,  intractable  asthma 
and  other  allergies,  and  nephrosis,  the  first  of  these, 
Meticorten*  is  less  likely  to  produce  undesirable  side 
actions,  particularly  sodium  retention  and  excessive  potas- 
sium depletion.  Patients  treated  with  this  new  steroid 
exhibit  less  tendency  to  fluid  retention,  and  sedimentation 
rate  may  be  lowered  even  where  other  corticoids  cease  to 
be  effective— “therapeutic  escape.”  This  new  compound 
affords  excellent  relief  of  pain,  swelling  and  tenderness, 
diminishes  joint  stiffness  and  is  effective  in  small  dosage. 


Meticorten,  is  available  as  5 mg.  scored  tablets,  bottles 
of  30.  In  the  treatment  of  rheumatoid  arthritis,  dosage  of 
Meticorten  begins  with  an  average  of  20  to  30  mg.  (4  to 
6 tablets)  a day.  This  is  gradually  reduced  by  XV2  to  5 mg. 
until  maintenance  dosage  of  5 to  20  mg.  daily  is  reached, 
usually  by  the  14th  day.  The  total  24-hour  dose  should  be 
divided  into  4 parts  and  administered  after  meals  and  at 
bedtime.  Patients  may  be  transferred  directly  from  hydro- 
cortisone or  cortisone  to  Meticorten  without  difficulty. 

in  M O 

& 


SCHERING  CORPORATION  • BLOOMFIELD,  N.  J. 

’’T.M.  Schering 


XX 


Delaware  State  Medical  Journal 


May,  1955 


the  secret 


'Seconal  Sodium’ 

( SECOBARBITAL  SODIUM,  LILLY  ) 

a barbiturate  of  rapid  action  . . . short  duration 

When  simple  insomnia  is  the  presenting  complaint, 
a bedtime  dose  of  'Seconal  Sodium’  is  often  indi- 
cated. Its  hypnotic  effect  is  prompt — within  fifteen 
to  thirty  minutes;  relaxation  and  sleep  follow  quickly. 

Your  patient  awakens  refreshed  and  well  rested. 

Available  in  1/2,  3/4,  and  1 1/2-grain  pulvules. 
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THE  PREVENTABLE  COMPLICATIONS  OF 
MYOCARDIAL  INFARCTION 

A.  Henry  Clagett,  Jr.,  M.D.,* 
Wilmington,  Del. 

Uncomplicated  myocardial  infarction 
usually  is  a non-fatal  disease.  Some  of  the 
more  common  complications  are  cardiac 
arrhythmias,  heart  failure,  shock,  em- 
bolism, shoulder-hand  syndrome,  ventricu- 
lar aneurysm,  ventricular  rupture,  and 
iatrogenic  disability.  The  first  three  are 
important  because  of  their  frequency  and 
their  serious  nature;  much  has  been  writ- 
ten concerning  them.  The  last  three,  one 
of  which  results  in  immediate  death,  are 
important  because,  to  a large  degree,  they 
can  be  prevented. 

Ventricular  Aneurysm 

The  data  in  the  literature  regarding  the 
incidence  of  this  condition  are  variable, 
some  authors  reporting  a high  and  others 
a low  incidence.  This  variance  is  ex- 
plained on  the  basis  of  definition.  Some 
authors  regard  any  thinning  of  the  ven- 
tricular wall  as  an  aneurysm  (high  inci- 
dence), while  others  stick  to  the  more 
rigid  classification  in  which  there  must 
be  a definite  outward  bulging  of  the  wall 
(low  incidence).  In  this  presentation  I 
will  limit  my  discussion  to  those  cases 
meeting  the  latter  criteria  for  diagnosis. 

The  diagnosis  of  ventricular  aneurysm 
can  be  made  with  certainty  only  by  x-ray 
demonstration  of  the  aneurysm.  In  the 
case  of  a large  lesion,  this  is  not  difficult 
and  frequently  it  may  be  seen  on  the 
“routine”  six  foot  chest  film.  Small  lesions, 
however,  frequently  require  special  tech- 
nic to  facilitate  their  demonstration. 
Fluoroscopic  examination  should  be  per- 
formed in  order  to  obtain  a view  of  all 
possible  cardiac  borders  in  all  phases  of 
cardiac  contraction  and  of  respiration. 
This  examination  will  demonstrate  the 
angle  at  which  a film  will  best  show  the 
lesion.  In  taking  the  film,  the  chance  of 


success  will  be  greater  if  it  is  taken  at 
the  beginning  of  inspiration  immediately 
following  deep  expiration. 

Findings  which  should  suggest  the  pres- 
ence of  a ventricular  aneurysm  are  a 
double  apex  beat  or  two  points  of  maxi- 
mum intensity  by  physical  examination 
and  the  electrocardiographic  picture.  The 
ECG  findings  are  not  specific,  consisting 
of  the  persistence  of  changes  ordinarily 
assumed  to  be  due  to  an  acute  infarct. 
For  example,  if  a patient  is  seen  one  year 
following  an  acute  myocardial  infarction 
and  his  ECG  has  shown  no  change  in  that 
year,  the  elevation  of  the  ST  segments  and 
the  inverted  T waves  persisting,  the  pres- 
ence of  a ventricular  aneurysm  should  be 
suspected. 

There  is  practically  no  danger  of  rup- 
ture of  a ventricular  aneurysm,  the  fib- 
rous tissue  of  the  aneurysm  being  as 
strong,  if  not  stronger,  than  the  muscle 
it  has  replaced.  The  danger  of  this  com- 
plication is  the  early  occurrence  of  myo- 
cardial failure  due  to  the  replacement  of 
functioning  muscle  by  strong,  but  non- 
contracting, fibrous  tissue. 

The  treatment  of  this  complication  is 
that  of  myocardial  failure.  Once  estab- 
lished, the  diagnosis  justifies  the  physi- 
cian in  limiting  the  patient’s  activity  in 
an  attempt  to  delay  the  inevitable  bout  of 
cardiac  failure.  Prevention  of  the 
aneurysm  is  probably  an  attainable  goal 
and  consists  of  adequate  rest  during  the 
stage  of  acute  infarction. 

Ventricular  Rupture 

Unlike  ventricular  aneurysm,  there  is 
no  question  of  diagnosis  by  definition  be- 
cause ventricular  rupture  is  usually  sud- 
den and  always  fatal.  Like  ventricular 
aneurysm,  there  are  conflicting  data  re- 
garding its  incidence,  which  in  mental 
hospitals  greatly  exceeds  that  found  in 
general  hospitals.  This  brings  out  the  one 

93 


*Chief,  Cardiovascular  Section,  Memorial  Hospital. 


94 


Delaware  State  Medical  Journal 


May,  1955 


etiologic  factor  that  is  disputed  by  none — 
exertion.  Patients  in  mental  hospitals, 
due  to  the  nature  of  their  mental  disease, 
frequently  have  a myocardial  infarct  that 
is  completely  unsuspected  until  sudden 
death  due  to  ventricular  rupture  occurs. 
Obviously,  in  these  patients,  activity  had 
never  been  limited. 

Pathologically,  it  is  extremely  rare  to 
find  a rupture  through  an  area  of  infarc- 
tion after  three  weeks  from  the  onset  of 
the  lesion.  It  therefore  follows  that  if  the 
patient  can  be  kept  at  absolute  rest  for  a 
period  of  at  least  three  weeks  during  the 
acute  process,  the  incidence  of  ventricular 
rupture  should  be  minimized. 

Dr.  Samuel  Levine  is  the  distinguished 
proponent  of  the  “arm  chair”  treatment 
of  myocardial  infarction.  Historically, 
Dr.  Levine  for  years  proposed  that  pa- 
tients with  pulmonary  edema  be  placed 
in  a sitting  position  rather  than  allowing 
them  to  lie  in  bed  and  “drown  in  their 
own  fluids.”  He  stressed  that  unsightly 
edema  of  the  extremities  was  preferable 
to  fatal  edema  of  the  lungs.  The  next 
step  occurred  when  Dr.  Levine,  called  in 
consultation  on  what  appeared  to  be  some 
hopeless  cases  of  acute  myocardial  in- 
farction complicated  by  pulmonary 
edema,  recommended  that  the  patients  be 
lifted  out  of  bed  and  placed  in  a com- 
fortable chair  by  the  bedside.  The  re- 
sults in  these  cases  were  most  gratifying 
and  led  Dr.  Levine  to  recommend  that 
all  cases  of  acute  myocardial  infarction, 
unless  complicated  by  shock,  be  lifted  out 
of  bed  and  placed  in  a comfortable  chair 
as  tolerated.  At  no  time  has  Dr.  Levine 
ever  recommended  that  patients  with 
acute  myocardial  infarction  be  allowed 
out  of  bed  with  bathroom  privileges.  It 
is  deplorable  that  many  physicians  have 
distorted  the  logical  and  life-saving  “arm 
chair”  treatment  to  an  illogical  and 
harmful  “ambulatory”  treatment.  Per- 
sonally, I would  keep  any  patient  with  a 
frank  infarct  in  bed  at  absolute  rest  for 
a minimum  of  three  weeks,  the  only  ex- 
ception being  the  use  of  the  “arm  chair” 
treatment  in  patients  with  pulmonary 
edema  when  sufficient  nursing  and  order- 


ly personnel  are  available  to  execute  it 
properly. 

Papers  have  been  written  describing 
the  auscultatory  diagnosis  of  ventricular 
rupture  but  death  is  usually  so  sudden  as 
to  preclude  any  physical  examination. 
The  only  treatment,  therefore,  is  an  at- 
tempt to  prevent  this  fatal  complication 
by  adequate  bed  rest  during  the  acute 
phase  of  the  infarct. 

Iatrogenic  Disability 

Iatrogenic  means  “caused  by  the  phy- 
sician.” This  preventable  complication  is 
not  fatal  nor  is  it  serious  from  the  phys- 
ical standpoint.  It  is  most  distressing, 
however,  as  far  as  rehabilitation  of  the 
patient  is  concerned. 

I stated  earlier  that  uncomplicated  my- 
ocardial infarction  usually  is  a non-fatal 
disease.  I will  go  further  and  state  that 
when  an  uncomplicated  infarct  has 
shown  signs  of  healing  and  after  the  pa- 
tient has  had  a reasonable  convalesence, 
he  should  be  permitted  to  return  to  his 
occupation  as  long  as  it  is  one  that  re- 
quires no  unusual  exertion.  Persons  who 
have  had  a myocardial  infarction  should 
live  a moderate  existence,  refraining 
from  unusually  heavy  activities  such  as 
cutting  grass,  shoveling  snow,  or  chang- 
ing a tire. 

Unfortunately,  some  people  who  have 
had  a remote  infarct  die  suddenly  with- 
out warning.  Unfortunately,  many  phy- 
sicians hesitate  to  permit  their  patients 
to  enjoy  any  activity  if  this  threat,  in- 
frequent though  its  occurrence  may  be, 
exists.  Restrictions  have  been  set  up 
that  frighten  patients  and  allow  them 
little  or  no  physical  activity,  certainly 
not  enough  to  permit  them  to  earn  their 
own  living  and  regain  a useful  place  in 
society.  The  physician  will  never  be 
blamed  if  the  patient  dies  at  home. 
Many  of  these  patients,  however,  live  for 
years,  recent  statistics  showing  that  the 
life  expectancy  following  an  attack  of 
myocardial  infarction  is  much  greater 
than  heretofore  realized.  It  is  most  un- 
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fair  to  the  individual  and  to  society  as  a 
whole  to  penalize  all  of  these  people 
merely  to  avoid  unwarranted  criticism  in 
the  case  of  an  occasional,  unpreventable, 
sudden  death. 

Recently,  the  American  Heart  Associa- 
tion has  become  interested  in  the  de- 
velopment of  the  Work  Classification  Un- 
it in  industry,  particularly  as  it  con- 
cerns the  cardiac  patient.  It  offers  a 
hope  for  the  time  when  the  general  prac- 
titioner and  specialist  may  turn  to  the 
Work  Classification  Unit  for  confirmation 
of  the  patient’s  ability  to  work.  This  will 
be  a great  step  forward  if  it  serves  to 
rehabilitate  any  of  the  many  so-called 
“cardiacs”  now  rendered  unnecessarily 
crippled  due  entirely  to  the  timidity  of  a 
physician. 

In  summary,  in  discussing  the  pre- 
ventable complications  of  myocardial  in- 
farction, I have  gone  from  one  extreme 
to  the  other.  During  the  acute  phase  of 
the  infarct,  for  at  least  three  weeks,  any 
activity  makes  the  patient  more  liable  to 
ventricular  rupture  or,  at  least,  ventricu- 
lar aneurysm.  On  the  other  hand,  the 
physician  who  unnecessarily  frightens  a 
patient  with  a healed,  uncomplicated 
myocardial  infarction  into  a life  of  inac- 
tivity, neurosis,  and  burden  upon  society, 
is  to  be  censured.  A logical  approach  to 
treatment,  based  upon  common  sense  plus 
applied  pathology,  is  to  be  desired. 

REFERENCES 

Mintz,  S.  S.  and  Katz,  L.  N. : Recent  Myocardial  In- 
farction: An  Analysis  of  572  Cases,  Arch.  Int.  Med.  80: 
205,  1947. 

Smith,  F.  J.,  Keyes,  J.  W.  and  Denham,  R.  M.:  Myo- 
cardial Infarction:  A Study  of  the  Acute  Phase  in  920 
Patients,  Am.  J.  Med.  Sci.  221:508,  1951. 

Cole,  D.  R.,  Singian,  E.  B.  and  Katz,  L.  N.:  The  Long- 
Term  Prognosis  Following  Myocardial  Infarction  and 
Some  Factors  Which  Affect  It,  Circulation  9:321,  1954. 
Wooten,  R.  L.  and  Kyser,  F.  A.:  Mortality,  Morbidity, 
and  Treatment  of  Myocardial  Infarction:  A Review  of 
455  Cases,  Ann.  Int.  Med.  38:247,  1953. 

Schlichter,  J.  Hellerstein,  H.  K.  and  Katz,  L.  N.: 
Aneurysm  of  the  Heart:  A Correlative  Study  of  102 

Proved  Cases,  Medicine  33:43,  1954. 

Wessler,  S.,  Zoll,  P.  M.  and  Schlessinger,  M.  J.:  The 
Pathogenesis  of  Spontaneous  Cardiac  Rupture,  Circula- 
tion 6:334,  1952. 

Levy,  R.  L. : Needless  Restrictions  Imposed  on  Cardiac 
Patients,  Circulation  5:454,  1952. 


Discussion 

Dr.  Ralph  M.  Myerson,  (Philadelphia)  : 
I think  we  will  all  agree  that  Dr.  Cla- 
gett  has  presented  an  excellent  paper  on 


a very  important  problem  we  frequently 
encounter  in  practice.  I don’t  feel  quali- 
fied to  add  much  to  his  statements,  but 
would  like  to  re-emphasize  some  of  the 
points  he  made. 

I was  pleased  to  hear  him  bring  up 
the  so-called  armchair  treatment  of  myo- 
cardial infarction.  Recently,  I had  the 
opportunity  to  hear  Dr.  Levine  speak 
about  this  informally,  at  the  World  Con- 
gress on  Cardiology  at  Washington.  He 
was  quite  emphatic  concerning  the  point 
that  he  had  never  advocated  anything  but 
complete  rest  for  the  patient  with  myocar- 
dial infarction.  For  certain  isolated 
cases,  particularly  the  elderly  patients 
that  are  not  doing  well  because  of  fail- 
ure, etc.,  he  recommends  the  so-called 
armchair  treatment.  He  still  considers 
this  to  be  absolute  rest  inasmuch  as  these 
patients  are  lifted  from  their  beds  into 
the  chair  and  back  in  bed  again.  At  no 
time  has  he  ever  advocated  an  ambula- 
tory regimen  for  myocardial  infarction. 

Concerning  ventricular  aneurysm,  I do 
not  think  it  is  generally  recognized  that 
this  is  definitely  a preventable  complica- 
tion. In  going  over  a large  series  of  ven- 
tricular aneurysms  it  has  been  found 
that  about  70  per  cent  of  the  patients 
had  “walked  through”  their  infarction, 
so  to  speak,  or  had  had  inadequate  treat- 
ment. Of  the  remaining  30  per  cent  that 
developed  aneurysm,  a considerable  num- 
ber of  them  had  hypertension,  as  was 
pointed  out,  or  valvular  heart  disease. 
In  other  words,  it  seems  that  anything 
that  will  increase  the  workload  of  the 
heart,  such  as,  ambulation,  hypertension 
or  valvular  heart  disease,  will  predispose 
to  the  aneurysm. 

It  has  been  shown  in  dog  experiments 
that  when  a coronary  artery  was  ligated 
and  the  animals  bled  to  anemic  levels, 
ventricular  aneurysms  developed  in  all 
of  them.  As  Dr.  Clagett  pointed  out,  the 
danger  of  ventricular  aneurysms  is  not 
from  rupture,  but  rather  from  the  ten- 
dency these  hearts  have  to  go  into  myo- 
cardial failure.  About  70  per  cent  of 
them  are  usually  dead  within  three  years. 
They  are  unable  to  tolerate  the  damage 


96 


Delaware  State  Medical  Journal 


May,  1955 


of  another  infarction  as  well  as  the  pa- 
tient without  an  aneurysm. 

Another  complication  of  ventricular 
aneurysm  is  the  tendency  of  these  pa- 
tients to  develop  thrombo-embolic  phen- 
omena, and  1 would  like  to  ask  one  ques- 
tion of  Dr.  Clagett,  if  1 may?  If  it  were 
feasible  to  do  so,  would  he  recommend 
long-continued  use  of  anticoagulants  in  a 
patient  with  a ventricular  aneurysm? 

Dr.  L.  P.  Lang,  Wilmington : It  is  an 
extremely  difficult  job  to  discuss  this 
paper  following  Dr.  Myerson’s  discussion 
and  also  Dr.  Clagett’s  very  excellent 
presentation.  There  isn’t  much  left  for 
me  to  say  except  to  sort  of  sweep  around 
the  corners  a bit,  and  I’ll  try  to  do  that. 

1 feel  there  is  a real  message  in  this 
paper.  Especially  the  one  that  was  ex- 
pressed on  the  last  slide.  I think  it  is 
extremely  important,  and  if  one  will  just 
review  the  pathology  of  myocardial  in- 
farction I think  one  can  have  at  least 
some  rule  of  thumb  to  follow  in  treat- 
ment of  these  patients. 

That  is,  when  myocardial  infarction 
occurs  it  is  at  least  three  or  four  days 
before  there  is  presence  of  any  fibroblast, 
and  three  or  four  weeks  before  they  are 
present  in  sufficient  amount  to  cause  any 
rigidity  of  the  scar.  If  that  is  so,  one 
must  remember  that  patients  must  be 
kept  at  as  near  absolute  rest  as  possible 
for  at  least  three  weeks,  and  this  prob- 
ably regardless  of  the  size  of  the  infarct. 
Whether  or  not  we  tend  to  let  patients 
up  sooner  if  they  show  good  response 
and  things  of  that  sort,  in  all  probability 
it  still  probably  is  best  to  keep  patients 
at  rest  at  least  three  weeks. 

I would  like  to  re-emphasize  again  the 
armchair  treatment.  I would  like  to  ap- 
proach it  from  a different  standpoint. 
That  is,  when  we  believe  that  the  pa- 
tient is  getting  real  armchair  treatment, 
this  doesn’t  necessarily  mean  that  the 
way  it  is  carried  out  is  the  way  we  in- 
tended it  to  be.  And  I think  there  are 
a few  of  us  that  will  stand  by  and  watch 
while  the  patient  is  put  in  the  armchair, 
so  that  we  can  make  sure  that  certain 


procedures  don’t  occur. 

The  other  subject,  iatrogenic  disabil- 
ity, is  as  important  in  the  pathologic 
process  of  myocardial  infarction,  and  I 
am  not  sure  that  there  are  not  more 
people  walking  around  the  country  today 
with  the  iatrogenic  disability  than  with 
the  complication  of  the  myocardial  in- 
farction. 

Dr.  Clagett:  I would  like  to  thank 

the  discussers  for  taking  up  something 
that  time  didn’t  allow  me  to  talk  about 
as  much  as  I may  have  liked  to,  that  is, 
the  armchair  treatment. 

I am  sorry  I wasn’t  in  Washington  a 
few  years  ago,  when  Dr.  Levine  gave  a 
paper  on  another  subject,  and  after  the 
paper  a gentleman  got  up  and  said : “I 
am  using  your  recommended  ambulatory 
treatment  and  the  patient  went  down  the 
hall  and  dropped  over  dead.”  And  he 
started  to  give  Dr.  Levine  a little  trouble. 
1 wish  I could  have  heard  his  answer. 

To  answer  the  question  would  I give 
the  patient  with  the  ventricular  aneur- 
ysm long-term  anticoagulant  therapy  in 
an  attempt  to  prevent  embollic  phenom- 
ena? I don’t  know.  I would  simply  say 
if  Dr.  Myerson  could  give  the  anticoagu- 
lant with  perfect  safety,  I would  say,  go 
ahead  and  use  it. 

I would  like  to  look  back  a few  years 
to  the  time  when  we  thought  that  all  of 
the  emboli  in  patients  with  myocardial 
infarction  were  coming  from  mural 
thrombi.  It  was  discovered  that,  instead 
of  coming  from  mural  thrombi,  that  was 
probably  an  unusual  site  of  thrombi,  and 
I am  wondering  if  we  don’t  have  a par- 
allel situation  here?  We  see  this  big 
aneurysm  in  the  left  ventricle  and  see 
clots  at  autopsy  and  most  of  the  clots 
are  pretty  solid,  and  we  do  know  that 
the  patient  with  ventricular  aneurysm  is 
prone  to  myocardial  decompensation,  and 
we  know  that  the  factor  that  stands  out 
above  all  others  in  embolic  phenomena  is 
myocardial  decompensation,  and  I am 
wondering,  in  the  present  state  of  our 
knowledge,  if  1 would  subject  a patient 
for  any  long  time  to  any  anticoagulant 
therapy. 
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PATHOGENESIS  AND  COMPLICATIONS 
OF  PEPTIC  ULCER* 

Russell  S.  Boles,  M.D.,** 
Philadelphia,  Pa. 

Strange  as  it  may  seem  the  dilemma  we 
face  today  in  the  management  of  “peptic 
ulcer”  is  almost  as  great  as  it  was  150  odd 
years  ago  when  the  lesion  in  the  digestive 
tract  was  first  described.  This  of  course 
is  because  we  know  so  little  about  the 
cause  of  the  disease. 

Progress  toward  a better  understanding 
of  “peptic  ulcer”  will  be  accelerated  when 
we  stop  concentrating  on  the  local  lesion 
in  the  stomach,  duodenum  or  elsewhere 
that  may  well  be  nothing  more  than  a 
complication  of  a systemic  disorder  and 
as  such  should  be  managed  as  are  similar 
complications  in  other  diseases,  such  as 
the  ulcer  on  the  toe  of  the  diabetic  or  of 
the  patient  with  Buergers’  disease.  While 
the  local  complication  in  such  cases  may 
require  prompt  and  heroic  therapy,  this 
is  never  instituted  of  course,  without  par- 
allel management  of  the  primary  disease. 
A first  step,  then,  in  solving  the  ulcer 
problem  is  to  broaden  our  thinking  in 
terms  of  the  underlying  disease,  and  to- 
ward this  end  this  becomes  easier  to  do 
the  more  willing  we  are  to  reject  the  as- 
sumption that  “peptic  ulcer”  is  caused  by 
pepsin  (from  whence  its  gets  its  name) 
and  that  hydrochloric  acid  is  a primary 
or  even  a major  factor  in  its  production. 
Who  has  not  seen  chronic  active  ulcers 
heal  and  all  subjective  and  objective  evi- 
dence palliated  despite  high  degrees  of 
acid  secretion?  Despite  a vast  amount  of 
experimental  work  that  appears  to  in- 
criminate acid  as  the  cause  of  ulcer,  the 
point  is  that  actual  proof  is  not  forth- 
coming. Furthermore,  because  of  the  ill- 
conceived  premise  “No  Acid  — No  Ulcer” 
promulgated  by  Schwarz  over  40  years 
ago,  both  the  medical  and  surgical  man- 
agement of  ulcer  has  been  designed  to 
neutralize  or  abolish  acid  secretion  with 
results  that  leave  much  to  be  desired. 

It  may  well  be  that  the  primary  disorder 
of  which  “peptic  ulcer”  is  a local  complica- 
tion is  of  a highly  complex  nature  involv- 

♦Presented  at  the  Combined  Staff  Meeting  of  Wilmington 
Hospitals,  St.  Francis  Hospital,  October  26,  1954. 
“Professor  of  Clinical  Medicine,  University  of  Pennsylvania. 


ing  the  vascular  system,  the  blood,  the 
brain  and  nervous  system,  infection,  and 
hydrochloric  acid.  Certain  it  is  that  due 
attention  must  be  paid  to  all  of  these  fac- 
tors if  the  best  results  in  treatment  are  to 
be  secured.  Also,  recognition  must  be 
given  to  the  fact  that  “peptic  ulcer”  is  in- 
fluenced by  geographic,  climatic,  social, 
genetic,  environmental,  and  domestic  fac- 
tors. Until  the  results  of  a study  of  all 
of  these  influences  are  correlated  we  shall 
continue  to  grope  in  the  dark  in  attempt- 
ing to  conquer  it.  John  Ryle,  when  Direc- 
tor of  the  Institute  of  Social  Medicine  at 
Oxford,  England,  put  his  finger  on  the  rea- 
sons for  much  dissatisfaction  in  medicine 
today  when  he  said:  “Investigation  to  the 
limit,  mainly  by  objective  methods  and 
often  with  too  little  said  to  or  done  for 
the  patient  during  or  after  the  tedious 
process,  has  been  the  prevailing  trend, 
especially  in  the  case  of  the  more  chronic 
or  seemingly  more  obscure  varieties  of 
disorder  and  disease.  More  and  more  ac- 
curate assessments  of  local  pathology,  with 
the  help  of  more  and  more  colleagues  and 
instruments,  and  less  and  less  intimate 
understanding  of  the  patient  as  a whole 
man  or  woman  with  a home  and  anxieties 
and  economic  problems  and  a past  and  a 
future  and  a job  to  be  held  or  lost,  have 
become  the  order  of  the  day.”  More  phil- 
osophy and  less  technique  must  become  the 
order  of  the  day  if  we  are  to  advance  on 
more  solid  ground  and  not  be  deceived  by 
glittering  superficialities  that  so  often  are 
mistaken  for  progress. 

Perhaps  the  most  promising  approach 
in  studying  “peptic  ulcer”  would  be  to  re- 
gard it  as  the  result  of  vascular  spasm  or 
disease  which  lead  to  ulcer  development 
as  the  result  of  diminished  cell  resistance. 
Cellular  resistance,  after  all,  depends  on 
the  state  of  the  circulation  in  the  stomach 
and  on  the  composition  of  the  blood  reach- 
ing the  cells.  Boles,  Riggs,  and  Griffiths1 
demonstrated  that  a significant  influence 
was  exerted  in  the  formation  of  ulcer  by 
chronic  circulatory  insufficiency  in  the 
deeper  layers  of  the  stomach,  the  insuffi- 
ciency being  established  through  quanti- 
tive, qualitative,  or  vasomotor  disturb- 
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ances  in  the  circulatory  system.  Necheles 
has  corroborated  these  observations. 

Bachrach,  Grossman  and  Ivy2  have 
demonstrated  that  an  intact  mucosa  of  the 
stomach  is  dependent  on  an  adequate  cir- 
culation and  proper  metabolic  and  nutri- 
tional balance.  Roth  and  Ivy3  have  fur- 
thermore stated  “that  the  proteolytic  ac- 
tion of  acid  and  pepsin  secretion  upon  a 
gastric  mucosa  rendered  more  susceptible 
to  the  ulcerative  process  by  the  vascular 
and  ‘cellular’  changes  induced  by  caffein, 
results  in  the  development  of  an  ulcer.” 
It  is  well  known,  as  has  been  demonstrated 
by  Wolf  and  Wolff,4  that  emotional  dis- 
turbances exert  a definite  effect  on  the  cir- 
culation of  the  stomah  leading  to  mucosal 
erosion  and  hemorrhages.  Aycock  and 
Hendrick"'  showed  that  venous  thrombosis 
occurs  more  frequently  in  the  spring  and 
fall  months  of  the  year  and  that  it  is  less 
prevalent  in  winterless  areas.  These  ob- 
servations are  of  interest  because  of  the 
similarity  in  the  behavior  of  ulcer.  I 
would  suggest  that,  as  ulcer  most  fre- 
quently occurs  in  that  part  of  the  stomach 
and  duodenum  in  which  there  is  a rich 
supply  of  nerves  and  blood  vessels  and 
since  the  influence  of  the  one  over  the 
other  may  diminish  cellular  resistance,  the 
name  “neurocirculatory”  ulcer  of  the 
stomach  or  the  duodenum  would  seem  very 
appropriate. 

That  tobacco  plays  a part  in  the  produc- 
tion of  ulcer  and  especially  in  retarding 
its  healing  is  agreed  by  most  students  of 
the  subject.  The  ill  effects  of  tobacco  may 
logically  be  attributed  to  its  action  on  the 
blood  vessels  in  the  wall  of  the  stomach 
and  duodenum,  as  it  is  known  to  be  a po- 
tent vasoconstrictor  of  peripheral  vessels. 
For  this  reason  it  is  recognized  as  a ma- 
jor factor  in  the  production  of  the  ulcers 
seen  in  thromboangiitis  obliterans  (Sil- 
berts  and  in  diabetes  (Weinroth  and 
Herzstein).7  Indeed  there  is  much 
else  in  common  in  the  behavior  of  these 
ulcers  and  peptic  ulcer  that  suggests  a 
similar  vascular  origin.  In  the  case  of 
peptic  ulcer  the  idea  that  the  ill  effects 
of  tobacco  are  due  to  its  action  on  the 
circulation  rather  than  on  the  acid  secre- 


tion of  the  stomach  is  supported  by  the  ex- 
perimental work  of  Schnedorf  and  Ivy.8 
Goodman  and  Gilman"  do  not  believe  the 
acidity  of  the  gastric  contents  is  influ- 
enced by  cigarette  smoking  and  are  of  the 
opinion  that  the  gastrointestinal  com- 
plaints caused  by  the  use  of  tobacco  may 
be  secondary  to  cardiovascular  disturb- 
ances. 

It  is  always  interesting  to  consider  why 
peptic  ulcers  behave  differently  in  the 
male  and  female  and  why  the  incidence 
varies  in  the  two.  Whether  gastric  and 
duodenal  ulcer  are  one  and  the  same  lesion 
has  also  yet  to  be  determined.  When  one 
considers  that  duodenal  ulcer  occurs  so 
much  more  frequently  in  men  than  wo- 
men, that  it  occurs  more  frequently  than 
benign  gastric  ulcer,  that  it  does  not  heal 
so  spontaneously  as  the  latter,  that  the 
mortality  of  duodenal  ulcer  is  increasing 
in  men,  that  the  mortality  of  gastric  ulcer 
is  stationary  or  declining  in  women,  that 
the  two  ulcers  exhibit  differences  in  the 
frequency  of  such  complications  as  hem- 
orrhage and  perforation  and  differences 
in  response  to  surgical  treatment  and, 
finally,  that  gastric  ulcer  is  frequently 
malignant  while  duodenal  ulcer  is  rarely 
so,  one  realizes  that  too  much  emphasis 
cannot  be  placed  on  the  importance  of 
greater  accuracy  in  diagnosis  so  that 
clinical,  operative,  and  necropsy  findings 
can  be  better  reconciled. 

In  any  consideration  of  peptic  ulcer  in 
the  future  the  effect  of  climate  and  season 
can  not  be  disregarded.  This  was  sug- 
gested some  time  ago  by  Riggs,  Boles, 
Reinhold  and  Shore,10  who  observed  sig- 
nificant changes  in  the  chemical  composi- 
tion of  the  blood  and  in  some  cardiovascu- 
lar reactions  in  patients  with  peptic  ulcer 
who  were  studied  throughout  a one  year 
period.  It  is  well  known  that  peptic  ulcers 
are  notoriously  troublesome  in  the  spring 
and  fall  months.  In  my  experience,  fur- 
thermore, the  complication  of  hemorrhage 
is  more  common  in  these  months.  The  fact 
that  ulcers  subside  in  the  summer  and 
make  their  appearance  less  frequently  in 
uniformly  warm  climates  may  logically 
be  explained  by  the  absence  of  those  alter- 
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ations  in  the  bodily  circulation  which  oc- 
cur where  there  are  abrupt  changes  in  the 
climate  and  seasons.  (LeLangen). 

Mindful  of  the  possibility  that  peptic 
ulcer  might  be  due  primarily  to  deficien- 
cies of  the  circulation  and  vascular  sys- 
tem, and  realizing  that  meteorologic  con- 
ditions have  an  effect  on  these  systems, 
one  becomes  curious  to  learn  more  about 
the  relationship  between  the  weather  and 
manifest  hemorrhage.  It  is  well  recog- 
nized that  the  symptoms  of  peptic  ulcer 
follow  a seasonal  pattern,  but  what  change 
takes  place  in  the  vascularity  of  the  ulcer 
at  such  times  is  purely  conjectural.  Much 
of  the  available  information  on  this  sub- 
ject indicates  a greater  incidence  of  hem- 
orrhage in  the  fall  months,  significant 
peaks  occurring  in  October,  November, 
and  December;  this  was  observed  espe- 
cially in  the  Scandinavian  countries. 

With  the  idea  of  determining  the  sea- 
sonal incidence  of  hemorrhage  from  gas- 
tric and  duodenal  ulcer,  as  observed  in 
Philadelphia,  Westerman  and  myself11  an- 
alyzed all  of  the  cases  admitted  with  this 
complication  to  the  Philadelphia  General 
Hospital  over  a period  of  five  years  (1949- 
1953) . We  accepted  for  analysis  only  those 
cases  in  which  ulcer  was  demonstrated  by 
roentgenographic  examination,  operation, 
or  autopsy. 

We  demonstrated  that  there  is  a season- 
al pattern  for  hemorrhage  from  both  gas- 
tric and  duodenal  ulcer;  there  is  a signi- 
cant  increase  in  the  incidence  of  hem- 
orrhage from  duodenal  ulcer  during  Jan- 
uary, February,  and  March  and  during 
October,  November,  and  December.  The 
increased  incidence  of  hemorrhage  in  the 
autumn  months  coincides  with  the  notori- 
ous activity  of  duodenal  ulcer  symptoms  in 
these  months.  It  is  surprising  to  note  that 
the  seasonal  pattern  for  hemorrhage  from 
gastric  ulcer  is  quite  different  from  that  of 
duodenal  ulcer,  the  peak  months  for 
gastric  ulcer  hemorrhage  being  January, 
February,  April,  May,  and  June,  with  a 
lull  occurring  in  the  latter  part  of  summer 
and  in  the  autumn  months.  The  seasonal 
trends  for  hemorrhage  from  gastric  and 


duodenal  ulcer  as  shown  in  this  study  cor- 
respond closely  to  those  observed  by  Wid- 
mann  and  myself12  in  a group  of  patients 
with  proved  gastric  and  duodenal  ulcer 
admitted  to  the  Philadelphia  General  Hos- 
pital between  January,  1935,  and  October, 
1936. 

Meteorologic  studies  indicated  that 
hemorrhages  from  duodenal  ulcers  may 
well  be  brought  on  by  marked  variations 
in  temperature  and  that  such  variations 
may  put  stress  on  the  body  as  it  is  forced 
to  adjust.  This  fact,  together  with  the  ob- 
servation that  the  number  of  cases  is  least 
in  midsummer,  would  indicate  that  a 
warm  climate  with  relatively  little  daily 
and  seasonal  variation  in  temperature 
would  be  the  most  suitable  residence  for 
those  prone  to  suffer  from  bleeding  duo- 
denal ulcers. 

There  are  other  precipitating  causes  of 
hemorrhage  from  peptic  ulcer  that  one 
must  bear  in  mind.  Perhaps  the  most  fre- 
quent of  these  is  overloading  the  stomach, 
especially  with  evening  repasts  that  in- 
clude an  excess  of  beverage,  usually  al- 
coholic. While  emotional  stress  and  in- 
discretions in  diet  seem  to  favor  activity 
and  recurrence  of  ulcer,  it  is  difficult  to 
correlate  these  with  hemorrhage  unless 
the  emotional  stress  was  of  a sudden  and 
violent  nature  and  the  indiscretion  in  diet 
of  a grossly  quantitative  rather  than  a 
qualitative  character.  An  alcoholic  de- 
bauch seems  to  favor  hemorrhage,  as  may 
an  intemperate  use  of  tobacco. 

While  the  importance  of  adequate  nutri- 
tion in  the  prevention  and  treatment  of 
ulcer  has  been  recognized  for  some  time, 
it  is  not  always  remembered  that  nutri- 
tion is  important  in  preventing  hemor- 
rhage. In  1941  Riggs,  Reinhold,  Shore 
and  myself10  reported  the  results  of  a 
study  on  the  chemical  composition  of  the 
blood  at  monthly  intervals  on  52  patients 
during  the  course  of  a year.  It  was  ob- 
served that  significant  deficiencies  in 
serum  total  protein,  albumen,  and  vitamin 
C determinations  occurred,  and  it  was  sug- 
gested that  such  deficiencies  induced  a 
tendency  toward  hemorrhage. 


on  all  4 count: 


wide  spectrum  of  effectiveness 
rapid  diffusion 
prompt  control  of  infection 
minimum  side  effects 

decision  often  favors 


Compared  with  certain  other  antibiotics,  ACHROMYCIN  offers  a broader  spectrum  of 
effectiveness,  more  rapid  diffusion  for  quicker  control  of  infection,  and  the  distinct  advan- 
tage of  being  well  tolerated  by  the  great  majority  of  patients,  young  and  old  alike. 

Within  one  year  of  the  day  it  was  offered  to  the  medical  profession,  ACHROMYCIN  had 
proved  effective  against  a wide  variety  of  infections  caused  by  Gram-negative  and 
Gram-positive  bacteria,  rickettsiae,  and  certain  viruses  and  protozoa. 

With  each  passing  week,  acceptance  of  ACHROMYCIN  is  still  growing.  ACHROMYCIN, 
in  its  many  forms,  has  won  recognition  as  a most  effective  therapeutic  agent. 
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As  patients  seem  to  be  in  greater  dan- 
ger of  hemorrhage  during  certain  early 
spring  and  fall  months,  they  should  be 
cautioned  to  be  particularly  careful  at 
such  periods,  especially  if  they  are  past 
40  years  of  age.  I would  regard  hemor- 
rhage and  perforation  as  preventable 
complications  of  peptic  ulcer ; their  oc- 
currence many  times  may  be  attributed  to 
disregard  of  instructions  given  the  patient 
or  perhaps  lack  of  warning  to  the  patient 
by  the  physician  of  the  possible  conse- 
quences following  a breaking  of  the  rules. 
A broader  approach  to  this  whole  problem 
might  well  make  peptic  ulcer  itself  a pre- 
ventable disease. 

1 would  summarize  my  remarks  again, 
as  I have  in  the  past,  concerning  this  sub- 
ject, as  follows:  1 think  that  we  do  an  in- 
justice to  our  patients,  as  well  as  our- 
selves, if  we  allow  them  to  assume  that 
any  manner  of  treatment,  be  it  medical 
or  surgical,  will  ever  permit  them  to  com- 
promise with  the  ulcer  plan  of  life.  They 
can  expect  immunity  no  more  than  the 
tuberculous  or  diabetic  patients  from  non- 
observance  of  the  restrictions  placed  on 
them.  I realize  that  this  is  not  in  harmony 
with  the  advice  which  many  patients  are 
given,  that  they  can  eat  and  do  almost 
anything  they  please  with  impunity  after 
their  operation.  I strongly  suspect  that 
such  advice  is  responsible  for  many  re- 
currences. In  the  light  of  our  present 
knowledge,  I believe  that  we  should  regard 
ulcer  as  an  incurable  disease,  but  still 
recognize  that  it  may  be  held  in  abeyance 
by  cultivating  a new  manner  of  living. 
With  some,  this  is  easy;  with  others,  who 
are  involved  in  a squirrel  cage  existance, 
it  is  difficult  if  not  impossible.  In  occa- 
sional cases  in  which  the  ulcer  is  adherent 
to  other  structures  or  is  so  sclerotic  that 
no  medical  measure  can  hope  to  hold 
promise  of  recovery,  surgical  intervention 
becomes  necessary.  Under  these  circum- 
stances, it  is  advisable  to  perform  as  con- 
servative an  operation  as  possible,  always 
with  its  limitations  definitely  in  mind. 
Certainly  gastroenterostomy,  resection,  a 
second  resection,  supradiaphragmatic  va- 
gotomy, subdiaphragmatic  vagotomy  and 


an  assorted  combination  of  the  lot  indicate 
a lamentable  lack  of  confidence  in  the  sur- 
gical management  of  ulcer  and  do  not 
augur  well  for  the  patient  who  is  faced 
with  an  operation  for  his  disease.13 
Rittenhouse  Plaza. 
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ACUTE  POISONING 


IN  THE  WILMINGTON  AREA 

C.  Anthony  D’Alonzo,  M.D.,* 

AND 

Allan  J.  Fleming,  M.D., 
Wilmington,  Del. 

During  1953  our  Medical  Division  be- 
came interested  in  the  problem  of  acute 
poisoning.  The  question  was  raised  as  to 
the  number  of  admissions  to  the  local  hos- 
pitals of  acute  poisonings  which  were 
based  on  occupational  causes,  as  contrast- 
ed to  those  due  to  nonoccupational  fac- 
tors. Accordingly,  we  undertook  a survey 
of  the  acute  poisonings  in  all  four  of  the 
hospitals  in  Wilmington,  for  a five-year 
period,  1948-1952,  inclusive.  These  four 
hospitals  serve  a population  of  approxi- 
mately 250,000,  the  locale  being  an  ex- 
tremely industrialized  one.  The  combined 
yearly  admissions  averaged  33,000.  This 
study  excluded  so-called  “therapeutic” 
poisoning. 

During  this  five-year  period  a total  of 
209  poisonings  were  admitted  as  follows: 


* Respectively.  Chief  in  Medicine,  St.  Francis  Hospital,  and 
Assistant  Medical  Director:  and  Medical  Director.  E.  I. 

du  Pont  de  Nemours  & Company. 
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Table  1 Table  3 

Acute  Poisonings  Barbiturate  Poisoning  Cases 


Suicidal 

Age  Group 

Number 

Suicidal 

Deaths 

Number 

Deaths 

Intent 

0-  9 

6 

0 

Barbiturates 

83 

1 

14 

10  - 19 

4 

1 

CO  or  illuminating  gas 

30 

2 

9 

20-29 

21 

5 

Kerosene  or  gasoline 

21 

30-39 

17 

2 

Methyl  alcohol 

9 

5 

40  - 49 

13 

5 

Aspirin 

8 

1 

2 

50  - 59 

13 

1 

Lead 

5 

1 

60  - 69 

5 

0 

Mercuric  chloride 

5 

1 

70  - 79 

3 

0 

1 

Turpentine 

5 

80  - 89 

1 

0 

Lysol  and  aerosol 

4 

— 

— 

_ 

Caustic 

3 

1 

83 

14 

1 

Atropine 

Fluorides 

3 

3 

1 

1 

Barbiturate  poisoning  appears 

to  affect 

Benzedrine 
Carbon  tetrachloride 

1 

1 

1 

1 

1 

all  ages. 

The  younger  age  group  are  acci- 

Miscellaneous 

27 

dental,  whereas  the 

poisonings  in  middle 

Unknown 

1 

1 

life  seem 

to  have  mostly  been  due  to  sui- 

209 

16 

27 

cidal  attempts. 

It  is  apparent  that  the  three  commonest 
poisonings  encountered  in  this  area,  in 
order,  are  barbiturates,  carbon  monoxide 
or  illuminating  gas,  and  kerosene  or  gas- 
oline. This  experience  seems  to  be  that 
which  is  generally  encountered  in  other 
studies  at  the  present  time.  Methyl  al- 
cohol poisoning  is  frequently  masked  by 
the  presence  of  complicating  disease.  The 
problem  of  aspirin  poisoning  is  becoming 
more  acute.  There  are  those  who  feel  that 
aspirin  should  never  be  flavored.  It  is 
understandable  that  a child  will  ingest 
more  flavored  than  unflavored  aspirin, 
thereby  increasing  the  number  of  serious 
poisonings  from  this  material. 

The  age  distribution,  and  the  cause  of 
death  in  the  mortality  group  of  16  is  found 
in  Table  2. 


Table  2 

Age  and  Cause  of  Death 
in  the  Mortality  Group 
Age  Group  No.  Cases  Cause  of  Death 


0-  9 

2 

Lead,  benzedrine 

10  - 19 

1 

Caustic 

20-29 

1 

Methyl  alcohol 

30-39 

3 

Mercuric  chloride,  methyl 
alcohol,  unknown 

40  - 49 

4 

Carbon  monoxide,  sodium 
fluoride,  methyl  alcohol 
(2) 

50  - 59 

2 

Carbon  monoxide,  carbon 
tetrachloride 

60  - 69 

2 

Methyl  alcohol,  aspirin 

70-79 

1 

Barbiturate 

80-89 

0 

Table  3 

lists 

the  age  distribution,  the 

number  of  instances  with  a history  of 
suicidal  attempt,  and  the  mortality  in  the 


cases  of  barbiturate  poisoning. 


Occupational  Poisonings 

During  this  same  period  14  instances  of 
industrial  chemical  poisoning  were  admit- 
ted to  these  same  hospitals.  It  is  note- 
worthy that  the  number  of  industrial  cases 
was  small.  There  was  no  mortality  in  this 
group,  in  spite  of  the  rather  heavy  con- 
centration of  the  chemical  industry  in  this 
area.  The  chemicals  involved  in  the  14 
cases  were:  lead,  chlorine,  aniline,  dinitro- 
benzene, ethylene  oxide,  hydrogen  sul- 
phide, sulphur  dioxide,  potassium  cyanide. 

The  number  of  cases  of  occupational 
origin  in  the  area  was  certainly  more 
than  14.  However,  most  of  the  bigger  in- 
dustries in  the  area  maintain  their  own 
medical  units.  Most  of  the  milder  toxic 
reactions  to  industrial  chemicals  would 
have  been  handled  without  hospitalization. 
It  appears  likely  that  all  of  the  severe 
cases  were  hospitalized,  so  that  no  more 
than  14  instances  would  be  classified  as 
severe. 

The  drugs  involved  in  the  miscellaneous 
group  are  found  in  Table  4. 


Table  4 


Miscellaneous  Group  of  Poisonings  (27) 


Drugs 
paregoric 
camphor  oil 
desoxyphedrine 
strychnine 
codeine 
atropine 
dilantin 


Chemical  Compounds 
sulphur-phosphorus  mixture 
copper  sulfate 
chlorox 
D.D.T. 

cleaning  fluid 
nicotine 
pine  oil 
unknown  dye 
isopropyl  alcohol 
ethyl  alcohol  (as  such,  not 
as  alcoholic  beverage). 
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It  is  quite  obvious  that  the  problem  of 
acute  poisoning  is  principally  a nonoccu- 
pational  one  and  is,  specifically,  a house- 
hold problem.  The  situation  is  not  static. 
Various  new  materials  continue  to  appear 
in  the  home,  such  as  medicines,  rodenti- 
cides,  cleansing  agents,  fumigants,  fungi- 
cides, insect  repellents,  insecticides,  weed 
killers,  etc.  The  types  of  acute  poisoning- 
will  correspondingly  vary.  Barbiturate, 
carbon  monoxide,  and  kerosene  and  gaso- 
line poisoning  have  been  quite  common, 
and  still  are.  Strychnine  and  yellow  phos- 
phorus, on  the  other  hand,  are  now  en- 
countered less  often  than  previously  noted. 
Foulger1  recommends  the  following  four 
steps  to  eliminate  the  hazard  of  chemicals 
used  in  the  home:  (1)  Never  store  any 
cleaning  fluids  or  pesticides  or  medica- 
ments in  places  easily  accessible  to  young 
children  or  to  irresponsible  adults.  (2) 
Never  transfer  any  of  these  materials 
from  the  original  packages  to  unlabeled 
containers.  (3)  Never  place  these  mater- 
ials in  cupboards  or  medicine  chests  close 
to  articles  used  in  preparing  food  or  to 
medicines.  (4)  Always  read  labels  and  try 
intelligently  to  conform  to  the  safety  pre- 
cautions prescribed  by  those  labels. 

This  same  author  also  shows  two  tables 
to  indicate  the  magnitude  of  the  poisoning- 
problem.  These  are  reproduced  below  as 
Tables  5 and  6. 


Table  5 


Comparative  Data  on  Causes 
of  Death  in  1947 


Heart  disease  460,580 

Cancer  189,811 

Cerebral  hemorrhage  111,725 

Nephritis  80,288 

Pneumonia 54,172 

Tuberculosis  48,064 

Premature  birth  41,053 

Diabetes  31,515 

Congenital  malformations  20,315 

Accidents  99,579 


Automobile  32,697 

Home  34,500 

Occupational  17,000 

Others  11,940 

Absorption  of  poisonous  gas  . . . 1,938 

Motor  vehicle  exhaust  . . 285 

Utility  gas  1,009 

Other  sources  of  CO  . . . 354 
Other  poison  gases  290 


Acute  poisoning  by  liquid  or  solid"  1,504 


J'  More  than  25%  due  to  barbituric  acid  and  derivatives 


Table  6 

Accidental  (Non-Industrial) 
Chemical  Poisoning 
Children  and 
Adolescents 
(0-18  yrs.)  Adults 
Total  Fatal  Total  Fatal 


Acids  

8 

4 

16 

2 

Alkalis  

. . . . 57 

12 

6 

3 

Disinfectants  

49 

1 

11 

4 

Laundry  materials 

. . . . 58 

5 

3 

0 

Medicaments  

. . . . 216 

81 

41 

14 

Pesticides  

260 

54 

33 

18 

Solvents  

63 

21 

8 

Other  chemicals  . . 

130 

28 

20 

6 

The  high  incidence  of  pulmonary  in- 
volvement, either  as  pneumonic  consolida- 
tion or  pneumonitis  in  kerosene  and  gas- 
oline poisoning,  is  well  known.  Of  the  21 
cases  reviewed  clinically  by  us,  7 had  defin- 
ite x-ray  evidence  of  pulmonary  involve- 
ment. The  other  14  either  had  negative 
x-rays,  or  no  x-rays  were  taken.  All  but 
one  of  these  poisonings  occurred  in  chil- 
dren under  7 years  of  age.  Several  years 
ago  one  of  us  (A.J.F.)  conducted  an  ex- 
periment to  attempt  to  resolve  the  ques- 
tion of  whether  pulmonary  involvement  is 
due  to  aspiration  of  the  gastric  contents 
into  the  pulmonary  tree,  or  whether  it  may 
result  from  the  excretion  of  kerosene 
through  the  lungs,  after  gastric  or  duo- 
denal absorption.  A brief  review  of  this 
experiment  follows : 

Laboratory  Experiment 

Pulmonary  Involvement  due  to  Kerosene 

Experiments  on  rats  were  performed  in  which 
the  esophagus  was  tied  off.  Kerosene  was  then 
injected  directly  into  the  stomach.  Control  group 
of  rats  were  given  kerosene  by  stomach  tube. 
Rats  were  sacrificed  24  hours  later.  It  was  defin- 
itely determined  that  the  esophageal  ligatures  in 
the  first  group  remained  intact,  so  that  there 
was  no  chance  of  aspiration  due  to  regurgitation. 

Both  groups  had  congestion  of  the  lungs  to  the 
same  degree. 

Excretion  of  kerosene  through  the  lungs,  after 
absorption,  therefore  may  account  for  pneumonia, 
or  pneumonitis,  seen  so  often  in  this  poisoning. 
Aspiration  pneumonia,  or  pneumonitis,  also  may 
occur. 

The  treatment  of  acute  poisoning  is  also 
undergoing  some  modification.  A brief 
review  of  the  current  treatment  of  poison- 
ing in  general  follows: 

Treatment  of  Acute  Poisoning 

1.  Identify  poison. 

2.  Gastric  lavage  or  emetics. 

(a)  if  seen  within  J2  hr.,  use  lavage. 

(b)  if  seen  after  % hr.,  avoid,  due  to  the  loss 
of  HC1  and  K with  disturbance  of  the 
acid  base  equilibrium. 
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Exceptions:  No  gastric  lavage  or  emetics  in: 
kerosene,  gasoline,  lye,  caustic  alkali,  con- 
vulsive or  comatose  patient. 

3.  Specific  antidote  when  available. 

4.  Universal  antidote  when  there  is  no  specific 
antidote.  (See  below.) 

•5.  Purgation  or  enemata 
Avoid  when : 

(a)  diarrhea  has  already  occurred. 

(b)  in  phosphorus,  arsenic,  or  other  poison- 
ings which  may  precipitate  dehydration 
and  shock. 

6.  Special  care  and  therapy  for: 

Fluid  and  mineral  blance,  hepatitis,  renal, 
injury,  shock,  como,  convulsions,  asphyxia, 
and  hypocalcemia. 

7.  Avoid  “therapeutic”  poisoning. 

8.  Rest  and  expectant  therapy. 

9.  BAL  (British  Anti-Lewisite).  (See  below) 

10.  Chelation  (Pb  and  Hg). 

Possible  future  employment  of : 

< 1 1 cortisone 

(2)  ACTH 

(3)  Ion  exchange  resins 

(4)  Chelating  agents 

As  a matter  of  review,  the  formula  for 
the  universal  antidote  follows : 

Universal  Antidote 

I To  be  used  when  there  is  no  “specific”  antidote) 


Pulverized  charcoal  (burned  toastl  2 parts 

Magnesium  oxide  (milk  of  magnesia)  ...  .1  part 
Tannic  acid  (strong  tea)  1 part 


BAL  (British  Anti-Lewisite)  is  report- 
ed useful  in  the  treatment  of  the  following 
poisonings:  arsenic;  mercury;  gold;  anti- 
mony; bismuth;  copper  (Wilson’s  Dis- 
ease); chromium;  nickel;  zinc;  thallium. 

The  treatment  of  barbiturate  poisoning 
is  briefly  reviewed  as  follows : 

Treatment  of  Barbiturate  Poisoning 

1.  Gastric  lavage,  if  seen  within  one-half  hour. 

2.  Activated  charcoal  has  been  recommended. 

3.  Oxygen,  maintenance  of  a free  respiratory 
pathway,  antibiotics,  purgation,  infusions, 
diuretics,  and  supportive  therapy. 

4.  Analeptics — to  stimulate  higher  centers.  (The 
value  of  these  agents  has  been  questioned  by 
investigators  in  Sweden.  In  LLS.  and  England 
they  are  generally  regarded  as  useful),  (a) 
metrazol;  (b)  nikethamide;  (c)  amphetamine: 
(d)  picrotoxin  (considered  to  be  the  most 
useful  of  these  agents  against  C.N.S.  depres- 
sions). A test  dose  of  3 mgm.  should  be  given 
I.V.  initially.  Repeat  each  5 min.  for  3 doses 
if  there  is  no  untoward  reaction,  then  use  on 
a decreasing  schedule  as  indicated. 

Mortality  generally  reported  to  be  15-71%.  A 
mortality  of  1.7%  has  been  reported  from  Sweden 
after  a study  of  176  cases  treated  without 
analeptics.  Investigators  in  that  country  believe 
that  the  use  of  analeptics  increases  rather  than 
decreases  mortality,  and  they  attribute  their 
lower  mortality  to  the  abandonment  of  the  use 
of  analeptics. 

Koppanyi  and  Fazekas3  have  suggested 
the  incorporation  of  pentylenetetrazol 
with  barbiturates  to  increase  their  margin 
of  safety. 


Summary  and  Conclusions 

A review  is  made  of  the  acute  poison- 
ings admitted  to  the  four  hospitals  in  Wil- 
mington, Delaware,  over  a five-year  pe- 
riod. 

Some  aspects  of  these  poisonings  are 
discussed. 

It  is  stressed  that  acute  poisoning  is  a 
household,  not  an  occupational,  problem. 

Four  steps  are  enumerated  to  eliminate 
the  hazard  of  chemicals  used  in  the  home. 

The  treatment  of  acute  poisonings  is 
reviewed. 

The  uses  of  BAL  are  summarized. 

The  universal  antidote  is  recorded. 
Nemours  Building. 
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DIABETIC  ULCER  AND  CARCINOMA 

Edward  M.  Bohan,  M.D.,* 
Harold  A.  Tarrant,  M.D.,* 
Thomas  V.  Hynes,  M.D.,* 
and 

Charles  J.  Dougherty,  M.D.,** 
Wilmington,  Del. 

This  patient  was  born  in  1879  and  has 
been  a diabetic  since  1947.  She  was  ad- 
mitted to  the  Diabetic  Clinic  of  St.  Francis 
Hospital  on  August  17,  1949.  She  was  tak- 
ing 25  units  of  protamine  zinc  insulin 
daily  before  breakfast.  The  initial  feast- 
ing sugar  (2  hrs.  p.c.)  was  214  mg.  per 
100  cc.  of  blood.  20  units  of  globin  insulin 
were  prescribed  for  the  control  of  her 
diabetic  state,  and  a diet  of  100  gm.  pro- 
tein, 60  gm.  fat,  and  180  gm.  carbohydrate 
+ 30  gm.  on  retiring,  was  prescribed. 

Over  the  next  year  the  postprandial 
blood  sugar  ranged  between  148  and  246 
mg.  per  100  cc.  of  blood.  This  diabetic 
had  an  operation  for  adenoma  of  the  thy- 
roid in  1939.  Recurrent  hyperthyroid 
symptoms  were  noticed  in  June,  1950. 


♦Metabolic  Department.  St.  Francis  Hospital. 
♦♦Surgical  Department,  St.  Francis  Hospital. 
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The  basal  metabolism  reading  was  +35.  A 
small  adenomatous  nodule  had  arisen  on 
the  right  side  of  the  gland.  Control  over 
this  condition  was  accomplished  with 
propylthiouracil,  200  mg.  daily.  The  drug 
was  stopped  in  January,  1953,  and  was 
given  only  at  intervals  since  that  time. 

An  eyeground  examination  in  1951  was 
negative  for  cataract  or  diabetic  retino- 
pathy. The  patient  was  under  the  monthly 
care  of  a chiropodist.  Her  average  weight 
during  the  five-year  clinic  attendance  was 
120  pounds. 

On  February  4,  1952,  she  sustained  a 
fracture  of  the  left  ankle  and  a contusion 
of  the  tibial  region  above  the  ankle  line. 
This  contusion  broke  down  and  became  an 
ulcer  which  healed  and  opened  at  intervals 
for  the  next  three  years. 

Venous  blood  sugars  taken  at  the  2-hour 
postprandial  level  averaged  236  mg.  per 
100  cc.  of  blood  from  January,  1953,  to 
January,  1955.  There  had  been  some  diffi- 
culty keeping  the  postprandial  sugar  at 
the  level  recommended  by  Sindoni1  (170- 
220  mg.,  2 hours  p.c.)  during  the  period 
of  hyperthyroid  activity  (June  1950  to 
January  1953).  Even  with  increased  in- 
sulin it  was  difficult  to  control  the  diabetic 
symptoms. 

This  rapidly  improved  with  the  pro- 
pylthiouracil treatment,  and  from  Jan- 
uary 1953  the  diabetes  became  much  more 
stable.  The  leg  healed  fairly  well,  with  a 
shallow  amount  of  skin  scar.  In  January, 
1955  it  broke  down  again.  This  time,  in 
attempting  to  heal  (with  the  aid  of  aureo- 
mycin  ointment),  excessive  granulation 
tissue  was  formed.  It  was  decided  to  bi- 
opsy the  lesion.  Our  laboratory  reported 
the  lesion  to  be  basal  cell  carcinoma  (ro- 
dent ulcer). 

On  March  3,  1955  a long  elliptical  in- 
cision was  made  on  either  side  of  the  car- 
cinoma and  the  fascia  of  the  muscle  was 
also  included  in  the  wide  incision.  The 
original  ulcer  had  measured  (4  x 1/2  inch 
approximately.  A surface  defect  of  3 in- 
ches in  length  by  2 inches  in  width  re- 
mained. Two  weeks  later  a graft  from  the 


anterior  surface  of  the  thigh  was  placed 
over  the  operative  site. 

During  the  hospital  stay  a great  deal  of 
change  was  found  in  the  patient’s  eyes 
since  the  previous  examination  in  1951. 
Diabetic  cataracts  were  present  in  both 
eyes,  with  grade  II  retinopathy.  Vitreous 
hemorrhages  were  present  in  both  eyes. 

Jacobson2  says  that  cancer  in  general 
causes  one-third  more  deaths  in  diabetics 
than  in  those  free  of  this  metabolic  dis- 
ease. The  incidence  of  carcinoma  in  a 
diabetic  leg  ulcer  is  not  easily  found  in 
any  treatise  on  diabetes  mellitus.  War- 
ren,2 Wilder,4  and  Duncan"  make  no  men- 
tion of  it.  Hynes'5  or  Bove7  could  not  re- 
call a case  of  this  type.  Some  of  the 
difficulty  in  finding  previously  reported 
cases  may  be  due  to  the  indexing  of  such 
cases,  i.e.,  the  cross  index  between  diabetic 
ulcer  and  carcinoma  is  not  easily  located. 
Negative  reports  were  also  obtained  in 
Livingston  and  Pack-  and  in  Ackerman 
and  delRegato,”  two  well  known  books  on 
cancer. 
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ON  HEREDITY 
A Brief  Historical  Sketch 

Allan  C.  Wooden,  M.D.,* 
Wilmington,  Del. 

Heredity  and  evolution  are  one  and  the 
same,  relatively  speaking.  Evolution  is 
fundamentally  the  study  of  transmission 
of  traits  between  species,  and  heredity  is 
usually  thought  of  as  a study  of  traits 
within  the  species.  Also,  it  is  worth  de- 
fining genetics : genetics  may  be  defined 
as  “an  experimental  and  analytical  study 
of  evolutionary  processes  going  on  today 
and  of  the  various  causal  factors  involved 
in  the  observed  processes”. 


♦Associate  in  Medicine,  St.  Francis  Hospital. 
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It  seems  likely  that  life  first  appeared 
on  earth  in  the  form  of  units  much  like  the 
genes  of  present  day  organisms.  Through 
the  processes  of  mutation  in  such  prim- 
itive genes,  and  through  Darwinian  nat- 
ural selection,  higher  forms  of  life  evolved 
— just  as  simple  systems  with  a few 
genes,  then  as  single  celled  forms  with 
many  genes,  and  finally  as  multicellular 
plants  and  animals  in  which  genes  are  ar- 
ranged linearly  in  the  threadlike  chromo- 
somes of  the  cell  nuclei. 

The  law  of  evolution  and  succession  pro- 
vides for  a higher  degree  of  improvement 
in  the  race  than  could  have  been  reached 
if  the  permanency  of  a single  generation 
possessed  the  present  human  constitution.1 

Prehistoric  View 

From  a study  of  anthropology  it  is  ap- 
parent that  primitive  people  had  no  con- 
ception as  to  the  connection  of  the  father 
in  the  production  of  the  child.  In  the 
words  of  Primitive  Man,  Malinowski:2 
says : “The  mother  feeds  the  infant 
in  her  body.  Then,  when  it  comes  out, 
she  feeds  it  with  her  milk”.  “The  mother 
makes  the  child  out  of  her  blood.”  “Broth- 
ers and  sisters  are  of  the  same  flesh  be- 
cause they  come  of  the  same  mother”. 

These  and  similar  expressions  describe 
their  attitude  toward  the  fundamental 
principle  of  kinship.  Primitive  man  must 
have  observed  through  association  the 
dangerous  outcome  of  sexual  relation  be- 
tween close  relatives,  because  in  almost 
all  primitive  peoples  studied  the  fear  of 
incest  is  paramount.  1 quote  from  Freud  :3 
“We  surely  would  not  expect  that  these 
poor  naked  cannibals  should  be  moral  in 
their  sex  life  according  to  our  ideas,  or 
that  they  should  have  imposed  a high  de- 
gree of  restriction  upon  their  sexual  im- 
pulses. And  yet,  we  learned  that  they  have 
considered  it  their  duty  to  exercise  the 
most  searching  care  and  the  most  painful 
rigor  in  guarding  against  incestuous  sex- 
ual relations.  In  fact,  their  whole  social 
organization  seems  to  serve  this  object  or 
to  have  been  brought  into  relation  with 
its  attainment”. 

Almost  everywhere  that  the  totem*  pre- 
vails there  also  exists  the  law  that  the 


members  of  the  same  totem  are  not  al- 
lowed to  enter  into  sexual  relations  with 
each  other;  that  is,  they  cannot  marry 
one  another. 

With  the  rise  of  civilization  along  the 
Tigris  and  Euphrates  rivers  in  Asia  and 
along  the  Nile  in  Africa  the  knowledge 
that  sexual  union  was  necessary  to  pro- 
duce offspring  became  roughly  apparent. 
Early  civilized  men  recognized  the  fact 
that  “like  begets  like”  and  that  the  off- 
spring differ  somewhat  among  themselves 
and  from  their  parents.  For  unknown 
centuries  they  used  this  knowledge,  more 
or  less  subconsciously,  in  picking  for 
breeding  purposes  those  domesticated  an- 
imals and  plants  which  best  suited  their 
requirements. 

Only  rarely  were  deliberate  breeding- 
methods  used  which  depended  on  an  em- 
pirical knowledge  of  the  methods  of  re- 
production, such  as  the  artificial  pollina- 
tion of  the  female  date  palm,  which  was 
practiced  in  Egypt  and  Mesopotamia 
many  centuries  before  the  Christian  era. 
The  early  husbandmen  bred  their  animals 
and  plants  without  any  general  knowledge 
of  the  reproductive  processes.  The  legacy 
of  valuable  cultivated  plants,  which  is  the 
earmark  of  permanent  civilization,  re- 
sulted from  taming  the  wild  species  and 
selecting  fortuitous  variations  among 
them. 

Classical  Background 

The  early  Greek  philosophers  were  the 
first  people  to  give  critical  thought  to  the 
problems  of  heredity.  Whatever  they  may 
have  drawn  from  vague  notions  of  de- 
velopment and  transformation  of  Asiatic 
philosophers,  they  certainly  recast  into 
comparatively  modern  evolutionism. 

Hippocrates’1  ideas  of  heredity  are  writ- 
ten in  his  great  essay  “The  Sacred  Dis- 
ease”. He  is  speaking  of  the  disease  we 
now  know  as  epilepsy:  “But  this  disease 
seems  to  me  to  be  nowise  more  divine 
than  others;  but  it  has  its  nature  such  as 
other  diseases  have,  and  a cause  whence 
it  originates,  and  its  nature  and  cause  are 
divine  only  just  as  much  as  all  others  are, 
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and  it  is  curable  no  less  than  the  others 
unless  when  it  is  confirmed,  it  has  be- 
come stronger  than  the  remedies  applied. 
Its  origin  is  hereditary,  like  that  of  other 
diseases.  For,  if  a phlegmatic  person  be 
born  of  a phlegmatic,  and  a bilious  of  a 
bilious,  and  a phthisical  of  a phtisical,  and 
one  having  spleen  disease  of  another  hav- 
ing disease  of  the  spleen,  what  is  to  hinder 
it  from  happening  that  where  the  father 
and  mother  were  subject  to  this  disease, 
certain  of  their  offspring  should  be  so 
affected  also”. 

Long  before  Aristotle  the  principle  of 
syngenesis,  or  formation  of  the  embryo 
by  the  union  of  elements  from  both  par- 
ents, was  understood  by  Empedocles  (425 
B.C.).  The  notion  of  hereditary  trans- 
mission of  characters  was  extremely  an- 
cient, and  was  naturally  formed  upon  the 
early  observed  likeness  of  offspring  to 
parents. 

Aristotle"'  made  a critical  study  of  the 
reproductive  process  and  embryo  develop- 
ment in  several  lower  animals.  In  two  of 
his  many  books,  ‘‘On  the  Generation  of 
Animals”  and  “Parts  of  Animals”,  he 
speaks  of  possible  transmission  of  likeness 
to  parents  through  different  types  of 
atoms. 

Following  the  works  of  Aristotle,  prog- 
ress along  this  line  of  thought  ceased,  and 
was  even  obscured  for  almost  1500  years. 
The  first  reawakening  of  thought  along 
these  lines  was  that  of  the  universal  gen- 
ius, Leonardo  DaVinci6  in  1460  A.D.  He 
wrote  in  his  notebooks  the  following  state- 
ment: “The  black  races  in  Ethiopia  are 
not  the  product  of  the  sun;  for  if  black 
gets  black  with  child  in  Scythia,  the  off- 
spring is  black ; but  if  black  gets  a white 
woman  with  child,  the  offspring  is  grey. 
And  this  shows  that  the  seed  of  the 
mother  has  power  in  the  embryo  equally 
with  that  of  the  father.” 

During  this  same  century  another  gen- 
ius, Paracelsus,7  whose  real  name  was 
Philippus  Theophratus  Hohenheim,  wrote 
concerning  this  problem  of  hereditary 
transmission : “To  know  a patient’s  con- 


stitution, the  doctor  needs  to  understand 
a good  deal  more  than  the  mechanical 
model  of  the  four  liquors  battling  each 
other  in  his  body.  What  about  hereditary 
traits?  Do  they  not  determine  the  disease 
he  is  susceptible  to?”  and  “A  man’s  mother 
is  his  ascendent  and  planet.” 

Paracelsus  was  among  the  first  to  em- 
phasize hereditary  factors.  “Suppose  a 
child  was  born  under  the  luckiest  star 
and  received  the  richest  gifts,  but  in  his 
character  he  develops  qualities  which  run 
counter  to  these  gifts.  Who  is  to  blame? 
The  blood  which  comes  by  generation”. 

Camerarius,8  a physician  of  Tubingen, 
concluded  as  early  as  1694  from  experi- 
ments with  plants  that  their  reproduction 
also  followed  the  sexual  method  known  in 
animals,  with  the  pollen  functioning  as  the 
male,  the  ovule  as  the  female  element. 

In  1760  Joseph  Gottlieb  Kolreuter9  per- 
formed the  first  careful  experiments  in 
plant  hybridization,  crossing  two  species 
of  tobacco  by  placing  the  pollen  of  one  on 
the  stigmas  of  the  other.  The  offspring 
resulting  from  this  experiment  were  in- 
termediate in  most  respects  between  the 
two  parent  species,  thus  proving  not  only 
that  pollen  performed  an  essential  func- 
tion in  seed  production,  but  that  parental 
characters  were  transmitted  both  through 
the  pollen  and  through  the  ovules.  He 
was  endeavoring  to  find  how  characters 
were  transmitted  from  parent  to  offspring 
and  later  generations.  He  initiated  a new 
direction  in  biological  inquiry  — the  ex- 
perimental study  of  hybridization  — and 
it  was  the  employment  of  this  method 
which  led  most  directly  to  the  eventual 
discovery  of  the  fundamental  principles 
of  heredity. 

Spallanzoni10  discovered  that  only  the 
solid  part  of  the  sperm  forms  the  fertiliz- 
ing agent.  After  Hamm’s11  identification 
of  the  spermatozoon,  it  became  possible 
to  study  the  method  of  inheritance  more 
directly. 

In  1809  Lamarck12  had  advocated  the 
theory  that  evolution  is  due  in  part  to  the 
direct  influence  of  the  environment.  He 
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noted  this  especially  in  plants  and  also  in 
the  inheritance  of  structural  and  physio- 
logical change's  that  first  takes  place  in  the 
body  of  animals  as  a result  of  use  and 
disuse  of  parts.  His  view  was  the  first 
attempt  to  show  how  such  a process, 
which  had  been  vague,  even  mysterious, 
could  be  made  compatible  with  the  teach- 
ing in  regard  to  cell  structure  and  physi- 
ology. These  sciences  had  at  this  time 
made  very  considerable  advancement. 

The  discovery  of  the  importance  of  nat- 
ural selection  was  Charles.  Darwin’s13  evo- 
lutionary theory.  If  the  advantage  given 
by  a new  character  should  be  very  posi- 
tive, the  mutant  genes  will  become  in  suc- 
cessive generations  more  and  more  numer- 
ous as  compared  with  the  nonmutant 
genes,  until  in  the  course  of  time  the 
mutant  gene  will  become  the  typical  con- 
dition for  the  species,  and  the  species  will 
become  gradually  changed  in  its  gene 
content. 

Francis  Galton14  studied  the  pedigrees 
of  basset  hounds,  and  in  1897  put  forward 
a satistical  “law  of  heredity”.  Hugo 
deVries14  in  1900  confirmed  Mendel’s  re- 
sults, as  did  other  observers,  and  advanced 
his  hypothesis  of  mutation.  In  1902, 
Clarence  Erwin  McClung14  identified  the 
chromosomes  which  determine  sex. 

Modern  Concept  of  Heredity 

Mirsky15  thinks  that  chemistry  is  the 
fundamental  instrument  of  heredity.  “The 
genes  depend  on  the  chemical  composition 
of  the  chromosomes.  The  growth  and  divi- 
sion of  the  chromosomes  are  chemical 
processes  and  it  is  thus  that  the  chromo- 
somes are  able  to  influence  the  rest  of  the 
cell,  and  so  manifest  the  hereditary  fac- 
tors.” It  is  possible  that  some  proteins,16 
as  galline,  are  the  products  of  gene  ac- 
tivity. 

Bacteria  are  a simple  yardstick  of  he- 
redity.17 Most  of  them  contain  only  about 
three  or  four  genes  in  their  chromosomes, 
making  it  easier  to  determine  the  final 
makeup  of  their  hereditary  factors. 

From  this  paper  the  question  arises: 
Why  is  man  what  he  is?  It  is  thought18 


that  the  enzymes  in  the  human  body  are 
usually  the  result  of  the  action  of  one  or 
more  genes  upon  the  protein  sub-strate,  in 
the  cytoplasm  of  a specific  cell  (in  an  or- 
gan system).  Therefore,  any  alteration  in 
the  gene  makeup  can  cause  over — or  under 
— production  of  an  enzyme  system.  This 
directly  affects  and  alters  the  normal  func- 
tion of  the  organ  system  involved. 

The  transmissions  from  one  generation 
to  another  are  not,  for  example,  in  the 
blood  type  or  eye  pigment  by  themselves, 
but  in  a set  of  chromosome  factors.  These 
sets  are  able  to  influence  the  activities  of 
the  cells  so  that  certain  eye  pigments, 
blood  types,  etc.  are  produced. 


REFERENCES 

1.  Gordon,  B.  L.:  Medicine  Throughout  Antiquity.  Phila- 
delphia: F.  A.  Davis  Company,  137,  1949. 

2.  Malinowski,  B.:  The  Relations  Between  the  Sexes  in 
Tribal  Life.  In  Calverton,  V.  F. : The  Making  of  Man. 
New  York:  Modern  Library,  567,  1931. 

3.  Freud,  S.:  The  Savages’  Dread  of  Incest.  In  Calver- 
ton, V.  F. : The  Making  of  Man.  New  York:  Modern 
Library,  604,  1931. 

4.  Hippocrates:  The  Genuine  Works  of  Hippocrates 

(trans.  Francis  Adams).  Baltimore:  Williams  and  Wil- 

liams Company,  1939. 

5.  Aristole:  De  Anima  In  Smith,  J.  A.:  Introduction  to 

Aristotle.  New  York:  Modern  Library,  150,  1947. 

6.  DaVinci.  In  McCurdy,  Edward:  Notebooks  of  Leonardo 
DaVinci.  New  York:  Braziller,  173,  1954. 

7.  Paracelsus:  Volumen  Medicina  Paramirum  (trans.  Kurt 
Lifidecker):  Bull.  Hist.  Med.,  Supp.  11,  15,  1949. 

8.  Sinnott,  E.  W.  and  Dunn,  L.  C. : Principles  of  Gene- 
tics: New  York:  McGraw-Hill  Book  Company,  6,  1939. 

9.  Ibid.:  7,  1939. 

10.  Nordenskiold,  E.:  The  History  of  Biology.  New  York: 
Tudor  Press,  248,  1935. 

11.  Ibid.:  166,  1935. 

12.  Ibid.:  357,  1935. 

13.  Darwin,  Keith  A.:  Introduction  to  the  Origin  of  Species 
by  Dr.  Charles  Darwin.  New  York:  Everyman’s  Library. 

14.  Reviewed  in  Scientific  American  Reader.  New  York: 
Simon  and  Schuster,  268,  1953. 

15.  Mirsky,  A.  E. : The  Chemistry  of  Heredity,  Sci.  Amer. 
188:2  (Feb.)  1953. 

16.  Encyclopedia  Americana  Year  Book,  1271,  1951. 

17.  Ryan,  F.  J.:  Evolution  Observed,  Sci.  Amer.  189:4,  78, 
(Oct.)  1953. 

18.  Mirsky,  A.  E.:  Some  Aspects  of  the  Cell  Nucleus,  Gene- 
tics in  the  20th  Century.  New  York:  Macmillan  Com- 
pany, 1950. 


ON  HEREDITY 

The  Effects  of  Ionizing  Radiation 

Peter  J.  Olivere,  M.D.,* 

Wilmington,  Del. 

Ionizing  radiation  is  produced  at  the 
lower  end  of  the  electromagnetic  spec- 
trum, where  the  shortest  wave  length 
radiations  are  given  off  as  x-rays,  gamma 
rays  from  isotopes,  and  neutrons  from  nu- 
clear reactors;  these  latter  emissions  are 
the  most  powerful  and  penetrating  of  the 
ionizing  radiations.  Alpha  and  beta  rays 
are  also  ionizing,  but  are  much  less  pene- 
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trating,  and  usually  have  little  effect  on 
genetics. 

All  animal  and  plant  life  shows  a con- 
stant natural  rate  of  gene  mutation, 
which  can  be  accelerated  by  large  doses 
of  irradiation  of  the  genes.  This  point 
was  demonstrated  by  Muller1  in  1927  in 
his  experiments  on  the  effect  of  roentgen 
irradiation  of  the  fruit  fly,  Drosophilia 
Melanogaster.  Any  detailed  study  such  as 
this  in  higher  animals  with  a prolonged 
life  span  is  much  more  difficult  to  control, 
and  would  require  long  periods  of  time. 
Because  of  this,  the  sequellae  of  increased 
gene  mutation  will  not  become  fully  ap- 
parent before  several  generations. 

Irradiation  of  the  developing  embryo 
requires  relatively  smaller  doses  to  effect 
somatic  changes  in  the  chromosomes, 
which  may  lead  to  developmental  defects 
in  the  system  of  organs.  The  minimal 
dosage  necessary  to  bring  on  these  devel- 
opmental defects  is  not  known  for  any 
species  of  higher  life,  and  it  will  vary 
markedly  with  the  period  in  the  cycle  of 
embryo  development  that  the  irradiation 
is  given.  From  the  lower  animal  studies 
by  the  Russells,-  it  is  estimated  that  the 
period  from  the  second  to  the  sixth  week 
of  gestation  in  the  human  embryo  is  the 
period  of  maximum  sensitivity  to  irradia- 
tion, and  when  most  gross  developmental 
defects  may  develop.  The  closer  the  em- 
bryo is  to  full  development  at  the  time 
the  irradiation  is  given  the  fewer  and 
more  minor  will  be  any  defects  that  do 
develop. 

The  effect  of  radiation  on  heredity  in 
humans  is  a very  complex  problem  with 
many  unknown  and  variable  factors. 
These  can  only  be  properly  evaluated 
after  a period  of  generations  of  close 
follow-up  and  study  of  those  exposed  to 
such  doses  of  irradiation. 

From  these  points  we  can  conclude  that 
irradiation  in  larger  amounts  can  be 
harmful  and  also  can  affect  genetics.  The 
developing  embryo  shows  the  far  greatest 
sensitivity  to  irradiation,  which  when  in- 
dicated should  preferably  be  given  at  the 
near  term  stage  of  development.  The 


usual  exposure  of  a person  to  irradiation 
during  his  life  span,  including  an  average 
amount  of  diagnostic  x-ray  procedures,  is 
not  harmful  and,  likewise,  will  not  affect 
genetics.  Swenson1  has  stated  that  any 
unnecessary  irradiation  exposure  should 
be  considered  too  much  and  avoided. 
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COMING  MEETINGS 

May  17  — New  Castle  County  Medical 
Society  Meeting,  “Metabolic  Defects  in 
Gout”,  Dr.  DeWitt  Stetten,  Jr.,  Assist- 
ant Director  in  Charge  of  Research, 
Dept,  of  Health,  Education,  and  Wel- 
fare. Veterans  Hospital,  Elsmere,  8:30 
p.m. 

May  20  — Beebe  Hospital  Staff  Meeting, 
Lewes,  1 :00  p.m. 

June  2 — Annual  Reunion,  Internes 

Alumni  Association,  Delaware  Hospital. 
Registration  1 P.M.;  Dinner  7 p.m., 
Brandywine  Country  Club. 

June  6-10  — American  Medical  Associa- 
tion, Annual  Meeting,  Atlantic  City. 

June  14 — Milford  Memorial  Hospital  Staff 
Meeting,  Milford,  9 p.m. 

June  17  — Beebe  Hospital  Staff  Meeting, 
Lewes,  1 p.m. 

June  21  — New  Castle  County  Medical 
Society  Picnic,  Brandywine  Country 
Club.  2 p.m.  Golf  and  Swimming;  6 p.m. 
Cocktails  and  Dinner:  Speaker,  Judge 
Daniel  Herman. 

June  28 — St.  Francis  Hospital  Staff  Meet- 
ing, 8:30  P.M.  Carl  E.  Geuther,  At- 
torney, Du  Pont  Company,  will  speak 
on  Medical-Legal  Medicine. 


The  steady  reduction  in  mortality  rates 
of  tuberculosis  is,  in  no  small  measure, 
due  to  social  advances  and  to  the  great 
achievement  of  preventive  no  less  than 
therapeutic  measures.  Philip  Ellman, 
M.D.,  J.  of  Royal  Institute  of  Pub. 
Health  & Hygiene,  August,  1954. 
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Work  for  the  Doctors  to  Do 

The  Medical  Society  of  Delaware  is  ac- 
tively engaged  through  its  committees  in 
various  fields  of  endeavor.  There  are, 
however,  certain  matters  which  cross 
committee  lines,  are  of  general  interest 
and  should  be  given  serious  thought  and 
consideration  by  every  member. 

The  most  pressing  matter  has  to  do 
with  the  several  medical  bills  before  the 
legislature  at  Dover.  We  are  very  anx- 
ious to  have  Senate  Bill  156  passed.  This 
is  the  bill  to  consolidate  the  Medical  Ex- 
amining Boards  into  a single  board  with 
slight  but  important  changes  from  the 
present  law.  It  has  been  reported  out  of 
committee  on  its  merits.  Also  must  be 
passed  Senate  Bill  157  to  amend  the  Op- 
tometry Act  so  that  the  practice  of  medi- 
cine can  not  be  limited  by  the  optome- 
trists. Senate  Bill  407,  introduced  by  the 


Bar  Association  as  part  of  the  reorganiz- 
ation plan  of  the  Attorney  General’s 
Office,  we  are  very  happy  to  support. 
This  bill  is  to  establish  the  office  of  Med- 
ical Examiner  for  Delaware.  It  has  pass- 
ed the  Senate  unanimously.  We  hope  the 
House  will  do  likewise. 

On  the  other  hand,  we  are  firmly  op- 
posed to  certain  other  bills  — Senate 
Bill  46  which  would  allow  chiropractors 
to  receive  remuneration  under  the  Work- 
men’s Compensation  Act  before  the  In- 
dustrial Accident  Board  has  passed  the 
Senate  and  is  now  in  the  Public  Health 
Committee  of  the  House.  Senate  Bill 
447,  one  of  several  optometry  bills  to  re- 
strict the  practice  of  eye  physicians,  has 
passed  the  Senate.  House  Bills  134  and 
135  are  two  more  of  the  same  at  present 
in  the  Public  Health  Committee  of  the 
House.  These  four  bills  must  be  defeated 
or  be  kept  from  coming  to  a vote. 

Please  take  these  legislative  matters 
seriously.  Your  Committee  on  Public 
Laws  and  your  Committee  on  Public  Re- 
lations have  been  working  hard.  They 
need  your  help.  Speak  to  every  indi- 
vidual you  know  who  may  assist.  Pass 
Senate  Bills  156,  157  and  407.  Kill  Sen- 
ate Bills  46  and  447  and  House  Bills  134 
and  135. 

Other  matters,  such  as  education,  care 
of  the  indigent,  and  development  of  the 
home  care  program,  will  be  discussed  in 
subsequent  issues  of  The  Journal. 

Lewis  B.  Flinn,  M.D. 

President 


AMA  Seal  Acceptance 
Program  Replaced 

Great  credit  is  due  the  secretary  of  the 
Council  on  Pharmacy  and  Chemistry  for 
pursuing  to  a logical  conclusion  his  con- 
viction that  the  AMA  Councils  can  be 
more  helpful  to  the  physician  of  the 
United  States  by  replacing  the  Council 
seal  acceptance  program  by  another  more 
facile  and  up-to-the-minute  procedure.  In 
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November,  1953  on  invitation  the  editor 
of  the  Connecticut  State  Medical  Jour- 
nal appeared  before  the  Council  on 
Pharmacy  and  Chemistry  to  plead  for  a 
better  method  of  acquainting  the  med- 
ical profession  with  information  on  new 
drugs,  foods  and  devices  as  soon  as  they 
appeared  on  the  market.  Waiting  several 
months  or  even  over  a year  for  the  coun- 
cils to  accept  or  reject  a product  left 
much  to  be  desired  and  exposed  the 
practicing  physician  to  the  statements  of 
the  detail  men  from  pharmaceutical  and 
other  manufacturing  concerns  as  almost 
the  only  source  of  information  available. 
It  is  greatly  to  the  credit  of  the  Council 
on  Pharmacy  and  Chemistry  in  particu- 
lar that  this  situation  will  no  longer 
exist. 

Under  the  new  program  reports  will 
be  issued  promptly  and  frequently  on 
what  is  new  in  diagnostic,  curative,  and 
preventive  medicine.  The  status  of 
agents  and  techniques  will  be  reviewed 
periodically.  Basic  standards  for  classes 
of  goods,  such  as  the  Council  on  Phys- 
ical Medicine  and  Rehabilitation  has 
done  for  resuscitators  and  inhalators, 
will  be  developed,  and  the  councils  will 
undertake  educational  efforts  to  insure  as 
much  as  possible  the  utilization  of  the 
information  they  gather,  digest  and  eval- 
uate. 

This  all  should  add  up  to  a real  boon 
to  the  physician  who  wants  the  latest  on 
a new  drug  from  an  authoritative  source. 
The  real  usefulness  of  a given  product 
should  be  outlined  and  questions  of  tox- 
icity settled  before  trying  out  a new  drug 
on  a patient.  Advertising  copy,  although 
not  carrying  the  AMA  Seal  of  Accep- 
tance, will  continue  to  be  carefully  evalu- 
ated and  held  to  certain  basic  standards 
before  being  utilized. 

We  congratulate  the  Councils  of  the 
American  Medical  Association  with  pro- 
viding this  new  leadership.  We  feel  con- 
fident the  physicians  of  this  country  will 
welcome  this  new  means  of  serving  their 
patients  more  effectively. 

Editorial,  Conn.  S.M.J.  April,  1955. 


MISCELLANEOUS 
Traffic  Safety 

While  1954  saw  a slight  decrease  in  the 
nation’s  automobile  accident  toll,  nearly 
two  million  casualties  were  recorded.  Even 
with  the  slight  improvement  over  the  more 
than  two  million  reported  in  1953,  the  re- 
sults are  staggering. 

The  Travelers  Insurance  Companies  of 
Hartford,  Connecticut,  report  35,500  per- 
sons killed  and  1,960,000  injured  in  1954. 
Excessive  speed  was  the  most  dangerous 
driving  mistake  in  1954.  Speed  killed 
12,380  people  and  injured  more  than 
659,000. 

Weekend  crashes  accounted  for  13,980 
killed  and  678,000  hurt  during  1954. 
Thirty-nine  per  cent  of  the  deaths  and  35 
per  cent  of  the  injuries  occurred  on  Satur- 
days and  Sundays  last  year. 

Three  out  of  four  auto  accidents  hap- 
pened to  passenger  cars  driving  in  clear 
weather  on  dry  roads,  and  78  per  cent  of 
vehicles  involved  in  fatal  accidents  were 
traveling  straight  ahead. 

These  are  grim  statistics.  The  above 
figures  point  out  that  accidents  are  heavy, 
even  though  state  and  community  author- 
ities have  spent  millions  of  dollars  in  an 
effort  to  provide  safer  and  better  roads 
and  saner  driving. 

Insurance  companies  and  other  private 
firms  are  spending  millions  for  safety  edu- 
cation. State,  county,  local  and  parkway 
police  are  constantly  patrolling  streets  and 
highways.  More  and  better  engineered 
thruways  are  coming  off  the  drawing 
boards.  It  appears  to  us  that  almost  every- 
one is  concerned  with  this  needless  slaugh- 
ter and  its  accompanying  waste  of  human 
and  property  values. 

Almost  e v e r y o n e,  that  is,  but  the 
drivers. 

Traffic  regulations  were  set  up  as  a 
proper  guide  for  the  handling  of  traffic, 
and  need  the  cooperation  of  all  drivers. 
The  problem  starts  and  could  ideally  end 
with  the  drivers.  Who  are  the  drivers? 
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Each  one  of  us  knows  the  answer  to 
that  question.  It  is  sincerely  hoped  that 
by  continually  reminding  drivers  of  safe 
driving  through  newspaper  messages,  tele- 
vision, radio,  and  literature  that  traffic 
accidents  will  be  reduced  in  the  coming 
years.  It  can  be  done.  We  are  the  drivers 
and  it  is  up  to  us  to  see  that  it  will  be 
done! 

Practically  all  of  us  look  forward  to  Fri- 
day because  to  most  of  us  it  means  that 
another  weekend  has  arrived.  The  week- 
end is  a time  for  pleasure  and  relaxation. 
There’s  that  tennis  game  we  had  planned, 
a picnic  with  the  family,  and  perhaps  a 
golf  game  with  our  next  door  neighbor. 
It’s  the  time  for  going  to  church,  fixing 
things  around  the  house,  cleaning  out  the 
attic,  and  watching  television. 

The  weekends  are  all  of  those  things  — 
except  on  the  highways.  In  1954,  13,980 
persons  were  killed  and  678,000  were  in- 
jured in  weekend  accidents.  Thirty-nine 
per  cent  of  the  deaths  and  35  per  cent  of 
the  injuries  were  recorded  on  Saturdays 
and  Sundays  in  1954. 

The  most  dangerous  day  of  the  week  for 
driving  is  Saturday.  One  good  reason  is 
that  more  cars  are  traveling  the  highways 
on  Saturdays  than  on  any  day.  There  is 
another  important  feature  which  sets  this 
day  apart  from  the  others.  For  too  many 
people,  Saturday  night  is  a time  when 
drinking  and  driving  are  combined. 

No  one  knows  how  many  traffic  acci- 
dents are  caused  by  drinking  drivers,  but 
everyone  knows  it  is  a major  problem. 

For  example,  walk  into  your  traffic 
courts  any  day  and  you  will  find  them 
crowded  with  persons  who  were  involved 
in  serious  accidents  as  a result  of  drinking. 
Everyone  needs  to  know  that  even  one 
drink  before  driving  is  too  many.  We  saw 
an  advertisement  the  other  day  which 
said:  “If  You  Drive  — Don’t  Drink  — If 
You  Drink  — Don’t  Drive.”  This  sounds 
like  very  simple  advice,  but  it  makes  a 
great  deal  of  sense. 

Weekends  should  indeed  be  happy  ones 
for  everyone.  Let’s  try  and  make  it  that 
way.  Will  you? 


Atomic  Medicine  Saves  Career  of  Singer 

The  U.S.  Information  Agency  recently 
told  the  world  about  the  recovery  of  Om 
Kalsoum  Ibrahim,  Egypt’s  first  lady  of 
song,  from  hyperthyroidism  as  the  result 
of  atomic  medicines  developed  through 
U.S.  medical  research. 

This  report  on  Madame  Ibrahim’s  re- 
covery was  one  of  a series  of  radio  pro- 
grams entitled  “The  Atom  and  You”  being 
broadcast  overseas  by  the  Information 
Agency’s  Voice  of  America  to  demonstrate 
to  its  foreign  audiences  the  peaceful  uses 
of  the  atom  and  the  benefits  it  can  bring 
to  mankind.  The  program  was  produced 
in  English  and  is  being  translated  into 
many  of  the  37  foreign  languages  used  by 
the  Information  Agency  in  its  interna- 
tional broadcasting  activity. 

The  program  was  prepared  with  the  co- 
operation of  the  U.S.  Navy  and  doctors  at 
the  Naval  Hospital  in  Bethesda,  Maryland, 
where  Madame  Ibrahim  received  her  treat- 
ments. 

The  broadcast  opens  in  Cairo  in  the 
autumn  of  1952.  The  doctors,  Egyptian 
and  foreign  specialists,  who  have  been 
treating  Madame  Ibrahim  for  hyperthroid- 
ism,  a disease  that  endangers  a singer’s 
career,  have  concluded  that  an  operation 
on  the  diseased  gland  is  not  feasible.  They 
have  told  her:  “We  are  afraid,  Madame, 
that  Egypt’s  songbird  will  have  to  remain 
as  she  is  ...  a silent  star.” 

And  then  the  scene  changes.  Madame 
Ibrahim  has  heard  that  atomic  medicine 
offers  a great  promise  for  sufferers  like 
herself.  She  has  come  to  seek  relief  from 
her  ailment  at  the  U.S.  Naval  Hospital  at 
Bethesda.  Her  doctor,  a young  atomic 
specialist,  Lieutenant  William  B.  Looney, 
is  starting  her  treatments. 

He  prescribes  radioactive  iodine,  and  ex- 
plains that  it  will  race  to  the  diseased  area 
and  bombard  the  thyroid  with  rays  which 
will  destroy  enough  thyroid  cells  to  re- 
duce their  harmful  over-activity  without 
harming  the  adjacent  tissue. 

“In  effect,”  the  American  doctor  ex- 
plains, “you  will  have  had  the  operation 
without  risk  to  vital  tissue.” 
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Three  months  later,  the  script  takes  the 
Voice  of  America’s  audience  to  the  Egyp- 
tian Embassy  in  Washingto  n where 
Madame  Ibrahim  demonstrates  her  com- 
plete recovery  by  singing  again. 

As  a result  of  Madame  Ibrahim’s  re- 
covery, the  Voice  audience  is  told,  Egypt 
has  sent  four  of  her  scientists  to  the 
United  States  to  study  radioisotope  tech- 
niques in  the  field  of  medicine,  biology  and 
agriculture.  These  Egyptian  scientists  will 
return  to  their  homeland  in  June  — ac- 
companied by  United  States  Atomic  Spe- 
cialists, including  Dr.  Looney  — to  estab- 
lish a laboratory  where  other  Egyptian 
scientists  will  be  trained  in  radioisotope 
techniques. 

“But  this  is  just  the  beginning,”  the 
broadcast  concludes,”  — only  one  example 
of  the  chain  reaction  atoms  for  peace  is 
stirring  through  a hopeful  world.  All 
across  the  earth  today,  man’s  sights  are 
raised  to  the  new  horizons  offered  by  the 
miracle  of  peaceful  atomic  energy.” 


Session  On  Legal  Medicine 

The  Committee  on  Medicolegal  Problems 
will  again  sponsor  a Session  on  Legal  Medi- 
cine to  be  held  during  the  AMA  meeting 
in  Atlantic  City.  The  Session  will  be  held 
on  Wednesday,  June  8 at  2 o’clock  in  Room 
A,  Convention  Hall.  The  following  papers 
will  be  presented: 

1.  The  Mentally  111  Patient,  Competence  to  (a) 
consent  to  treatment,  (b)  contract,  (c)  testi- 
fy, and  (d)  make  a valid  will. 

Francis  J.  Gerty,  M.D.,  Chairman,  Subcom- 
mittee on  Forensic  Psychiatry,  Committee  on 
Medicolegal  Problems,  Chicago 

2.  Trauma  and  Cancer 

W.  C.  Hueper,  M.D.,  Chief,  Environmental 
Cancer  Section,  National  Cancer  Institute, 
Bethesda,  Md. 

3.  The  Federal  Income  Tax  Law  in  Relation  to 
Medical  Practice 

C.  M.  Lauritzen,  II,  LL.B.,  Member  of  the 
Chicago  Bar 

4.  The  Model  Post-Mortem  Examinations  Act 
C.  Joseph  Stetler,  LL.M.,  Director,  Law  De- 
partment, American  Medical  Association 

5.  Human  Experimentation,  Medicolegal  Aspects 
Irving  Ladimer,  J.D.,  Chief  of  Special  Studies, 
Welfare  and  Health  Council,  City  of  New 
York 

6.  Chinese  Immigration  and  Blood  Tests 
Sidney  B.  Schatkin,  LL.B.,  Assistant  Corpora- 
tion Counsel,  City  of  New  York 


Fred  F.  Armstrong,  M.D. 

Dr.  Fred  F.  Armstrong,  Wilmington, 
died  in  The  Wilmington  General  Hospital 
on  May  3,  1955,  aged  62. 

Born  in  Ansonia,  Conn.,  in  1892,  he 
was  the  son  of  Walter  Roberts  and  Mar- 
garet McBrien  Armstrong.  He  was  grad- 
uated from  Ansonia  High  School  in  1912 
and  received  his  medical  degree  from  the 
University  of  Maryland  in  1917. 

He  served  as  assistant  to  the  medical 
director  of  the  DuPont  Company  from 
1917  to  1918,  and  was  a captain  in  the 
U.  S.  Army  Medical  Corps  at  Hoboken, 
N.  J.,  during  World  War  I. 

He  began  private  practice  in  Wilming- 
ton in  1919,  and  was  appointed  medical 
examiner  for  the  Wilmington  Public 
Schools.  Also  in  that  year  he  married 
Miss  Meta  Marie  Hoffheiser,  of  Wilming- 
ton. 

Dr.  Armstrong  was  secretary  of  the 
Wilmington  Board  of  Health  for  12 
years,  1923-1935. 

In  recent  years  he  had  been  a medical 
examiner  for  railroads  and  was  medical 
director  of  the  Life  Insurance  Company 
of  America. 

He  was  a member  of  the  American 
Medical  Association,  New  Castle  County 
Medical  Society  and  Medical  Society  of 
Delaware,  George  Washington  Lodge  No. 
82,  F.  & A.  M.,  Ansonia;  Delaware  Con- 
sistory and  other  Masonic  lodges,  and  the 
Brandywine  Businessmen’s  Association. 

In  addition  to  his  widow,  he  is  sur- 
vived by  three  sons,  Fred  F.  Armstrong, 
Jr.,  Glen  Bohn  Armstrong,  and  Pvt.  John 
K.  Armstrong,  Fort  Wadsworth,  Staten 
Island,  N.  Y.,  and  two  grandchildren. 

Funeral  Services  were  held  on  May 
6th,  with  interment  in  Gracelawn  Me- 
morial Park. 
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BOOK  REVIEWS 
A Correction 

In  the  review  of  the  Lea  & Febiger  book 
“Modern  Occupational  Medicine,’’  by  Drs. 
Fleming,  D’Alonzo  and  Zapp,  which  ap- 
peared in  our  April  issue,  page  90,  the 
price  of  this  book  was  incorrectly  quoted 
as  being  $6.00.  The  correct  price  is  $10.00. 
The  Journal  regrets  this  error,  and  hopes 
it  has  not  caused  inconvenience  to  the  pub- 
lishers or  to  any  purchaser. 


Thoracic  Surgery.  By  Richard  H.  Sweet, 
M.D.,  Associate  Clinical  Professor  of  Sur- 
gery, Harvard  University.  Second  edition. 
Pp.  381,  with  159  illustrations.  Price,  $10.00. 
Philadelphia:  W.  B.  Saunders  Company, 

1954. 

This  compact  book  on  thoracic  surgery 
gives  the  surgeon  a ready  reference  for 
established  procedures.  The  sections  on 
abdominal  operations  and  the  diaphragm 
are  of  great  value  in  pointing  out  the  in- 
creased scope  and  ease  with  which  these 
techniques  can  be  carried  out.  Dr.  Sweet 
tends  to  over-simplify  many  of  the  lung, 
heart,  and  esophagus  operations.  Many 
surgeons  are  using  right  angle  catheters 
for  drainage  of  the  pleural  space  instead 
of  the  Foley  or  mushroom  types. 

The  book  should  be  used  as  a reference 
only  after  studying  the  works  of  Alex- 
ander, Graham,  d’Abreu  and  Lindskog. 


An  Atlas  of  Pelvic  Operations.  By  Laugh- 
ton Parsons,  M.D.,  Professor  of  Gynecology, 
Boston  University,  and  Howard  Ulfelder, 
M.D.,  Assistant  Clinical  Professor  of  Gyne- 
cology, Harvard  Medical  School.  Pp.  231. 
Cloth.  Price,  $18.00.  Philadelphia:  W.  B. 
Saunders  Company,  1953. 

The  technic  of  gynecological  surgery  is 
presented  beautifully  in  the  above  named 
Atlas.  The  illustrating  of  the  various 
steps  in  procedures  and  the  simplicity  and 
clearness  of  detail  is  seldom  found  in  text- 
books of  surgical  procedures.  The  text 
which  describes  the  illustrations  is  con- 
cise and  accurate,  and  so  well  written 
that  the  reader  can  quickly  grasp  the  in- 
formation he  desires.  The  Atlas  empha- 
sizes the  importance  of  the  gynecological 
surgeon  being  able  to  deal  with  any  surgi- 
cal problem  that  he  might  encounter  in 
the  abdomen  and  for  this  reason  presents 


several  chapters  devoted  to  urological  and 
intestinal  complications.  The  section  on 
operations  for  malignant  disease  is  out- 
standing. In  all  cases  careful  node  dis- 
section and  removal  of  fatty  tissue  is  em- 
phasized as  a necessary  adjunct  to  ade- 
quate cancer  surgery. 

The  volume  presents  very  well  in  draw- 
ing and  written  word  the  procedures  done 
by  the  Boston  group.  They  do  not  infer 
that  their  methods  are  the  best,  but  state 
that  in  their  hands  with  these  means  they 
have  obtained  the  best  results.  The  Atlas 
is  large  and  bulky  to  handle,  but  is  one 
that  should  be  in  the  library  of  every 
general  surgeon  and  gynecologist. 


Ciba  Collection  of  Medical  Illustrations. 

By  Frank  H.  Netter,  M.D.  Vol.  1:  Nervous 
System.  Quarto,  pp.  143,  with  104  plates  in 
color.  Cloth.  Price,  $6.00.  Summit,  N.  J.: 
Ciba  Pharmaceutical  Products,  Inc.,  1953. 

Ciba  Collection  of  Medical  Illustrations. 

By  Frank  H.  Netter,  M.D.  Vol.  2:  Reproduc- 
tive System.  Quarto,  pp.  302,  with  233  plates 
in  color.  Cloth.  Price,  $13.00.  Summit,  N.J. : 
Ciba  Pharmaceutical  Products,  Inc.,  1954. 

For  some  eleven  years  Ciba  distributed 
to  physicians  and  medical  students  loose 
leaf  port  folios  illustrating,  by  the  three 
color  process,  the  major  anatomy  and 
pathology  of  the  various  body  systems. 
These  illustrations  were  by  one  of  Amer- 
ica’s greatest  medical  illustrators,  Dr.  Net- 
ter, and  the  demand  for  copies  was  so 
overwhelming  that  by  1948  a volume  with 
191  plates  was  issued,  which  soon  required 
a second  printing.  Again  the  demand  was 
far  ahead  of  the  supply,  so  that  these  new 
volumes  represent  the  first  of  a whole 
new  series  that  will  ultimately  cover  the 
entire  body.  In  Volume  2 over  40  of  the 
original  plates  have  been  revised,  and  89 
new  ones  added.  The  quarto  pages  are  ap- 
proximately 9%  x 121/4  inches,  and  the 
most  of  these  plates  are  6 x 81/4  inches; 
a few  of  them  are  full  page. 

Dr.  Netter  has  made  these  plates  among 
the  most  expressive  (and  impressive,  too) 
plates  extent;  they  “talk”,  with  accuracy 
and  precision,  and  their  meaning  is  en- 
hanced by  the  concise  and  trustworthy 
text  that  accompanies  each  plate,  written 
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always  by  an  outstanding  authority  on  the 
subject.  These  volumes  comprise  a virtu- 
ally complete  pictorial  story  of  the  struc- 
ture and  disorders  of  the  nervous  and 
reproductive  systems:  they  are  really  su- 
perb. Every  doctor  would  love  to  have 
them;  most  doctors  actually  need  them! 

We  shall  await  the  future  volumes  with 
great  expectations. 


Manual  of  Antibiotics  1954-55.  Edited  by 

Henry  Welch,  Ph.D.  Pp.  87.  Cloth.  $2.50. 

New  York:  Medical  Encyclopedia,  Inc.,  1954. 

Distributed  solely  by  American  Pharmaceu- 
tical Association,  2215  Constitution  Ave., 

N.W.,  Washington,  D.C. 

For  the  first  time  there  are  gathered 
between  the  covers  of  one  book  a list  of 
the  preparations,  therapeutic  index,  ge- 
neric and  trade  names,  and  names  and  ad- 
dresses of  producers  of  all  existing  anti- 
biotics and  their  preparations. 

Practicing  pharmacists  and  physicians, 
especially,  will  welcome  this  authoritative 
list  of  antibiotics  and  their  products,  com- 
plete as  of  the  date  of  publication.  It  pro- 
vides the  list  of  antibiotics  in  alphabetical 
order  with  the  active  ingredients,  the  trade 
names,  the  indications  and  the  names  of 
the  producers. 

For  ready  reference  there  is  an  index 
of  over  600  trade  names  in  this  field,  an 
index  of  generic  terms  applied  to  anti- 
biotics, and  an  index  of  the  manufacturers 
of  these  products,  giving  the  name  of  the 
firm  and  the  address. 

A discount  of  20  per  cent  is  allowed 
members  of  the  American  Pharmaceutical 
Association  in  good  standing. 

It  is  planned  to  make  periodical  revisions 
of  this  valuable  little  book,  because  of  the 
phenomenal  rapid  increase  in  antibiotics. 


A Doctor  Talks  To  Women.  By  Samuel 
Raynor  Meaker,  M.D.,  Professor  Emeritus 
at  Boston  University  School  of  Medicine. 
Pp.  222.  Cloth.  Price,  $3.95.  New  York: 
Simon  and  Schuster. 

The  above  named  book  is  another  in  the 
long  list  of  texts  written  to  acquaint  the 
female  with  all  of  the  various  disorders 
with  which  she  might  be  afflicted.  It  is 


wide  in  its  scope,  covering  all  phases  of 
anatomy,  physiology,  abnormal  uterine 
bleeding,  conception,  fertility,  leucorrhea, 
etc. 

The  author  writes  in  a simple,  fatherly 
manner  using  a minimum  of  medical 
terms,  which  should  appeal  definitely  to 
the  laity  for  whom  this  book  was  intend- 
ed. He  writes  in  an  agreeable  tempo, 
never  pausing  so  long  on  one  topic  that 
his  reader  might  become  bored. 

Certain  parts  of  the  book  are  very  good, 
especially  his  chapters  on  Fertility  and 
Sterility,  Help  for  Childless  Couples, 
Ways  in  Which  Pregnancy  Can  Go 
Wrong,  The  Sex  Relation,  and  Planned 
Parenthood.  In  these  chapters  Dr.  Meak- 
er is  writing  about  that  part  of  gynecol- 
ogy which  was  always  closest  to  his  heart, 
and  in  which  he  has  done  considerable 
writing. 

All  in  all  this  is  a delightful  book  that 
might  well  be  recommended  to  not  only 
young  women  about  to  get  married  but  to 
all  women  in  all  walks  of  life. 


The  Tenth  Rheumatism  Review.  Pp.  418. 
Price,  $1.00.  New  York:  Arthritis  and  Rheu- 
matism Foundation,  23  West  45th  Street, 
1955. 

This  Review  is  based  on  material  culled 
from  2,250  medical  and  scientific  papers 
published  in  the  field  of  arthritis  and  the 
rheumatic  diseases  over  a five-year  period. 
Written  in  straight  prose  and  marked  for 
reference,  it  was  prepared  by  the  Editorial 
Committee  of  the  American  Rheumatism 
Association,  the  professional  society  in  the 
field.  The  book  comes  complete  with  index 
and  bibliography. 
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DRAMAMINE®  IN  VERTIGO 


I . Barany  Pointing  Test.  The  patient  points  at  a stationary  object,  first  with  his  eyes  open 
and  then  closed.  A constant  error  in  pointing  (past  pointing)  with  his  eyes  dosed  in  the 
presence  of  vertigo  indicates  peripheral  labyrinthine  disease  or  an  intracranial  lesion. 


2.  The  Caloric  (Barany)  Test. 

The  patient  sits  with  his  eyes  fixed  on 
a stationary  object  and  the  external 
ear  canal  is  irrigated  with  hot  (1 10  to 
120  F.)  or  cold  (68  F.)  water.  If  the 
vestibular  nerve  or  labyrinth  is  de- 
stroyed, nystagmus  is  not  produced 
on  testing  the  diseased  side. 


3.  The  Rotation  (swivel  chair)  Test. 
The  patient  sits  in  a swivel  chair  with 
his  eyes  dosed  and  his  head  on  a level 
plane.  The  chair  is  turned  through  ten 
complete  revolutions  in  twenty  seconds. 
Stimulation  of  a normal  labyrinth  will 
cause  nystagmus,  past  pointing  of  the 
arms  and  subjective  vertigo. 


Notes  on  the  Diagnosis  and  Management  of  ‘"Dizziness” 


I.  Vertigo 

The  term  “dizziness”  (vertigo) 
should  be  restricted  to  the  sensa- 
tion of  whirling  or  a sense  of  mo- 
tion.1 This  sensation  is  usually  of 
organic  origin  and  is  the  tangible 
symptom  of  a specific  pathology. 

Moderate  vertigo,  with  a sense 
of  motion  and  a whirling  sensa- 
tion, may  be  produced  by  infec- 
tion, trauma  or  allergy  of  the 
external  or  middle  ear.  Examina- 
tion of  the  ear  will  usually  dis- 
close the  abnormality. 

Severe  vertigo,  which  will  not 
permit  the  patient  to  stand  and 
causes  nausea  and  vomiting,  in- 
dicates an  irritation  or  destruction 
of  the  labyrinth.  The  specific  con- 
dition may  be  labyrinthine  hy- 
drops, an  acute  toxic  infection, 
hemorrhage  or  venospasm  of  the 


labyrinth  or  a fracture  of  the  laby- 
rinth. Multiple  sclerosis  and 
pathology  of  the  brain  stem  should 
be  considered  also. 

It  is  important  to  learn  if  the 
patient's  sensation  is  continuous 
or  paroxysmal.2  Paroxysmal  ver- 
tigo suggests  specific  conditions: 
Meniere's  syndrome,  cardiac  dis- 
ease and  epilepsy.  Continuous 
vertigo  without  a pattern  may  be 
due  to  severe  anemia,  posterior 
fossa  tumor  or  eye  muscle  im- 
balance. 

Dramamine®  has  been  found 
invaluable  in  many  of  these  con- 
ditions. In  mild  or  moderate  ver- 
tigo it  often  allows  the  patient  to 
remain  ambulatory.  A most  satis- 
factory treatment  regimen  for 
severe  "dizziness”  is  bedrest,  mild 


sedation  and  the  regular  adminis- 
tration of  Dramamine. 

Dramamine  is  also  a standard 
for  the  management  of  motion 
sickness,  is  useful  for  relief  of 
nausea  and  vomiting  of  radiation 
sickness,  eye  surgery  and  fenestra- 
tion procedures. 

Dramamine  (brand  of  dimen- 
hydrinate)  is  supplied  in  tablets 
(50  mg.)  and  liquid  (12.5  mg.  in 
each  4 cc.).  G.  D.  Searle  & Co., 
Research  in  the  Service  of  Medicine. 

1.  Swartout,  R.,  Ill,  and  Gunther,  K. : 
"Dizziness:”  Vertigo  and  Syncope,  GP 
8: 35  (Nov.)  1953. 

2.  DeWeese,  D.  D. : Symposium  : Medical 
Management  of  Dizziness:  The  Impor- 
tance of  Accurate  Diagnosis,  Tr.  Am. 
Acad.  Ophth.  55:694  (Sept. -Oct.)  1954. 
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SaHtfasUum 

WEST  CHESTER,  PA. 


• A recognized  private  psychiatric  hos- 
pital for  the  treatment  of  all  nervous 
and  mental  illness,  including  alcoholism 
and  senility.  Complete  facilities  for  elec- 
troshock therapy,  insulin  therapy,  psy- 
siotherapy,  hydrotherapy  and  a well  or- 
ganized program  of  occupational  and  so- 
cial therapy  under  a certified  therapist. 
Referring  physicians  may  retain  super- 


vision of  patients.  Located  on  a beautiful 
28-acre  tract  . . . buildings  are  well 
equipped  and  attractively  appointed. 
Capacity:  75  beds,  single  room  occu- 
pancy. Complete  information  upon  re- 
quest. 

Apply — Superintendent 

DARLINGTON  SANITARIUM.  INC. 
WEST  CHESTER.  PENNSYLVANIA 
Telephone:  West  Chester  3120 
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Upjohn ) 


Ulcer  protection 
that 

lasts  all  night: 


Famine  tablets 

Bromide  RE=ISTEBED  TB*DEMARK  FOR  THE  UPJ0HN  BRAN0 

Each  tablet  contains: 

Methscopolamine  bromide 

2.5  mg. 

Average  dosage  (ulcer): 

One  tablet  one-half  hour  before 
meals,  and  1 to  2 tablets  at 
bedtime. 

Supplied : 

Bottles  of  100  and  500  tablets. 

The  Upjohn  Company,  Kalamazoo,  Michigan 
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Baynard  Optical 


Prescription  Opticians 


TTY  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5TH  AND  MARKET  STS. 
WILMINGTON,  DELAWARE 


about 

46  CALORIES 

per  1 8 gram  slice 

m 


INGREDIENTS 

WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 


I 


Under  License  By  National  Bakers  Services,  Inc.,  Chicago 


Enjoy  instant,  plentiful  hot  wafer 


For  downright  convenience, 
comfort  and  health  of  your 
family  — you  should  have 
an  ample,  reliable  supply 
of  hot  water!  With  an  Auto- 
matic Gas  Water  Heater  in 
your  Home,  you're  sure  of 
all  the  hot  water  you  want, 
when  you  want  it.  For  light- 
ening household  tasks, 
bathing,  cleaning,  dish- 
wash  i n g,  laundering  and 
many  other  uses.  Besides,  you  save  time  and 
worry,  for  you’re  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation  of 
an  Automatic  Gas  Water  Heater  in  your  home  now. 
Ask  your  Plumber,  or  stop  in  to  see  us. 


With  an  Automatic  Gas 

WATER  HEATER 


DELAWARE  POWER  E LIGHT  CO. 

/bfttrcutZes 


♦Brand  of  oxytetracycline 
t Brand  of  tetracycline 


PFIZER  LABORATORIES 
Division.  Chas.  Pfizer  & Co.,  Inc 
Brooklyn  6.  N Y, 


Body  defenses  may  be  strengthened  and 
recovery  speeded  when  the  patient  with 
a severe  infection  not  only  receives 
effective,  well-tolerated  antibiotic  therapy 
with  such  an  agent  as  Terramycin®*  or 
Tetracyn@t  but  also  receives  therapeutic 
amounts  of  the  B-complex,  C and  K 
vitamins  according  to  the  formula 
recommended  by  the  National 
Research  Council  for  periods  of  stress. 
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Physicians’  and  Surgeons’ 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  IT  hich  Is  Officially  Sponsored 
By  ) our  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  8-6471 
If  it's  insurable  tee  can  insure  it 


LEDERLE 

POLIOMYELITIS 
IMMUNE  GLOBULIN 

(human) 


tSsSPSr  - -r> 


For  the  modification 
of  measles  and  the 
prevention  or  attenuation 
of  infectious  hepatitis 
and  poliomyelitis. 


LEDERLE  LABORATORIES  DIVISION 
American  Ctja/iamid  compaxj"  Pearl  River,  New  York 


EVERYTHING  NEW  IN  DRUGS 

FOR  DOCTORS  ONLY! 

| 61380  4 

6-1380  is  Brittingham's  unlisted  telephone  number  for 
the  use  of  doctors  only  . . . Phone  your  prescriptions  to 
us  and  we  will  deliver  them  by  fast  motorcycle  to  any 
point  in  the  city  or  suburbs  . . . No  charge,  of  course! 

BRITTINGHAM’S 

PHARMACY 

MEDICAL  ARTS  BUILDING 
FAIRFAX  SHOPPES 


DELAWARE  TRUST  BUILDING 
EDGEMOOR 
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“Premarin”  relieves 
menopausal  symptoms  with 
virtually  no  side  effects,  and 
imparts  a highly  gratifying 
“sense  of  well-being.” 


“Premarin”Ji‘— Conjugated  Estrogens  (equine] 


FRAIM’S  DAIRIES 

To  keep 

your  car  running 

Better-Longer 

£ua/ifty  ‘Sfiai'ty  sPtcf/ucfa 

use  the 

£Ptnce  -J9CO 

dependable  friendly 
Services  you  find  at 

GOLDEN  GUERNSEY  MILK 

your  neighborhood 

"N  Service 

Wilmington,  Del.  Phone  6-8225 

Station 

flowers  . . . 

Geo.  Carson  Boyd 

at  216  West  10th  Street 

Phone  8-4388 


Nud'-' 

Phone:  LA  4-7695 


• Collected  for 
members 
of  the 
STATE 
MEDICAL 
SOCIETY 
230  W.  41st  ST. 
NEW  YORK 
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for  "This  Wormy  World" 


PINWORMS 

ROUNDWORMS 


"SYRUP  OF  'ANTEPAR'  Citrate  l.ran.l 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 pallon. 

^TABLETS  OF  'ANTEPAR' Citrate  brand 

Piperazine  Citrate 

250  nip.  or  500  nip..  Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


e maintain 
prompt  city-wide 
delivery  service 
for  prescriptions. 

4* 

CAPPEAU’S 

Drug  Store  of  Service 

DELAWARE  AVE.  at  DUPONT  ST. 

Dial  6-8537 


JOHN  G.  MERKEL 
& SONS 

£PA y4fria/t± PfCo±/u‘lcn 

i TaAoiafoty — SPu/t/Uieb 


PHONE  4-8818 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 


801  N.  Union  Street 
Wilmington,  Delaware 
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WE  CORDIALLY  INVITE  YOUR 
INQUIRY  for  application  for  membership 
which  affords  protection  against  loss  of  income 
from  accident  and  sickness  (accidental  death, 
too)  as  well  as  benefits  for  hospital  expenses 
for  you  and  all  your  eligible  dependents. 


PHYSICIANS 

SURGEONS 

DENTISTS 


$4,500,000  ASSETS 
$22,500,000  PAID  FOR  BENEFITS 


PHYSICIANS  CASUALTY 
AND 

HEALTH  ASSOCIATIONS 

OMAHA  2.  NEBRASKA 


Results  With 


ANTE  PAR5 


against 


PINWORMS 


In  clinical  trials,  over  80%  of  cases  have 
been  cleared  of  the  infection  by  one  course 
of  treatment  with  ‘Antepar.' 

llumbalo,  T.  S.,  Gustina,  I'\  J., 
and  Olcksiak,  R.  E. : 

J.  Pediat.  44:386,  1964. 

.White,  R.  H.  R.,  and 
^tan.den,  O.  D. : 

Brit.  M.  J.  2:755,  1953. 


against 


ROUNDWORMS 


“Ninety  per  cent  of  the  children  passed  all 
of  their  ascarides  ...” 

Brown,  H.  W. : 

J.  Pediat.  45:419,  1954. 

SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 
Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg. , Scored 
Bottles  of  100. 


Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckalioe,  New  York 
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ECKERD’S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 
900  Orange  Street  Manor  Park 
WILMINGTON,  DELAWARE 


A Store  for  . . . 

sPtta/t/y 

/to  '?/ie  '//Yi  tty/  ToortticiceiA 

LEIBO  WITZ’S 

224-226  Market  Street 
Wilmington,  Delaware 


TAFTON,  PIKE  CO.,  PA. 
Cottage  Lake  Resort  for  the  Whole  Family 
Sky  High  in  the  Poconos 
Live  leisurely  on  shoreof  beautiful  Mountain  Lake 
Centrally  heated  SKY  LAKE  LODGE 
75  Cozy  Individual  Cottages 
Riding,  sailing,  fishing,  all  water  and  land  sports. 
Complete  nightly  entertainment.  Famous  for  Food. 

Ideal  for  Honeymooners  (Special  Rates) 


Church  services  on  premises. 
Write  for  Booklet  or 
Tel.  Hawley  4596 
Season  May  — Oct. 


PARKE 

S/*ts/</<< /<<*>(<(/  //ft/t/t/tet 

0^  /l/occ/b 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 
• 

L.  H.  Parke  Company 

Philadelphia  ■ Pittsburgh 
7746  Dungan  Rd.,  Phila.  11,  Pa. 


r 


Foot-so-Port 
Shoe  Construction  and 
its  Relation  to 
Center  Line  of 
Body  Weight 


*\ 


1.  The  highest  percent  of  sizes  in  the  shoe  business  are 

sold  in  Foot-so-Port  shoes  to  the  big  men  and  women  who 
have  found  that  Foot-so-Port  construction  is  the  strongest, 
because 

• The  patented  arch  support  construction  is  guaranteed 
not  to  break  down. 

• Special  heels  are  longer  than  most  anatomic  heels  and 
maintain  the  appearance  of  normal  shoes. 

• Insole  extension  and  wedge  at  inner  corner  of  the  heel 
where  support  is  most  needed. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or  col- 
lapse. Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

2.  Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  the  assistance  of  many  top 
orthopedic  doctors.  We  invite  the  members  of  the  medi- 
cal profession  to  wear  a pair  — prove  to  yourself  these 
statements. 

3.  We  make  more  pairs  of  custom  shoes  for  polio  feet  and 
all  types  of  abnormal  feet  than  any  other  manufacturer. 

FOOT-SO-PORT  SHOES  for  Men,  Women,  Children 


There  is  a FOOT-SO-PORT  agency  in  all  leading 
towns  and  cities.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis 


J 
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395 

life  insurance  companies  approve 


CUNITESF 

BRAND 

for  rapid,  reliable  urine-sugar  testing 


reliability  and  standardization  recognized  by 
9 out  of  10  leading  insurance  companies 
convenience  and  time-saving  appreciated  by 
thousands  of  examining  physicians 
Recent  survey  of  437  insurance  companies 


AMES  DIAGNOSTICS 
Adjuncts  in  Clinical  Management 


; 

I 

i 


A AMES  COMPANY,  INC- ELKHART,  INDIANA 

Ames  Company  of  Canada,  Ltd.,  Toronto  62ass 


UNSURPASSED 


HYPOALLERGENIC 


SOYA  FORMULA 


FOR  INFANTS 


. . . due  to  exclusive  formulation  and  dramatic  new  processing 

methods 

• pleasant,  bland  flavor  ...  no  "burned  or  raw  bean”  taste 
. . . color  is  light,  appetizing,  "formuladike.” 

• exceptionally  well  tolerated  . . . stools  satisfactory  . . . does 
not  cause  diarrhea  or  other  gastrointestinal  disturbances 
. . . babies  take  feedings  well. 

• easy  to  prepare — 1 part  Liquid  Sobee  to  1 part  water  for  a 
formula  supplying  20  calories  per  fluid  ounce. 

• Liquid  Sobee®  is  a w^ll  balanced  formula,  not  a mere  "soy- 
bean milk”  . . . caloric  distribution  based  on  authoritative 


recommendations  for  infant  formulas 
bohydrate  needed. 


no  added  car- 


• new  processing  methods  prevent  usual  destruction  of  amino 
acids  and  important  B vitamins  . . . Liquid  Sobee  supplies 
4.8  mg.  of  iron  per  quart  of  normal  dilution. 

The  important  first  step  in  management  of  infant  food  sensitiv- 
ities is  Liquid  Sobee.  Because  milk  is  the  most  common 
offender, >-2'3.4  many  physicians  start  infants  on  Liquid  Sobee 
at  the  slightest  suspicion  of  food  allergy. 

Available  in  15XA  fl.  oz.  cans 

(1)  Butler,  A.  M.,  and  Wolman,  I.  J.:  Quart.  Rev.  Pediat.  9:  63,  1954. 

(2)  Moore,  I.  H.:  Journal-Lancet  74:  80,  1954.  (3)  Collins-Williams.  C.: 

J.  Pediat.  45:  337,  1954.  (4)  Cleln,  N.  W.:  Ann.  Allergy  9:  195, 1951. 


LIQUID  SOBEE 


MEAD  JOHNSON  & COMPANY 


EVANSVILLE,  INDIANA,  U.S.A. 
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wide  clinical  range: 
80  percent  of  all 
bacterial  infections 
and  96  percent  of  all 
acute  bacterial 
respiratory  infections 
respond  readily 


notably  safe,  well  tolerated 


normal  living  for.  . . 


at  work  and  at  play 


adults  should  be  encouraged 
to  work... and  every 
effort  should  be  made 
to  keep  children  in  school. 
With  accurate  diagnosis 
and  proper  treatment, 
the  majority  of  epileptics, 
like  the  diabetics,  can  carry 
on  a normal  life. 


DILANTIN 


SODIUM 


(diphenylhydantoin  sodium,  Parke-Davis) 


a mainstay  in  anticonvulsant 
therapy,  alone  or  in 
combination,  for  control  of 
grand  mal  and  psychomotor 
seizures — 

with  the  added  advantages 
of  greater  safety  and  of  little 
or  no  hypnotic  effect. 


DILANTIN  Sodium  is  supplied  in  a variety  of  forms  -- 
including  Kapseals®  of  0.03  Gm.  gr.)  and  0.1  Gm. 
(1 % gr.)  in  bottles  of  100  and  1,000. 


DETROIT.  MICHIGAN 
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New,  Well  Tolerated  Medium 
for  Excretory  Urography 


DIAGNOSTIC  FILMS 

in  a series  of  1123  patients 


Write  for  detailed  literature  or  consult  your  local 
Winthrop-Stearns'  representative. 


Hypaque  sodium,  brand  of  diatrizoate  sodium  (sodium  3,5-diacetamido-2,4,6-triiodobenzoate) 
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know 

your 

diuretic 


how  safe  is  the  diuretic  you  prescribe? 


the  utmost  in  safety,  confirmed  by  long  clinical  usage, 
is  one  reason  more  physicians  choose  the  organomercuri- 
als  for  diuresis.  Their  dependable  action  does  not  involve 
production  of  acidosis  or  specific  depletion  of  potassium, 
and  side  effects  due  to  widespread  enzyme  inhibition 
are  absent. 

TABLET 

NEOHYDRIN' 

BRAND  OF  CHLORMERODRIN  (18.3  MG.  OF  3-chloromercuri 

-2-METHOXY-PROPYLUREA  IN  EACH  TABLET) 


no"rest" periods  • no  refractoriness 

NEOHYDRIN  can  be  prescribed  every  day, 
seven  days  a week  as  needed 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 


BRAND  OF  MERALLURIDE  INJECTION 


etzc/ertiAM  In  c/cui'etlc  redea^c^ 
aJZetn/e  --  — 


LABORATORIES.  INC  . MILWAUKEE  1,  WISCONSIN 
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in  arthritis 
and 

allied  disorders  . . . 


nonhormonal  anti  - arthritic 


BUTAZOLIDIK' 

(brand  of  phenylbutazone) 


relieves  pain  • improves  function  • resolves  inflammation 


Employing  the  serum  protein-polysaccharide  ratio  (PR)  as  an  objective 
criterion  of  rheumatoid  activity,  it  has  again  been  shown  that 
Butazolidin  "...produces  more  than  a simple  analgesic  effect  in 
rheumatoid  arthritis."' 

Clinically,  the  potency  of  Butazolidin  is  reflected  in  the  finding  that 
57.6  per  cent  of  patients  with  rheumatoid  arthritis  respond  to  the  extent 
of  "remission"  or  "major  improvement."2 

Long-term  study  has  now  shown  that  the  failure  rate  with  Butazolidin 
in  rheumatoid  arthritis,  and  particularly  in  rheumatoid  spondylitis,  is 
significantly  lower  than  with  hormonal  therapy.3 

(1)  Payne,  R.  W.;  Shetlar,  M.  R.;  Farr,  C.  H.;  Hellbaum,  A.  A.,  and  Ishmael,  W.  K.:  J.  Lab.  & 
Clin.  Med.  45:331,  1955.  (2)  Bunim,  J.  J.;  Williams,  R.  R.,  and  Black,  R.  L.:  J.  Chron.  Dis. 
) : 168,  1955.  (3)  Holbrook,  W.  P.:  M.  Clin.  North  America  39:405,  1955. 

Butazolidin®  (brand  of  phenylbutazone).  Red  coated  tablets  of  100  mg. 

Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar  with  its  use  are  urged 
to  send  for  literature  before  instituting  therapy. 


GEIGY  PHARMACEUTICALS  D ivision  of  Geigy  Chemical  Corporation 

220  Church  Street,  New  York  13,  N.  Y. 
s 1 1 ss  In  Canada:  Geigy  Pharmaceuticals,  Montreal 
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New!  SERPASIL®  ELIXIR 

Each  4-ml.  teaspoonful  contains  0.2  mg.  of  Serpasil 
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Upjohn 


Intra-articular 


treatment  of 


arthritis, 
bursitis . . . 


Each  cc.  contains: 

Hydrocortisone  acetate. . . .50  mg. 
Physiological  salt  solution.  ..  .q.s. 
(containing  4 mg.  polysorbate  80 
and  5 mg.  carboxymethylcellulose) 
Preserved  with  benzyl  alcohol  0.9% 
Supplied: 

5 cc.  vials 

^REGISTERED  TRADEMARK  FOR  THE  UPJOHN 
BRAND  OF  HYDROCORTISONE  (COMPOUND  F) 


The  Upjohn  Company,  Kalamazoo,  Michigan 


STERILE.  AQUEOUS 
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READING  TIME-1  MINUTE 


^ A FEW  FACTS  FOR  THE 

BUSY  DOCTOR  WHO  WANTS  THE 


Latest  Information  About 
Filter  Tip  Cigarettes 


Your  patients  are  interested  in  cigarettes! 
From  the  large  volume  of  writing  on  this  sub- 
ject, Brown  & Williamson  Tobacco  Corp. 
would  like  to  give  you  a few  facts  about  V iceroy. 

Only  Viceroy  gives  you,  your  patients,  and 
all  cigarette  smokers  20,000  Filter  Traps  in 
every  filter  tip.  These  filter  traps,  doctor,  are 


composed  of  a pure  white  non-mineral  cellu- 
lose acetate.  They  provide  the  maximum 
filtering  efficiency  possible  without  affecting 
the  flow  of  smoke  or  the  full  flavor  of  Viceroy’s 
quality  tobaccos. 

Smokers  report  Viceroys  taste  even  better 
than  cigarettes  without  filters. 


ONLY  VICEROY  GIVES  YOU 


IN  EVERY  FILTER  TIP 


TO  FI  LTER - FI LTER-  FI  ITER 
YOUR  SMOKE 
WHILE  THE  RICH-RICH 
FLAVOR  COMES  THROUGH 


YiCEROY 


World’s  Most  Popular  Filter  Tip  Cigarette 
Only  a Penny  or  Two  More  Than  Cigarettes  Without  Filters 


Viceroy 

filter  ‘D'ip 

CIGARETTES 

king-size 
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Idea!  practice  requires 
periodic  adaptation 
of  the  vndmidtiatived  formula 
to  the  growing  infant 


Behind 


Karo  Syrup...  a carbohydrate 
of  choice  in  “milk  modification” 
for  3 generations 


With  Karo,  milk  and  water  in  the  universal  prescription, 
the  doctor  can  readily  quantitate  the  best  formula  for  each 
infant.  Individual  infant  feeding  assures  early  adaptation 
of  the  most  satisfactory  milk  mixture.  A successful  infant 
formula  thus  lays  the  foundation  for  early  introduction 
of  semi-solid  foods. 

Karo  is  well  tolerated,  easily  digested,  gradually  absorbed 
at  spaced  intervals  and  completely  utilized.  It  is  a balanced 
fluid  mixture  of  maltose,  dextrins  and  dextrose  readily 
soluble  in  fluid  whole  or  evaporated  milk.  Precludes 
fermentation  and  irritation.  Produces  no  intestinal  reactions. 
Is  hypoallergenic.  Bacteria  - free  Karo  is  safe  for  feeding 
prematures,  newborns,  and  infants — well  and  sick. 

Light  and  dark  Karo  are  interchangeable  in  formulas; 
both  yield  60  calories  per  tablespoon. 


each  bottle  three  generations  of  world  literature. 


CORN  PRODUCTS  REFINING  COMPANY 

17  Battery  Place,  New  York  4,  N.  Y. 
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for  happy  travel 


BONAMINE 

Brand  of  meclizine  hydrochloride 

Bonamine  Chewing  Tablets— provide 
motion-sickness  medication  which 


tablets 

the  NEWEST 
prescription  for 
travel  freedom 
from 

motion  sickness 


(1)  is  pleasantly  mint  flavored,  acceptable  to 
children  and  adults  who  dislike  taking  pills 

(2)  is  rapidly  effective  (most  of  the  medication 
is  extracted  by  5 minutes  of  chewing) 

(3)  requires  no  water  for  administration 

(4)  promotes  salivation  and  maintains  the 
normal  downward  gastrointestinal  gradient. 

Bonamine  in  a single  oral  dose  of  25  to 
50  mg.  has  a remarkably  prolonged  action— 

9 to  24  hours.  Notably  free  from  side 
reactions. 

Bonamine  medication  is  also  indicated  for  the 
control  of  vertigo  associated  with  vestibular 
and  labyrinthine  disturbances,  cerebral 
arteriosclerosis,  radiation  therapy,  Meniere’s 
syndrome  and  fenestration  procedures. 

Bonamine  Chewing  Tablets  contain  25  mg. 
of  Bonamine  each  and  are  supplied  in  packets 
of  8,  individually  wrapped. 

Also  supplied  as  Bonamine  Tablets  of  25  mg. 
each,  scored  and  tasteless,  in  boxes  of  8 and 
bottles  of  100  and  500. 

♦Trademark 

Pfizer  Laboratories,  Brooklyn  6,  N.  Y. 

Division,  Chas.  Pfizer  & Co.,  Inc. 
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when  patients  complain  of  itching, 
scaling,  burning  scalps  — or 
when  you  spot  these  symptoms 
of  seborrheic  dermatitis  — you  can 
be  sure  of  quick,  lasting  control 
when  you  prescribe 


for  your 
seborrheic 
dermatitis 
patients 


controls  81-87%  of  all  seborrheic 
dermatitis,  92-95%  of  all  dandruff 
cases.  Once  scaling  is  controlled, 
Selsun  keeps  the  scalp  healthy  for 
one  to  four  weeks  with  simple, 
pleasant  treatments.  In  4-fluid- 
ounce  bottles,  available  on 
prescription  only. 


SELSUN 


506127 


® SELSUN  Sulfide  Suspension  / Selenium  Sulfide.  Abbott 
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New 

Full-Wave  Transformer 


Now!  G-E  offers  you 
a 200-ma  x-ray  unit : $4900 


for  only 


F.O.B.  Milwaukee.  Subject  9 
to  change  without  notice.  4 

^ -A 


YOU  don’t  have  to  be  handicapped  by 
under-powered,  inflexible  x-ray  appara- 
tus. General  Electric  not  only  gives  you  the 
Maxicon  ASC  — a full-length  table  of  rigid 
construction  — but  also  offers  you  all  this 
for  complete  fluoroscopic  and  radiographic 
facilities:  a new  simplified  200-ma  control 
unit ...  a new  lightweight  rotating-anode  tube 
. . . a new  full-wave  x-ray  transformer 
That  $4900  price  includes,  in  addition, 
electronic  timing,  1/20  to  10  seconds  ...  8:1 
Bucky  diaphragm  . . . and  fluoroscopic  screen. 
At  extra  cost  — motor-drive  table  angulation, 
spot-film  device  and  16:1  Bucky  diaphragm. 


Now’s  the  time  to  step  up  your  radiographic 
facilities.  And,  remember,  you  can  get  the 
Maxicon  ASC  — without  initial  capital  invest- 
ment— on  the  G-E  Maxiservice®  rental  plan. 
For  full  information,  see  your  G-E  x-ray  re- 
presentative. Or,  if  you  prefer,  write  X-Ray 
Department,  General  Electric  Company, 
Milwaukee  1,  Wisconsin. 


Progress  fs  Our  Most  Important  Product 

GENERAL  HI  ELECTRIC 


Direct  Factory  Branches: 

PHILADELPHIA  — Hunting  Park  Avenue  at  Ridge  BALTIMORE  — 2 West  Eager  Street 


announcing 


corticosteroid  therapy 


new  crystalline 
adrenocorticoid 
first  discovered  an 
introduced  b 


4-4- 


+44 


_U- 


4+ 


-i-L 


I — I — I — I- 


undesirable  actions,  new  crystalline  corticosteroids  have 


been  discovered  in  Schering’s  research  laboratories. 


other  so-called  collagen  diseases,  intractable  asthma 


ajnidhpther  allergijes^ and  nephrosis,  the  first  of  these, 


Meticorten*  is  less  likely  to  produce  undesirable  side 


actions,  particularly  sodium  retention  and  excessive  potas- 


sium depletion.  Patients  treated  with  this  new  steroid 


exhibit  less  tendency  to  fluid  retention,  and  sedimentation 


rate  may  be  lowered  even  where  other  corticoids  cease  to 


be  effective—“therapeutic  escape.”  This  new  compound 


affords  excellent  relief  of  pain,  swelling  and  tenderness, 


diminishes  joint  stiffness  and  is  effective  in  small  dosage 


Meticorten,  is  available  as  5 mg.  scored  tablets,  bottles 


of  30.  In  the  treatment  of  rheumatoid  arthritis,  dosage  of 


Meticorten  begins  with  an  average  of  20  to  30  mg.  (4  to 


6 tablets)  a day.  This  is  gradually  reduced  by  2 Vi  to  5 mg. 


is  reached, 


usually  by  the  14th  day.  The  total  24-hour  dose  should  be 


bedtime.  Patients  may  be  transferred  directly  from  hydro- 


cortisone or 


.4-4- 


4 j TT 


SCHERING  CORPORATION  • BLOOMFIELD,  N.  J. 


v>  l\  a 


■JT.  M.  Schering 


Td: 


t+ 
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prevents  postpartum  hemorrhage 
speeds  uterine  involution 


Ergotrate  Maleate 

(ERCONOVINE  MALEATE,  U.S.P.,  LILLY) 


. . . produces  rapid  and  sustained  contraction  of  the  postpartum  uterus 


The  administration  of  'Ergotrate  Maleate’  almost  com- 
pletely eliminates  the  incidence  of  postpartum  hemor- 
rhage due  to  uterine  atony.  Administered  during  the 
puerperium,  'Ergotrate  Maleate’  increases  the  rate,  ex- 
tent, and  regularity  of  uterine  involution;  decreases  the 
amount  and  sanguineous  character  of  the  lochia;  and 
Supplied:  decreases  puerperal  morbidity  due  to  uterine  infection. 


Ampoules  of 
0.2  mg.  in  1 cc. 

Tablets  of  0.2  mg. 


Dosage:  Generally,  0.2  to  0.4  mg.  I.V.  or  I.M.  immediately  follow- 
ing delivery  of  placenta.  Thereafter,  0.2  to  0.4  mg.  three  or  four 
times  daily  for  two  weeks. 


ELI  LILLY  AND 


COMPANY 


• INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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THE  HUMAN  ELEMENT  IN  ACCIDENTS* 

Kenneth  E.  Appel,  M.D.,** 

AND 

Albert  E.  Scheflen,  M.D., 
Philadelphia,  Pa. 

There  are  few  mornings  that  we  can 
read  the  paper  without  a shudder  over  a 
photograph  of  a serious  accident.  Period- 
ically we  are  appalled  by  statistics  about 
the  frequency  of  accidents.  Yet  few  of  us 
stop  for  any  purposeful  reflection  and  still 
fewer  take  constructive,  organized  meas- 
ures. From  time  to  time  officials  or  citi- 
zens start  safety  campaigns  in  the  face  of 
a particularly  disturbing  series  of  local 
accidents.  Long  range  planning,  contin- 
ued measures  for  correction,  and  deeper 
investigation  into  the  causes  of  accidents 
is  generally  neglected.  Possibly  we  deal 
with  the  matter  so  personally  threatening 
like  we  do  with  other  frightening  realities 
such  as  mental  hospitals  or  atom  bombs — 
we  prefer  not  to  think  about  it. 

The  National  Safety  Council  figures  for 
1953  reveal  a startling  socio-economic 
problem.  Last  year  there  were  95,000 
deaths  and  9,600,000  injuries  due  to  acci- 
dents. The  estimated  cost  was  $9,700,- 
000,000.  Motor  vehicle  accidents  account 
for  38,300  of  these  deaths.  The  import- 
ance of  accidents  to  medical  practice  may 
not  be  appreciated.  Accidents  are  the 
leading  cause  of  deaths  from  the  ages  of 
one  to  36  years.  $700,000,000  was  spent 
for  hospital  and  medical  fees  for  injuries 
in  1953.  And  the  problem  seems  to  be  get- 
ting worse.  The  number  of  motor  vehicle 
fatalities  increased  21  per  cent  since  1949. 

According  to  the  National  Safety  Coun- 
cil figures  the  state  of  Delaware  is  quite 
justly  concerning  itself  with  this  problem. 
The  death  rate  due  to  accidents  per  100,- 
000  population  was  77.1  for  Delaware  for 
1953.  This  is  the  highest  of  any  state  east 
of  the  Mississippi  and  seventh  for  the  na- 
j tion.  This  figure  also  represents  an  in- 
I crease  of  30%  above  the  accident  death 
| rate  for  1952.  No  other  state  in  the  U.  S. 

•Read  before  the  Medical  Society  of  Delaware,  Dover,  Oc- 
tober 13,  1954. 

••Professor  of  Psychiatry,  and  Instructor  in  Psychiatry,  re- 
—SaEEliiigh;  Ilnivfirsitv  of  TVn nsvl vn 


showed  a yearly  increase  greater  than 
11%.  In  vehicle  deaths  the  rate  for  Dela- 
ware was  31.4%,  which  is  8th  in  the  na- 
tion. It  is  of  interest  that  New  Jersey 
showed  the  lowest  rate  of  any  state.  It  is 
also  of  interest  that  the  duPont  Company 
holds  the  record  for  days  without  injur- 
ies above  all  other  industrial  companies  in 
the  nation.  In  one  duPont  plant  there 
were  over  28,000,000  man  hours  without  a 
reportable  accident.  The  National  Safety 
Council  also  offers  figures  on  the  causes  of 
motor  vehicle  accidents  — speeding  was 
considered  the  cause  in  30%,  drinking  in 
24%,  and  unfavorable  physical  condition 
of  the  driver  in  6%.  Fatigue,  poor  eye- 
sight, deafness,  and  illness  were  the  prin- 
cipal reasons.  According  to  a study  at 
Iowa  State  College  the  highest  automobile 
rate  was  in  the  age  group  from  19  to  29 
years.  A study  made  in  Pennsylvania  in 
1951  revealed  that  in  over  100,000  acci- 
dents an  unsafe  act  ivas  identified  in 
9U-9°/c.  These  figures  give  us  reason  to 
inquire  into  the  personal  or  human  ele- 
ments in  accidents. 

The  medical,  psychological  factors 
which  may  play  a role  in  the  causation  of 
accidents  could  be  classified  under  five 
headings : 

(1)  medical  or  physiological  disturb- 
ances; (2)  neurologic  conditions;  (3) 
mental  deficiency;  (4)  psychoses;  (5)  ac- 
cident proneness  or  emotional  patterns 
resulting  in  accidents  without  other  evi- 
dence of  devious  mental  illness. 

Of  the  medical  or  physiological  states 
unfavorable  to  safety,  fatigue  and  the  im- 
pairment of  mental  clarity  due  to  drugs 
or  alcohol  appear  to  be  the  most  import- 
ant. Psychological  factors  are  generally 
interwoven  when  the  driver  continues  to 
operate  an  automobile  when  excessively 
tired  or  intoxicated.  Occasionally  drugs 
administered  by  a physician  may  impair 
an  operator’s  efficiency.  For  example,  be- 
fore we  were  familiar  with  the  side  effects 
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of  benedryl  we  can  recall  patients  who 
drove  ineffectively  while  taking  this  drug. 
Other  examples  could  be  given.  It  is  the 
physician’s  responsibility  to  warn  the  pa- 
tient of  the  dangers  of  a treatment.  The 
list  of  medical  illnesses  which  could  com- 
promise a driver’s  efficiency  would  include 
all  those  which  appear  in  a textbook  of 
medicine.  It  seems  worthwhile  to  mention 
a few  of  the  somatic  illnesses  which  are 
likely  to  impair  cerebral  circulation  or 
predispose  to  unconsciousness.  We  have 
in  mind  arteriosclerosis,  cardiac  arhyth- 
mias,  diabetes,  illnesses  associated  with 
primary  or  secondary  anemia,  and  fe- 
brile states.  Impairment  of  any  of  the  or- 
gans of  sensation,  especially  the  eyes  and 
ears  limits  the  person’s  ability  to  receive 
signals  and  endangers  his  efficiency. 

Nearly  all  diseases  of  the  central  nerv- 
ous system  could  make  the  patient  an  un- 
safe driver.  One  of  the  most  common  of 
these  is  epilepsy  of  any  type.  This  is  well 
known  and  most  states  have  precautions 
against  licensing  epileptics.  Of  increasing 
importance  are  the  senile  and  arterios- 
clerotic brain  diseases  of  the  older  age 
groups.  Cerebral  pathology  may  not  only 
destroy  motor  coordination  and  percep- 
tion and  predispose  to  attacks  of  uncons- 
ciousness but  also  may  seriously  impair 
judgment. 

Marked  grades  of  mental  deficiency,  re- 
gardless of  cause,  predispose  to  impaired 
judgment  and  unsafe  driving.  Many  psy- 
chotic patients  may  also  be  unsuitable  to 
operate  motor  vehicles.  Various  types  of 
severe  mental  illness  evidence  such  symp- 
toms as  homicidal  and  suicidal  trends 
which  may  be  put  into  operation  on  the 
highway,  poor  ability  to  concentrate  and 
inattentiveness,  impulsiveness,  abnormal 
perception  such  as  hallucinations  which 
could  produce  judgmental  errors  while 
driving,  and  in  general  poor  contact  with 
the  vicissitudes  of  the  highway  and  of  life 
in  general. 

Of  even  greater  significance  are  the 
group  of  people  without  apparent  mental 
illness  or  severe  neurotic  disturbance  who 
are  prone  to  have  repeated  accidents.  It 
is  from  a study  of  this  group  that  we  can 


best  elucidate  the  human  factors  and  the 
cause  of  accidents.  For  these  people,  hav- 
ing an  accident  is  the  culmination  of  a 
series  of  social  and  psychological  factors, 
and  the  accident  is  in  itself  a symptom  of 
an  emotional  upset  or  disharmony  with 
their  environment. 

What  is  the  evidence  for  claiming  that 
there  is  a type  of  person  who  is  predis- 
posed to  frequent  accidents?  In  the  first 
place,  there  is  statistical  evidence.  It  can 
be  shown  that  a person  who  has  had  a 
previous  accident  is  significantly  more 
likely  to  have  another.  There  are  several 
industrial  studies  which  show  that  a small 
group  of  workers  have  most  of  the  acci- 
dents. In  1928  one  company  which  oper- 
ates a large  fleet  of  vehicles  became  con- 
cerned about  the  high  cost  of  automobile 
accidents  and  their  annual  increase.  They 
made  a study  of  the  accident  rates  of  the 
drivers  and  shifted  those  men  with  the 
highest  accident  rates  to  other  jobs.  As  a 
result  of  this  the  accident  rate  decreased 
to  1/5  the  original  rate,  but  it  was  soon 
observed  that  the  drivers  with  the  high 
accident  rates  now  shifted  to  other  jobs 
in  the  plant  began  to  have  personal  injur- 
ies instead  of  traffic  accidents.  Such  fig- 
ures as  these  have  led  to  the  statement 
that  88  to  90%  of  all  industrial  accidents 
are  personal,  that  is,  are  related  to  some- 
thing in  the  personality  of  the  individual. 

Dr.  Flanders  Dunbar  and  her  associates 
(from  whom  most  of  these  statements  are 
cited)  did  an  extensive  study  in  an  at- 
tempt to  determine  what  personality  fac- 
tors were  involved. 

In  the  second  place  we  become  aware  of 
the  accident-prone  individual  when  we 
talk  to  patients  who  are  under  medical 
treatment  as  the  result  of  accidents.  Of- 
ten they  give  us  a history  of  repeated  past 
accidents.  One  of  us  once  saw  in  psychi- 
atric consultation  a young  sailor  who 
could  remember  twelve  head  injuries  ser- 
ious enough  to  render  him  unconscious. 
Also,  these  patients  rather  frequently  tell 
us  that  their  accident  was  related  to  some 
emotional  upset  or  some  unfavorable  life 
situation.  Lastly,  we  often  see  the  con- 
nection between  certain  types  of  psycho- 
logical forces  and  accidents  during  the 
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psychotherapy  of  patients  who  have  come 
to  us  for  other  reasons.  It  seems  very 
pertinent  to  examine  the  life  situation 
and  personality  structures  of  people  who 
have  accidents. 

Dunbar  brought  out  common  denomi- 
nators in  the  histories  of  the  accident  pa- 
tients she  studied.  They  had  a relative 
frequency  of  accidents  in  their  families. 
They  had  relatively  many  divorces  and 
few  children.  They  described  at  least  one 
strict  parent.  They  tended  to  make  up 
their  minds  definitely  and  quickly  “focus 
on  immediate  values  rather  than  long- 
range  goals.”  They  showed  a tendency  to 
appear  casual  about  feelings  and  personal 
problems.  These  patients  showed  a ten- 
dency to  use  stimulants,  coffee,  cigarettes 
and  alcohol  for  pleasure  or  to  let  off 
steam.  They  were  very  interested  in  com- 
petitive sports  with  bodily  contact.  As 
children  they  tended  toward  lying,  steal- 
ing, truancy  and  sleepwalking,  but  in 
later  life  few  of  them  had  obvious  neur- 
otic traits.  Psychologically  they  showed 
considerable  conflict  with  authority. 

The  fracture  patients  studied  by  Dr. 
Dunbar  showed  a rather  characteristic  be- 
havior pattern.  Although  covered  by  a 
certain  defensive  layer  of  casualness  they 
had  much  conflict  with  authority.  They 
tended  to  be  either  submissive  or  unduly 
aggressive  toward  it.  They  sought  to  be- 
come independent  of  authority  and  be 
autonomous  rather  than  adjust  to  it. 
They  tended  to  pride  themselves  on  self- 
reliance,  making  up  their  minds  quickly 
and  rather  impulsively.  They  seemed  to 
need  to  be  active  and  moving.  They  liked 
to  take  a chance.  One  said,  “Adventure 
and  excitement  appeal  to  me.”  Others  ex- 
pressed the  need  to  be  on  the  run,  do  some- 
thing about  things  in  a hurry,  to  feel  a 
need  to  keep  moving.  One  said,  “Mostly  I 
do  things  on  impulse.”  They  showed  a 
tendency  to  wander,  to  shift  from  one 
thing  to  another.  In  their  educational  his- 
tories it  was  noticed  that  they  tended  to 
begin  some  unit  of  education  and  fail  to 
finish  it.  One  type  in  particular  had  lively 
imaginations  and  were  aggressive  with 
relatively  little  control  of  their  emotions. 
They  had  difficulty  in  concentrating  and 


often  felt  frustrated  and  dissatisfied  so 
that  they  had  unstable  work  records  and 
a general  picture  of  irresponsibility. 
Some  of  them  had  a tendency  for  “impul- 
sive, uncontrolled  release  of  emotion.” 

It  is  important  that  quite  characteristic 
of  those  patients  was  an  interest  in  ma- 
chinery. They  liked  to  see  it  operate. 
They  thought  of  machinery  as  “working 
up  tension”  or  “driving  like  mad.”  They 
might  like  to  drive  and  use  automobiles 
to  express  themselves. 

It  was  of  considerable  interest  that 
most  of  these  patients  showed  an  exag- 
gerated interest  in  their  physical  appear- 
ance and  health.  They  tended  to  read 
about  and  talk  about  health  and  to  take 
measures  such  as  exercise,  diet,  etc.,  in 
order  to  “take  good  care  of  themselves”. 
They  tended  to  fear  mutilation.  At  the 
same  time  they  were  very  interested  in 
bodily  contact  sports  and  in  such  activ- 
ities as  motorcycle  riding  which  is  dan- 
gerous and  carries  with  it  the  danger  of 
injury  and  deformity.  This  interest  in 
avoiding  injury,  of  course,  seems  para- 
doxical in  view  of  the  history  of  repeated 
accidents.  From  our  knowledge  of  psy- 
chology this  paradox  can  be  explained  by 
thinking  of  the  concern  about  health  and 
beauty  as  a defense  against  their  own 
tendency  toward  self-injury  and  self-mu- 
tilation. 

Dr.  Dunbar  also  studied  the  life  situa- 
tion of  these  people  immediately  prior  to 
the  accident.  Other  studies  have  shown 
that  the  people  who  are  accident-prone 
do  not  have  poor  coordination,  low  intel- 
ligence or  slow  reaction  time.  This  is  im- 
portant and  corrects  a common  fallacy.  In 
80-90%  of  Dunbar’s  patients,  some  spe- 
cific worry  in  the  life  situation  preceded 
the  accident.  These  were  not  dramatic  or 
spectacular  things  but  ordinary  everyday 
worries ; important,  however,  because  they 
stirred  up  or  touched  upon  a specific  con- 
flict in  these  people.  In  each  case  the  wor- 
ry had  to  do  with  attitudes  toward  some 
authoritarian  figures,  such  as  parents, 
lawyer,  priest,  or  domineering  spouse.  One 
patient  had  an  accident  while  angry  be- 
cause the  priest  told  her  she  could  not 
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use  contraceptives.  Another  patient  want- 
ed to  get  a job  but  was  forced  to  remain 
home  and  take  care  of  her  father  whom 
she  hated.  One  patient  working  on  Sun- 
day morning  fractured  a vertebra.  He 
was  mad  “because  I couldn’t  refuse  my 
boss”. 

In  many  of  the  patients  the  frequent 
accidents  showed  repetitive  patterns.  In 
some  there  was  a tendency  to  repeatedly 
injure  the  same  arm  or  leg.  In  others  re- 
peated injuries  occurred  under  similar  cir- 
cumstances, connected  in  each  case,  for  in- 
stance, with  trolley  cars  or  buses.  Some- 
times  accidents  occured  repeatedly  in 
similar  traffic  or  topographical  settings. 
These  patterns  reveal  the  impact  of  un- 
conscious emotional  conflicts  recurring 
over  and  over. 

One  of  the  striking  characteristics  of 
the  fracture  patients  studied  by  Dunbar 
is  the  reaction  to  illness.  Shortly  after 
the  accident  there  was  a great  deal  of 
guilt  and  resentment.  The  question  they 
asked  was,  “What  have  I done  to  deserve 
this?”  One  patient  fell  down  and  injuring 
her  knee  said,  “God  brought  me  to  my 
knees  again  just  like  my  parents  used  to 
do”.  Some  of  them  thought  of  their  in- 
juries as  punishment  for  someone  else  and 
sometimes  they  used  the  injury  to  compel 
their  parents  or  a spouse  to  do  something 
they  wanted.  After  the  initial  reaction  of 
guilt  and  resentment  the  patient  tended 
to  go  to  the  opposite  extreme.  They  at- 
tested their  innocence.  They  renounced 
responsibility  for  the  accident.  Sometimes 
the  desire  for  compensation  became  the- 
matic. 

These  are  some  of  the  general  char- 
acteristics of  a group  of  fracture  patients 
which  Dunbar  studied.  It  is  important  to 
formulate  these  characteristics  into  a dy- 
namic picture  which  relates  the  personal- 
ity of  the  accident-prone  individual  to  the 
occurrence  of  the  accident.  In  reviewing 
the  histories  one  was  impressed  with  the 
fact  that  the  people  had  been  in  trouble 
with  authority  most  of  their  lives.  First 
with  parents,  then  with  school,  church, 
jobs  and  finally  with  wife  or  husband. 
They  had  tried  to  handle  these  conflicts 
by  becoming  autonomous  and  minimizing 


or  avoiding  conflicts  with  authority  when- 
ever they  could.  Instead  of  being  unduly 
compliant  and  submissive  or  openly  ag- 
gressive and  attacking  toward  parents  or 
parent  surrogates  they  tried  to  get  out  of 
a situation  and  convince  themselves  and 
others  that  they  were  independent.  They 
tried  to  handle  things  on  their  own.  This 
tended  to  make  them  unaware  of  their 
own  resentment  and  aggression  toward 
authority.  Part  of  their  avoidance  of  the 
authoritarian  conflict  was  to  deny  it,  min- 
imize it  or  make  it  unconscious.  They 
then  had  a great  deal  of  accumulated  hos- 
tility or  resentment  which  was  poorly  dis- 
charged and  they  were  themselves  gen- 
erally unaware  of  the  marked  tension. 
They  tended  to  take  things  lightly  and 
put  on  an  appearance  of  casualness  about 
these  problems.  They  tended  to  concen- 
trate on  concrete  values  and  were  not  in- 
trospective, reflective,  self-examining  peo- 
ple. They  were  poor  in  expressing 
thoughts  and  feelings.  They  tended  in- 
stead to  put  them  into  actions  and  dis- 
charge them  through  the  muscular  sys- 
tem. Certainly  physical  activity  is  one  of 
the  easiest  ways  to  discharge  tension. 
They  showed  difficulty  resting,  relaxing 
and  being  quiet.  One  patient  said,  “You 
see,  doctor,  my  nerve  is  in  action,  driving 
a car  and  taking  risks  and  when  I have 
to  stay  still  in  one  place  I don’t  have  any 
nerve  at  all”.  Thus,  these  people  with 
much  hostility,  emotion  and  steam  have 
few  channels  of  discharge.  Motor  activ- 
ity was  the  characteristic  channel. 

Unlike  other  types  of  people  who  have 
been  raised  by  strict  parents  or  been  sub- 
jected by  strict  authoritarian  ideals  these 
people  seem  to  try  to  avoid  and  get  away 
from  authority.  They  do  not  feel  close  to 
the  authoritarian  figures  and  despite  ha- 
tred come  to  depend  upon  them.  When 
they  were  frustrated  in  their  desire  to 
avoid  authority  or  had  to  succumb  to  ex- 
ternal pressures  they  had  a need  to  do 
something  about  it,  quickly  and  impul- 
sively, instead  of  just  keeping  their  anger 
bottled  up  and  boiling  inside  of  them. 
Other  types  of  people  in  such  circum- 
stances may  become  sulky  and  submis- 
sively resistant.  Others  would  become  de- 
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pressed  and  others  openly  would  become 
defiant  and  rebellious.  In  the  face  of 
marked  hostility  two  very  strong  emo- 
tional drives  are  likely  to  emerge.  The 
first  is  to  injure,  hurt  or  revenge  them- 
selves upon  the  offending  authority.  The 
other  is  guilt  and  the  need  to  punish  one- 
self. These  people,  boiling  with  anger, 
show  a need  to  punish  the  offending  au- 
thority and  themselves  simultaneously. 
Repressed  individuals  sometimes  do  this 
quite  consciously  by  suicide.  In  these  peo- 
ple the  process  seems  to  be  without  con- 
scious premeditation.  By  suddenly  hav- 
ing an  accident  they  could  simultaneously 
punish  themselves  and  accomplish  re- 
venge. Injured,  they  could  not  meet  the 
boss’s  demand  for  work  or  the  wife’s  need 
to  support  her.  In  the  bargain  they  might 
make  these  authoritarian  figures  feel  sor- 
ry for  having  frustrated  them,  and  top  it 
off  by  punishing  themselves  with  a pain- 
ful injury. 

The  unconscious  aggressive  tendencies 
directed  against  the  self  explain  the  para- 
dox of  overinterest  in  health  and  avoid- 
ance of  miltilation  and  the  risky  behav- 
iour. Dimly  aware  of  the  drive  to  self  in- 
jury, the  conscious  mind  seeks  to  protect 
them  from  themselves.  When  the  internal 
pressure  is  great  they  fail  in  an  impulsive 
moment. 

Treatment  of  the  Accident 
Prone  Individual 

Theoretically,  by  intensive  psychother- 
apy the  conflict  and  the  accident  as  a type 
of  solution  could  be  changed  and  accident- 
proneness  reduced  or  cured.  Actually,  of 
course,  it  is  not  possible  for  each  of  these 
patients  to  enter  into  a prolonged  psycho- 
therapeutic relationship.  They  are  not 
naturally  introspective  people.  They  do 
not  usually  suffer  from  conscious  psycho- 
logical symptoms,  and  they  do  not  recog- 
nize a need  for  psychotherapy.  Their  con- 
flicts with  authority,  their  need  to  do 
things  for  themselves  and  their  tendency 
to  deny  emotion  makes  them  unlikely 
candidates  for  psychotherapeutic  relation- 
ships. Physicians  who  surgically  or  med- 
ically treat  patients  with  a history  of  re- 


peated accidents  by  tactful  handling  can 
undoubtedly  obtain  the  cooperation  of 
some  of  these  people  for  psychotherapy. 
For  the  others,  can  we  develop  some 
means  of  reducing  the  accident  prone- 
ness ? 

In  view  of  these  discoveries,  the  con- 
clusion is  inevitable  that  the  reduction  of 
motor  vehicle  accidents  requires  among 
other  measures  recognition  and  improve- 
ment of  the  psychological  factors  which 
are  involved.  What  can  the  physician  con- 
tribute to  this  problem?  We  believe  that 
there  are  four  avenues  of  positive  action : 
(1)  Prophylaxis  by  recognizing  and  pre- 
dicting the  likelihood  of  accidents  in  a 
given  patient;  (2)  Treatment  of  the  acci- 
dent patient  with  attention  to  psycholog- 
ical factors;  (3)  Public  education  about 
the  psychological  factors  in  accidents;  (4) 
Research  into  better  understanding  of  the 
problem  with  the  view  of  making  recom- 
mendations to  motor  vehicle  authorities. 

The  prophylaxis  against  accidents  in- 
cludes many  kinds  of  situations.  It  in- 
volves prediction  that  a given  patient  may 
have  an  accident.  This  may  require  ex- 
amination with  this  view  in  mind  or  we 
might  state  that  whenever  a physician  ex- 
amines a patient  his  thinking  might  be 
tuned  to  predisposition  for  accidents. 
When  we  do  a physical  examination  we 
consider  the  present  status  and  also  what 
complications  might  be  expected.  When 
we  discover  a marked  anemia  in  a patient 
we  may  warn  him  to  beware  of  high 
places  because  he  might  be  subject  to 
dizziness.  If  we  note  coronary  sclerosis 
and  in  our  own  minds  predict  an  occlusion 
we  may  warn  the  patient  against  driving 
a car.  If  we  order  certain  medication 
which  we  knowr  may  produce  some  impair- 
ment of  awareness  and  clarity  of  thinking 
we  consider  it  our  responsibility  to  warn 
the  patient.  When  we  find  defective  vision 
or  hearing  it  might  be  wise  not  only  to 
think  in  terms  of  treatment  but  in  terms 
of  what  the  disability  might  do  to  our  pa- 
tient’s ability  to  drive  safely.  In  general 
we  strongly  advise  epileptics  not  to  oper- 
ate any  kind  of  machine  and  we  might 
extend  this  kind  of  prophylactic  thinking 
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to  other  neurological  illnesses  or  somatic 
diseases  that  could  cloud  consciousness. 
In  addition,  however,  it  might  be  some- 
times possible  to  predict  that  our  patient 
is  in  an  emotional  situation  which  might 
predispose  him  to  accidents.  During  the 
examination  of  a patient  for  whatever 
cause,  if  we  get  the  feeling  of  frustration 
and  resentment  toward  authority  and  a 
tendency  to  deal  with  it  by  motor  activity 
we  might  tactfully  inquire  into  our  pa- 
tient’s life  and  gently  point  out  the  vul- 
nerability at  this  time  for  accidents.  I re- 
call a young  man  in  psychotherapy  for 
reasons  that  did  not  have  to  do  with  acci- 
den-proneness.  It  was  known,  however, 
that  in  situations  of  resentment  toward 
authority,  he  tended  to  act  impulsively 
and  many  times  had  injured  himself.  One 
day  during  a therapeutic  session  it  be- 
came evident  that  he  was  extremely  angry 
at  the  psychiatrist  but  was  unable  to  ex- 
press it.  The  psychiatrist  thought  to  him- 
self, “I’ll  bet  he  goes  out  and  hurts  him- 
self.” Unfortunately  the  doctor  said 
nothing  to  the  patient.  The  next  visit  the 
patient  wore  a large  bandage  on  his  hand. 
A knife  had  slipped  while  he  was  carving 
the  roast.  It  was  anger  at  the  physician, 
guilt  because  he  felt  unjustified  at  being 
angry,  and  the  need  to  punish  himself  and 
make  the  doctor  feel  sorry  for  him.  Sev- 
eral months  later  a very  similar  situation 
arose  in  therapy.  This  time  as  the  patient 
left  the  office  the  doctor  quietly  said, 
“Maybe  you  could  express  some  of  your 
anger  toward  me  the  next  time  you  come 
in,  instead  of  going  out  and  hurting  your- 
self.” The  next  visit  the  patient  reported 
that  he  had  several  times  almost  injured 
himself  but  instead  on  each  occasion  had 
under  his  breath  muttered  some  choice 
explicatives  and  felt  angry  toward  the 
psychiatrist.  This  was  the  beginning  of  a 
growth  process  in  which  a new  way  to 
deal  with  resentment  toward  authority 
was  found,  a way  less  self-destructive  and 
less  dangerous  to  fellow  citizens.  There 
are  people  who  become  aware  of  the  com- 
bination of  factors  which  is  likely  to  lead 
to  accidents  and  in  such  circumstances 
they  force  themselves  to  be  cautious.  We 
know  several  such  people  who  do  not  op- 
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erate  their  automobiles  until  these 
stresses  have  been  resolved. 

In  the  treatment  of  any  patients  who 
come  to  us  injured  it  might  be  wise  to 
search  into  the  past  history  of  accidents 
or  into  associated  psychological  factors. 
When  these  appear  we  might  inquire  of 
a patient  if  he  thinks  they  might  be  re- 
lated to  the  injury  he  has  sustained.  In 
this  way  seeds  for  introspection  and  the 
association  of  his  conflicts  and  his  injury 
might  be  sown  in  his  mind.  In  the  really 
accident-prone  individual  discussion  of 
these  factors  or  referral  to  a psychiatrist 
for  treatment  might  be  profitably  initi- 
ated. Psychological  factors  which  precipi- 
tated the  accident  may  also  markedly  in- 
terfere with  treatment  and  rehabilitation. 
Resentment  toward  authority  transferred 
to  the  figure  of  the  physician  may  make  a 
patient  uncooperative.  One  of  Dunbar’s 
patients  insisted  on  moving  a fractured 
arm  prematurely  because  the  physician 
had  ordered  him  not  to.  The  need  to 
make  others  suffer  or  feel  sorry  may  re- 
sult in  a prolongation  of  disability.  These 
patients  are  rarely  conscious  malingerers. 
It  is  not  advantageous  to  treat  them 
roughly  and  increase  their  difficulties  with 
authority.  The  doctor  then  becomes  the 
brutal  parent  and  unreasonable  authority 
and  provides  a further  reason  for  another 
accident.  Exaggerated  guilt  may  produce 
prolongation  of  suffering.  During  the 
convalescent  period  the  physician  has  an 
excellent  chance  to  help  the  patient  recog- 
nize feelings  of  guilt  or  revenge  before 
they  become  repressed  and  unavailable  to 
consciousness.  Discussion,  ventilation  and 
relief  of  some  of  these  strong  feelings 
may  reduce  tension,  decrease  chances  for 
another  accident  and  speed  recovery. 

The  physician  may  aid  in  the  accident 
problem  by  public  education  concerning 
the  psychological  factors.  Although  much 
has  been  done,  more  warning  is  needed 
about  the  effects  of  fatigue,  stimulants, 
alcohol,  drugs,  poor  health,  impaired  eye- 
sight and  deafness.  Repeated  admonitions 
aid  these  ideas  in  becoming  part  of  the 
habitual  thinking  of  the  driver.  In  ad- 
dition, there  is  need  to  make  people 
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aware  of  the  concept  of  accident-prone- 
ness.  As  in  other  psychological  matters 
it  is  often  a long  time  before  a person 
with  a given  neurotic  trait  asks  the  im- 
portant question,  “Am  I one  of  this  kind 
of  person?”  However,  as  more  and  more 
people  hear  about  accident-proneness  as 
a psychological  phenomenon  they  talk 
more  about  it,  think  more  about  it,  and 
finally  may  look  at  themselves  more  crit- 
ically. The  person  with  a long  history 
of  accidents  hearing  others  speak  of  psy- 
chological factors  may  ultimately  ask  him- 
self why  he  has  so  many  accidents.  From 
this  he  may  seek  psychiatric  help,  but 
even  if  he  does  not,  he  may  become  more 
cautious  and  begin  to  recognize  what  sit- 
uations are  dangerous  for  him.  Parents, 
becoming  conscious  of  the  phenomenon  of 
accident  proneness,  may  recognize  it  in 
their  children  and  develop  healthy  ways 
of  dealing  with  it.  Employers  could  trans- 
fer their  accident-prone  employees  to 
safer  jobs  or  being  more  aware  of  con- 
flicts with  authority  in  his  personnel  and 
relieve  them  of  dangerous  jobs  during 
times  of  stress. 

The  final  responsibility  of  the  physician 
in  this  matter  is  to  think  about  it  and 
try  to  formulate  some  ideas.  Ideas  clear- 
cut  enough  to  be  the  basis  for  recom- 
mendations to  employers,  police  or  govern- 
ment officials  may  require  more  knowl- 
edge about  the  subject.  This  implies  that 
we  need  to  understand  and  digest  the  in- 
formation that  research  has  already  of- 
fered us.  Again  the  busy  physician  faces 
the  problem  of  trying  to  ingest  a vast 
amount  of  medical  and  psycho-sociological 
information  which  is  piling  up  in  our  li- 
braries. An  important  source  of  knowl- 
edge, however,  comes  not  from  our  jour- 
nals but  from  listening  to  our  patients  as 
they  reveal  themselves.  Awareness  of  the 
psychological  factors  in  accidents  may 
mean  that  the  doctor  listens  with  a slight- 
ly different  point  of  view  to  his  accident 
cases.  Thinking  in  terms  of  emotional 
forces  makes  it  possible  to  hear  things 
that  we  have  never  heard  before. 

In  addition  there  is  the  need  for  more 
psychological  research  to  better  elucidate 


and  understand  the  emotional  forces  that 
are  involved.  This,  of  course,  requires 
money,  personnel  and  the  other  require- 
ments for  research.  The  first  stage  in  en- 
listing such  facilities  is  public  and  pro- 
fessional interest.  That  is,  there  is  a need 
to  recognize  the  timeliness  of  the  subject. 
We  need  to  sell  the  importance  of  the  idea. 
We  need  positive  propaganda  to  compete 
with  the  people  who  so  effectively  sell 
valueless  ideas. 

The  high  frequency  of  accidents  and 
discussions  of  the  subject  like  this  one 
today  are  vital  in  breaking  ground  for  the 
arousal  of  interest  in  the  human  element 
in  accidents. 

Since  certain  accident-prone  patients 
tend  to  repeatedly  have  similar  kinds  of 
accidents,  a study  of  the  accident  records 
of  the  motor  vehicle  department  might 
reveal  chronic  offenders  who  are  a menace 
on  the  highway.  State  governments  could 
consider  revoking  the  licenses  of  such  in- 
dividuals. Their  resentment  toward  au- 
thority would  thus  be  enhanced,  and  they 
might  have  accidents  in  other  apheres  of 
their  lives.  The  danger  of  this  must  be 
weighed  against  the  danger  to  others  of 
their  accident-prone  driving  tendencies. 
Enforced  psychiatric  treatment  of  acci- 
dent-prone drivers  might  be  considered. 
In  general,  enforced  psychotherapy  of  any 
kind  is  not  likely  to  be  successful  but 
much  of  this  difficulty  might  be  overcome 
by  a tactful  approach  to  these  drivers. 
Worthy  of  consideration  might  be  a stat- 
ute which  required  physical  examination 
of  any  driver  who  was  involved  repeated- 
ly in  an  accident.  This  examination  could 
be  oriented  toward  discovering  medical 
factors  which  might  interfere  with  driv- 
ing and  seek  out  symptoms  of  accident 
proneness.  Those  repeatedly  involved  in 
motor  vehicle  accidents  might  be  required 
to  have  a psychiatric  examination.  When 
more  research  has  been  accomplished  in 
the  field  it  might  be  possible  to  predict 
and  screen  out  the  remarkably  accident- 
prone  individuals  before  the  original 
driver’s  license  is  granted.  Policemen 
might  be  given  an  indoctrination  course 
in  physical  and  psychological  factors  pre- 
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disposing  to  accidents  to  increase  their 
awareness  and  therefore  their  ability  to 
predict.  It  is  not  the  physician’s  role  to 
formulate  legislation.  We  are  not  in  a 
position  with  our  limited  knowledge  to  be 
at  all  dogmatic  or  to  make  any  strong 
recommendations.  We  can  offer  some  of 
the  knowledge  that  has  been  gained  in 
research  in  the  hope  that  some  point  will 
stimulate  thinking  and  broaden  discus- 
sion. It  is  a pleasure  to  participate  in 
such  a constructive  approach  to  a very 
vital  subject. 


THE  PHYSICIAN’S  PART  IN 
HIGHWAY  SAFETY* 

Capt.  C.  Preston  Poore,** 

Dover,  Del. 

At  the  1954  White  House  Conference 
on  highway  safety  President  Eisenhower 
stressed  the  importance  of  rallying  public 
opinion  behind  the  job  of  reducing  traffic 
accidents.  “Much  would  be  accomplished 
with  organized  support  behind  all  agen- 
cies working  to  promote  safety.  If  pub- 
lic opinion  can  be  brought  to  bear,  he 
said,  the  problem  can  be  solved.” 

There  are  many  problems  to  be  met  in 
the  field  of  motor  vehicle  administration, 
and  it  appears  that  one  of  the  basic  lines 
of  attack  is  in  driver  improvement,  and 
in  keeping  unsafe  drivers  from  behind 
the  wheel. 

Fewr  states  receive  large  enough  ap- 
propriations or  manpower  to  examine  all 
new  drivers  and  re-examine  those  eligible 
for  renewal  of  their  license,  hence  the 
majority  of  Delaware  drivers  using  our 
highway  today  have  never  had  a driver 
license  examination. 

The  licensing  problem  is  a huge  one, 
and  a definite  responsibility  is  that  of  the 
state  employee  to  put  only  qualified  driv- 
ers behind  the  wheel  of  our  present  day 
high  powered  vehicles.  Unfortunately,  no 
examination  could  be  devised  which  could 
perfectly  separate  the  drivers  who  will 
have  accidents  from  those  who  won’t.  We 
cannot  even  give  the  best  examination 
that  we  could  work  out.  It  would  simply 
cost  too  much  and  take  too  long  to  give. 

♦Read  before  the  Medical  .Society  of  Delaware,  Dover,  Oc- 
tober 13,  1954. 

♦♦Iliivor  T4ivi«ir»n  T 


Moreover,  many  drivers  who  are  safe  to 
begin  with  grow  careless,  become  dis- 
abled, or  develop  infirmities  with  age.  It 
is  with  the  latter  groups  we  are  concerned 
today  and  seeking  the  cooperation  of  the 
medical  profession  in  removing  many  po- 
tential accident  causes  from  our  high- 
ways. 

In  a recent  magazine  article,  “The  Man 
Behind  The  Wheel”,  by  Leon  Brody,  Di- 
rector of  Research,  Center  for  Safety  Ed- 
ucation, New  York  University,  Mr.  Brody 
refers  to  the  responsibility  of  the  medical 
profession.  “That  the  physician  main- 
tains a frequent  and  close  relationship 
with  the  general  public,  and  as  a matter 
of  cooperation  with  the  licensing  and 
driver  improvement  program  it  is  urged 
that  the  medical  profession  in  cases  of 
acute  and  chronic  illnesses,  advise  their 
patients  of  any  conditions  — and  that 
covers  drugs  and  chemicals  used  in  treat- 
ing these  illnesses  — that  may  endanger 
their  safety  and  the  safety  of  others  on 
the  highway”.  Drivers  must  understand 
that  if  they  are  suffering  from  a mental 
disease,  or  any  disorder  that  may  cause 
momentary  lapse  of  consciousness,  or  the 
loss  of  the  control  of  their  vehicle,  they 
are  endangering  not  only  their  own  lives, 
but  also  the  lives  of  others,  and  should 
forfeit  their  operating  privileges.  If  the 
physician  is  unable  to  solicit  voluntary 
surrender  of  driver’s  license  then  I am 
of  the  opinion  it  is  their  duty  to  report 
those  cases  to  the  Motor  Vehicle  Depart- 
ment along  with  their  recommendation. 
You  will  probably  note  that  I said  along 
with  their  recommendation.  The  reason 
for  this  statement  is  there  could  be  cases 
where  a complete  revocation  of  operating 
privileges  would  not  be  necessary,  but 
rather  that  operating  privileges  could  be 
restricted  or  limited,  i.e.  restricted  to 
operating  during  hours  of  daylight  only, 
operate  in  rural  areas  only,  etc.  There 
are  many  type  restrictions  incidental  to 
the  individuals  capabilities  to  operate 
motor  vehicles  safely  that  can  be  put  on 
driver’s  license. 

The  Motor  Vehicle  Law  21  Delaware 
Code,  Chapter  27,  subchapter  1,  section 
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2706  states:  (1)  The  department  shall 
not  issue  an  operator’s  or  chauffeur’s  li- 
cense to  any  person  who  is  an  habitual 
drunkard  or  is  addicted  to  the  use  of  nar- 
cotic drugs.  (2)  To  any  applicant  who 
has  previously  been  adjudged  insane  or 
an  idiot,  imbecile,  epileptic,  or  feeble- 
minded and  who  has  not  at  the  time  of 
such  application  been  restored  to  com- 
petency by  judicial  decree  or  released 
from  a hospital  and  upon  a certificate  of 
the  superintendent  that  such  person  is 
competent.  (3)  That  such  person  is  af- 
flicted with  or  suffering  from  such  physi- 
cal or  mental  disability  or  disease  as  will 
serve  to  prevent  such  person  from  exer- 
cising reasonable  and  ordinary  control 
over  a motor  vehicle  while  operating  the 
same  upon  the  highways.  Section  2774 
of  the  Motor  Vehicle  Code  under  the  dis- 
cretionary suspension  of  license,  the  de- 
partment may  suspend  the  license  of  any 
person  who  is  incompetent  to  drive  a 
motor  vehicle  or  is  afflicted  with  any  men- 
tal or  physical  infirmities  or  disabilities 
rendering  it  unsafe  for  such  person  to 
drive. 

The  epileptic,  for  example,  has  no  diffi- 
culty in  making  application  for  and  re- 
ceiving Delaware  license.  The  examiner 
has  no  way  of  knowing  the  person  he  is 
examing  is  an  epileptic,  unless,  he  should 
see  them  in  an  actual  seizure,  nor  is  he 
able  to  tell  those  who  are  afflicted  with 
other  mental  or  physical  conditions  which 
would  make  them  unsafe  drivers. 

Under  the  same  Chapter,  section  2720 
of  the  Motor  Vehicle  Code  states:  the  de- 
partment whenever  good  cause  appears, 
impose  restrictions  suitable  to  the  li- 
censee’s driving  ability  with  respect  to 
the  type  of  special  mechanical  control  de- 
vises required  on  a motor  vehicle  which 
the  licensee  may  operate  or  such  other 
restriction  applicable  to  the  licensee’s 
driving  ability  arising  out  of  or  caused 
by  the  physical  defects  or  infirmities  as 
the  department  determines  to  be  appro- 
priate to  assure  the  safe  operation  of  a 
motor  vehicle.  This  section  of  the  code 
gives  authority  to  issue  special  or  re- 
stricted license.  Cases  involving  the  am- 


putation of  limbs  should  be  reported  to 
the  department  for  re-examination  to 
determine  what  restrictions  are  necessary 
to  insure  the  safe  operation  of  motor  ve- 
hicles. It  is  next  to  impossible  for  the 
administrator  to  properly  enforce  the 
provisions  of  the  statute  without  the  full 
cooperation  and  support  of  the  medical 
profession. 

I would  like  at  this  time  to  quote  a few 
figures  from  our  1953  summary  of  motor 
vehicle  traffic  accidents.  In  1953  there 
were  230  traffic  accidents  involving  oper- 
ators over  the  age  of  75.  I am  wonder- 
ing what  percent  of  these  drivers  could 
have  been  under  treatment  for  some 
chronic  or  serious  illness,  of  such  a na- 
ture as  to  render  them  unsafe  drivers? 
How  many  of  these  accidents  could  have 
been  prevented  had  the  driver  improve- 
ment division  been  requested  to  restrict 
or  limit  operating  privileges.  Let  me  as- 
sure you  that  this  is  no  attempt  to  single 
out  this  particular  age  group  as  bad  driv- 
ers, but  rather  an  attempt  to  show  that 
in  proportion  to  total  miles  traveled  their 
accident  rate  is  high. 

In  closing  I would  like  to  state  that  as 
tragic  as  our  accident  picture  is  today, 
all  is  not  lost.  Through  the  cooperation 
and  support  of  all  interested  agencies,  all 
working  toward  one  common  goal,  we  can 
reduce  accidents  and  save  lives. 


SAFETY  EDUCATION  AND  THE  PHYSICIAN* 

J.  James  Ashton,** 
Wilmington,  Del. 

Following  these  two  distinguished 
speakers  I am  probably  in  the  corner,  be- 
cause I listened  to  both  of  them  use  quite 
a number  of  the  facts  and  figures  and 
arguments  that  I had  hoped  to  present  to 
you. 

I had  planned  to  show  you  a ten  minute 
motion  picture  entitled  “Moto-Mania”.  It 
is  an  animated  technicolor  cartoon  pro- 
duced by  Walt  Disney,  which  shows  in  a 
humorous  way  the  serious  aspect  of  high- 
way accidents.  But  time  is  of  the  essence, 
so  I merely  want  to  mention  the  fact  to 

*Read  before  the  Medical  Society  of  Delaware,  Dover,  Oc- 
tober 13,  1954. 

♦^Executive  Secretary,  Delaware  Safety  Council. 
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you  and  tell  you  that  in  addition  to  that 
picture  we  have  in  the  Delaware  Safety 
Council’s  motion  picture  library  approxi- 
mately 85  safety  motion  pictures  dealing 
with  all  the  various  aspects  of  street  and 
highway  safety  problems — the  home,  the 
industrial  plants,  and  almost  any  category 
that  you  would  like  to  see,  including  some 
of  the  safety  angles  in  hunting  and  fish- 
ing. We  also  have  two  16  mm.  sound 
projectors,  that  are  for  loan  throughout 
the  state  of  Delaware.  If  you  would  like 
to  borrow  any  of  the  films  for  any  of  the 
organizations  with  which  you  may  be  af- 
filiated, you  are  certainly  entitled  to  have 
them. 

About  two  months  ago  I had  the  pleas- 
ure of  having  breakfast  in  Chicago  with 
your  Under  Secretary  of  Commerce,  Wal- 
ter Williams.  During  our  breakfast  con- 
versation I learned  from  him  quite  a 
number  of  very  interesting  facts  about 
the  population  of  the  United  States. 

He  pointed  out  the  fact  and  I am  sure 
you  are  cognizant  of  it,  that  Delaware  is 
the  fifth  fastest  growing  state  in  the 
United  States  and  that  it  is  the  second 
fastest  east  of  the  Mississippi.  And  you 
are  also  aware  of  the  fact  that  the  largest 
percentage  of  the  population  growth  is 
occurring  in  rural  New  Castle  County. 

Kent  County,  at  the  present  time,  be- 
cause of  the  Dover  air-base,  is  experi- 
encing some  of  that  growth.  Actually, 
are  you  aware  of  the  fact  — and  I know 
you  doctors  were  there  at  the  very  be- 
ginning — that  one  person  is  added  to 
the  population  of  this  country  every  five 
seconds.  That  includes  immigration,  plus 
births,  minus  deaths,  and  is  a total  gain 
of  one  every  five  seconds.  So  that  you 
can  readily  see  that  in  a period  of  time 
the  population  of  this  country  will  be  very 
much  larger  than  it  is  today. 

At  the  end  of  twenty  years  those  people 
again  are  marrying  and  having  families. 
It  is  like  money  in  the  bank  at  compound 
interest.  So  we  are  going  to  have  an  enor- 
mous population. 

Our  automobile  registration  in  the 
United  States  is  53  million  registered  au- 


tomobiles. And  the  manufacturers  pre- 
dict, and  I believe  quite  accurately,  that 
by  1975,  which  is  not  too  far  away,  the 
registered  automobile  population  in  this 
country  will  be  85  million  automobiles. 

You  are  probably  familiar  with  a pro- 
ject that  is  emanating  from  Washington 
at  the  present  time,  under  the  three  in- 
itials of  PAR,  standing  for  “Project  Ade- 
quate Roads”.  It  is  a federal  program  in 
which  the  federal  people  are  now  at- 
tempting to  secure  the  active  support  of 
the  state  governments  and  state  officials 
to  build  a highway  the  entire  length  of 
the  United  States  at  a cost  estimated 
from  $50  billion  to  $100  billion.  They 
propose  to  do  that  in  a period  of  ten 
years  — spending  approximately  five  or 
ten  billion  dollars  every  year.  And  even- 
tually, when  the  project  is  concluded,  we 
should  have  in  this  country  a highway 
system  that  is  modern  and  capable  of 
handling  the  enormous  population  that 
we  know  we  will  have,  both  in  the  human 
element  and  in  the  automobile  registra- 
tion. 

I listened  to  Dr.  Appel  mention  our  fa- 
talities on  the  basis  of  100,000  population. 
That  is  a very  accurate  way  of  register- 
ing our  automobile  fatalities,  but  did  you 
ever  stop  to  think,  and  think  you  must, 
about  the  situation  in  Delaware?  The  45 
per  cent  fluctuates  from  time  to  time,  but 
it  means  the  average  would  be  that  45 
per  cent  of  all  the  traffic  on  the  main 
arteries  and  the  main  highways  of  the 
state  of  Delaware  is  out  of  state  traffic? 
They  are  people  who  are  moving  through 
our  state.  Now  that  is  equally  true  since 
we  have  completed  the  beautiful  Me- 
morial Bridge,  and  we  have  connected  it 
up  with  the  Chesapeake  Bay  Bridge,  so 
they  have  thousands  and  thousands  of  ve- 
hicles going  through  Delaware,  and  they 
as  I say,  contribute  about  45  per  cent  of 
all  our  fatalities  and  all  our  automobile 
accidents. 

So  whenever  the  statisticians  take  a 
chart  and  compare  the  states  of  the  Union 
and  they  put  the  little  Diamond  State  of 
Delaware  on  a 100,000  population  basis, 
do  you  see  the  licking  we  are  taking?  The 
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average  out  of  state  fatalities  for  all  the 
states  in  the  Union  is  five  per  cent  and 
here’s  the  little  old  state  of  Delaware 
with  45  per  cent! 

When  I speak  to  my  friends  from 
Florida  and  California  they  almost  want 
to  trounce  me  when  1 tell  them  we  have 
a larger  percentage  of  traffic  going 
through  our  state  than  they  have,  and 
they  are  commonly  known  as  the  two  va- 
cation states  in  our  country.  I wanted 
to  point  that  out  so  that  if  you  see  that 
little  black  chart  making  those  compari- 
sons, please  keep  that  in  mind. 

Quite  frequently  another  yardstick  that 
the  statisticians  apply  is  on  the  basis  of 
the  number  of  fatalities  per  mile  — that 
is,  per  million  miles  traveled  — which 
again  is  a very  accurate  way  to  apply  it. 
It  takes  into  consideration  the  exposure. 
In  an  industrial  plant  they  don’t  say  how 
many  fatalities  per  hundred  or  thousand 
employees  alone  — they  also  take  into 
consideration  the  number  of  man  hours 
worked,  which  indicates  the  actual  hours 
of  exposure  to  accident.  And  keep  in 
mind  that  many  of  those  traveling- 
through  the  state  of  Delaware  never  buy 
a gallon  of  gasoline,  so  actually  they  are 
traveling  through  the  state,  and  it  does 
not  reflect  one  mile  when  we  take  the  gas- 
oline tax  receipts  and  figure  out  the  num- 
ber of  miles  and  the  number  of  fatalities 
per  mile  traveled  so,  again,  our  fair  little 
state  takes  a trouncing  on  that  statistic. 

Dr.  Appel  mentioned  that  staggering 
figure  of  nine  and  one-half  billion  dollars, 
which  is  an  accurate  estimate  of  the  total 
cost  of  all  our  accidents  in  the  country 
during  one  year.  That  was  1953.  Now, 
do  you  realize  with  that  money  if  we 
could  apply  it  in  certain  directions,  that 
the  United  States  could  maintain  with 
that  money  100  infantry  divisions,  in- 
stead of  the  18  that  we  are  maintaining 
at  the  present  time?  Do  you  realize  that 
we  could  build  2,700  B-36  bombers  with 
that  money? 

Then,  on  the  civilian  side,  and  this  may 
be  of  particular  interest  to  you,  we  could 
build  1,300  hospitals,  of  500  bed  capacity 


with  that  money.  Or  we  could  build  a 3 
bedroom  $12,500  home  for  800,000  Amer- 
icans. 

I am  trying  to  get  across  to  you  that 
the  economic  problem  is  enormous.  We 
quite  frequently  hear  some  of  our  col- 
leagues and  safety  engineers  say  the  over- 
all subscription  or  membership  from  the 
public  to  support  safety  organizations  in 
the  country  is  just  a little  over  $4  million 
a year.  Yet  our  SPCA,  prevention  of 
cruelty  to  cats  and  dogs  has  a budget  of 
almost  $11  million.  Now  after  all  the 
comments  that  you  read  in  the  papers 
about  dogs,  bird  dogs,  and  kennel  dogs, 
I don’t  want  to  say  too  much  about  dogs, 
but  is  it  indicative  of  the  fact  that  we 
think  more  of  animals  than  we  do  our- 
selves? It  is  really  worth  thinking  about. 

We  spoke  about  educating  the  driver.  I 
would  like  to  mention  to  you,  and  I would 
like  to  extend  to  your  organization  an  in- 
vitation to  put  one  of  your  members  on  a 
committee  of  the  Delaware  Safety  Coun- 
cil which  at  the  present  time  — is  formu- 
lating plans  for  a Youth  Conference  on 
street  and  highway  safety  to  be  held  in 
Dover,  November  6th.  That  Youth  Con- 
ference means  exactly  what  it  says  — it  is 
for  the  teen-agers.  We  adults  can  talk 
about  the  teen-agers  but  they  are  having 
this  conference  in  Dover.  Many  of  the 
state  organizations  are  cooperating,  and 
we  are  asking  those  children,  three  from 
each  high  school  of  the  state  of  Delaware, 
including  the  private  and  parochial 
schools,  to  sit  down  and  go  into  five  differ- 
ent sessions,  with  five  different  subjects, 
and  come  out  with  their  recommendations 
for  how  to  handle  the  teen  age  driver  in 
the  state  of  Delaware.  They  are  going  to 
make  their  own  recommendations  as  to 
what  they  think  is  wrong  with  their  age 
group.  You  all  know  that  the  insurance 
companies  actually  penalize  them,  because 
the  statistics  indicate  that  they  are  in  the 
age  group  that  has  more  than  their  share 
of  street  and  highway  accidents. 

More  than  five  years  ago  I traveled  to 
New  York  and  talked  with  one  of  the  offi- 
cials in  the  Association  of  Casualty  In- 
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surance  Companies,  and  1 said,  “In  the 
state  of  Delaware”  — and  incidentally  we 
were  the  first  state  in  the  Union  to  put 
student  driving  in  to  our  schools  on  a 
state-wide  basis  — “we  have  a number  of 
splendid  graduates  from  this  course.  I 
know  you  are  in  favor  of  it,  because  we 
use  your  textbooks  in  the  schools — Man 
and  the  Motor  Car.  Now,  would  your 
company,  that  embraces  all  the  casualty 
companies  in  the  United  States  be  will- 
ing to,  rather  than  increase  the  rate,  hold 
it  even  to  the  present  figure  or  possibly 
reduce  it,  for  the  bona-fide  graduates  of 
this  course?” 

He  liked  the  idea  very  much.  He  told 
me  later,  however,  that  he  had  studied  it 
carefully,  but  because  the  student  driver 
training  program  did  not  have  sufficient 
national  application  at  that  time,  that 
they  would  not  be  able  to  do  anything 
about  it.  But  today,  two  of  the  insurance 
companies  have  recognized  the  need  for 
some  sort  of  merit  program,  for  the  chil- 
dren who  have  graduated  from  this  splen- 
did safety  course.  If  you  are  the  father 
of  three  or  four  teen  agers  in  your  fam- 
ily it  will  make  a difference  in  your  in- 
surance program  of  something  like  $50 
or  $60  a year. 

The  course  in  the  public  schools  is  free. 
To  give  you  a little  background  of  how 
that  came  about,  the  Delaware  Safety 
Council  pioneered  Student  Driving  in 
1934  and  it  gathered  enough  momentum 
to  actually  break  us,  because  we  are  after 
all  a non-profit  organization  and  we  did 
not  have  much  money. 

Finally,  the  State  Highway  Department 
said,  “We  will  match  you  dollar  for  dol- 
lar.” And  the  program  gained  additional 
value  and  doubled  in  size,  and  again  the 
Safety  Council  was  broke. 

When  I got  back  from  World  War  II 
they  said,  “Jim,  you  visit  every  high 
school  in  the  state  and  get  an  answer  in 
a one-syllable  word  from  everybody  as  to 
whether  they  are  ready  to  put  in  the  driv- 
er program.  In  a much  more  diplomatic 
way  I visited  all  my  good  friends  from 
schools  and  100%  were  in  favor  of  putting 


the  program  in  the  curriculum  and  pay- 
ing the  bill. 

We  recommended  radar  three  or  four 
years  ago.  At  the  present  time  it  is  doing 
a remarkable  job.  It  is  a real  deterrent  to 
speed,  and  as  Dr.  Appel  and  Capt.  Poore 
told  you,  speed  is  one  of  the  principal 
causes  of  our  highway  accidents.  The  ra- 
dar device  is  a very  capable  machine  for 
making  you  think  where  your  speedomet- 
er needle  is  resting. 

We  need  another  machine,  and  I think 
the  medical  association  would  be  of  help 
to  us  in  that.  It  is  a machine  that  would 
be  as  effective  as  radar;  an  Intoxometer 
or  Drunkometer,  whatever  you  want  to 
call  it.  But  it  indicates  rather  conclusive- 
ly whether  or  not  the  person  is  under  the 
influence  of  alcohol.  There  are,  frankly, 
too  many  people  driving  intoxicated  in 
Delaware  and  in  other  states  and  getting 
away  with  it.  It  is  very  discouraging  to 
the  police  force  to  make  a legitimate  ar- 
rest for  drunken  driving  and  when  it  gets 
in  court  it  becomes  a very  minor  charge, 
and  the  drunken  driving  charge  is  thrown 
out  entirely.  It  is  an  easy  thing  to  lick. 
It  is  easy  to  tell  the  lawyer,  “John,  I 
wasn’t  drunk  — I bumped  my  head  on 
the  car  and  staggered  a bit.” 

It  is  really  serious.  There  will  be  a bill 
put  before  the  next  Legislature  asking 
that  the  Intoxometer  be  introduced  in  the 
courts.  The  Police  Department  has  it,  but 
the  evidence  it  gives  them  is  not  admitted 
in  the  courts.  About  34  states  of  the 
Union  have  adopted  it  as  legal  evidence, 
and  it  is  making  some  difference  in  the 
number  of  street  and  highway  accidents. 
Now  we  have  an  inspection  of  automo- 
biles, and  I will  just  quickly  tell  you  that 
the  Delaware  Safety  Council  pioneered  in 
that  mechanical  inspection  of  cars. 

A number  of  our  friends  from  neigh- 
boring states  will  say  “I  don’t  see  a stick- 
er on  your  windshield.  Are  you  so  hea- 
thenish in  Delaware  that  you  don’t  have  a 
car  inspection  campaign?” 

All  we  say  is,  “See  the  license  plate  on 
the  back  of  the  car?  That  is  the  inspec- 
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tion  sticker  — we  have  had  it  for  years.” 

Frankly,  we  like  the  state-owned  and 
state-operated  inspection  much  better 
than  the  average  garage,  and  today  the 
garage  man  likes  it,  too.  He  is  conscious 
of  the  fact  that  you  are  separating  the 
wheat  from  the  chaff  for  him.  The  cars 
that  need  repairs  you  get  after,  and  he  is 
fixing  them.  They  would  be  happy  to  see 
that  come  to  pass  all  over  the  country. 
So  if  we  inspect  their  automobiles,  1 think 
we  should  inspect  the  drivers. 

I think  every  driver  should  periodically 
be  inspected.  I don’t  mean  a rigid  exam- 
ination, but  start  with  a few  fundament- 
als and  as  the  program  gains  momentum, 
build  it  up.  But  my  personal  thinking  is 
that  it  should  not  be  mandatory  for  the 
Motor  Vehicle  Department  to  make  these 
inspections;  I think  the  applicants  for  li- 
cense should  come  from  the  doctor’s  office, 
with  a certificate  certifying  “I  am  phy- 
sically qualified  to  drive  an  automobile.” 
Or,  if  you  have  any  physical  handicap,  so 
indicate  on  the  examination  blank  what 
it  is.  It  would  be  a real  step  forward.  I 
have  never  had  an  examination;  a lot  of 
people  never  had,  and  they  should.  Now, 
we  talk  about  horsepower  and  speed.  A 
lot  of  people  say,  “Why  do  the  manufac- 
turers make  cars  with  so  much  horse- 
power when  the  safety  people  tell  us  it  is 
speed  that  is  the  major  cause  of  all  our 
accidents?” 

The  automobile  manufacturers  are 
caught  in  a competitive  race;  they  would 
be  very  happy  to  get  out  of  the  race.  But 
as  soon  as  one  car  adds  5 h.p.  to  their 
power,  another  car  adds  10,  and  then 
some  other  make  comes  along  and  adds 
15.  They  would  be  glad  to  get  out  of  it — 
but,  keep  this  in  mind,  the  ENO  Founda- 
tion in  Connecticut  is  making  a study  of 
horsepower  vs.  speed.  It  is  not  a complete 
study  at  the  moment  but  they  find  cars 
with  100  to  235  h.p.  — but  all  travel  at 
approximately  the  same  rate  of  speed. 
One  may  get  away  a little  faster  and  may 
sustain  it  a little  easier  on  the  hill,  but 
they  are  all  traveling  at  the  same  rate  of 
speed,  regardless  of  their  horsepower, 
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which  indicates,  I think,  very  conclusively 
that  it  is  not  the  horsepower  in  the  motor 
itself,  it  is  the  driver  behind  the  wheel. 

I happen  to  be  a member  of  the  Na- 
tional Motor  Vehicle  Committee  that 
meets  periodically  in  Washington,  and  one 
of  the  changes  that  we  have  just  recom- 
mended for  consideration,  and  we  hope 
for  adoption  by  the  48  states,  is  that  our 
speed  limits  be  absolute  limits.  In  Dela- 
ware we  have  absolute  limits,  but  in  the 
middle  west  and  the  west  they  have  prima 
facie  evidence  of  speed.  You  can  go  any 
speed  you  want  to,  provided  you  drive 
safely,  and  it  is  killing  an  awful  lot  of 
people,  and  it  is  very  difficult  to  enforce. 
So  the  Committee,  after  much  discussion, 
finanlly  recommended  an  absolute  speed, 
and  they  were  agreeable  to  60  miles  per 
hour,  which  may  mean  an  increase  in 
some  states.  But  they  also  make  this  rec- 
ommendation; that  when  the  speed  is  60 
miles  per  hour  in  the  daytime,  it  be  re- 
duced to  50  m.p.h.  at  night,  because  of 
visibility  and  overdriving  your  head- 
lamps. And  I think  in  a period  of  time 
that  will  be  adopted  by  many  of  the 
states. 

The  Medical  Society  could  help  the  Del- 
aware Safety  Council  and  all  the  organiz- 
ations interested  in  safety  if  through 
your  membership  you  would  make  avail- 
able to  us  a very  brief  report  on  the  num- 
ber of  home  accidents  that  come  to  your 
hospitals  that  require  hospitalization. 

Today  very  few  people  know  the  real 
causes  of  home  accidents.  One  large  hos- 
pital in  Wilmington  cooperated  with  us 
on  that  program  for  over  a year,  and  we 
found  that  the  principal  causes  of  home 
accidents  that  were  hospitalized  in  that 
hospital  were  falls,  and  the  place  of  oc- 
currence happened  to  be  in  the  kitchen, 
and  the  time  of  day  happened  to  be  Sat- 
urday, in  the  afternoon,  and,  believe  me, 
it  involved  more  men  than  women.  So  you 
can  sum  that  up  by  saying  the  cause  of 
home  accidents  were  men  falling  in  the 
kitchen  on  a Saturday  afternoon. 

When  I talk  to  the  City  Federation  of 
Women’s  Clubs,  I always  tell  them,  “For 


Delaware  State  Medical  Journal 


MORE  AND  MORE  PHYSICIANS  ARE  TURNING  Ti 


HYDROCHLORIDE 
TETRACYCLINE  HCI  LEDERLE 


Within  the  first  few  months  of  its  introduction,  Achromycin  was  being  widely 
prescribed.  Each  succeeding  month  has  seen  its  usage  increase  as  more  physicians 
have  come  to  know  and  value  Achromycin  in  its  many  dosage  forms. 

More  than  a year  of  widespread  use  has  established  Achromycin  as  a true  broad- 
spectrum  antibiotic,  well  tolerated  by  both  young  and  old.  It  has  proved  effective 
against  a wide  variety  of  infections  caused  by  Gram-positive  and  Gram-negative 
bacteria,  rickettsia,  and  certain  viruses  and  protozoa.  Compared  to  certain  other 
antibiotics,  Achromycin  provides  more  rapid  diffusion;  it  is  also  more  soluble, 
and,  once  in  solution,  more  stable. 

Truly,  Achromycin  has  become  a major  weapon  in  the  fight  against  disease. 


ERLE  LABORATORIES  DIVISION  am eri cam  Gjanamid company 


Pearl  River,  New  York 


(EG.  U.S.  PAT  OFF. 


128 


Delaware  State  Medical  Journal 


June,  1955 


heaven’s  sake,  if  your  husband  wants  to 
go  fishing  or  play  golf  on  Saturday  after- 
noon, let  him  go  — he  is  much  safer.” 

Your  hospital  is  today  a big  industrial 
institution,  and  you  need  many  of  the 
same  safety  checks  and  safeguards  in  the 
hospital  that  the  industrial  plant  has. 
Many  of  your  hospitals  are  in  good  shape. 
Many  of  them  need  a lot  of  correcting. 
Nursing  homes,  in  particular,  in  Dela- 
ware, and  the  newer  ones,  primarily,  leave 
a lot  to  be  desired. 

What  does  that  do  to  highway  safety, 
which  is  my  subject?  When  you  have  a 
fire  in  the  nursing  home  or  in  the  hospital 
you  have  got  a voluntary  fire  company 
running  at  break-neck  speed  down  the 
highway,  trying  to  get  to  the  fire.  They 
have  a driver  aboard,  and  20  or  30  others 
are  hustling  into  their  cars  from  all  over 
the  country,  to  help  put  out  the  fire.  It  is 
one  of  the  biggest  hazards  we  have  on  the 
highway,  and  a little  preventive  mainte- 
nance back  home  will  prevent  all  that.  I 
hope  I get  that  point  across. 

1 could  go  on  and  on,  but  1 think  prob- 
ably I had  better  stop.  May  I say  as  Man- 
ager of  the  Delaware  Safety  Council  and 
also  as  a member  of  the  Board  of  Direc- 
tors of  the  National  Safety  Council  I am 
sincerely  heartened  to  think  that  the  Med- 
ical Society  of  Delaware  thinks  enough 
about  the  safety  program  to  include  it  on 
your  very  important  program,  and  I want 
to  tell  you  that  if  there  is  anything  we 
can  do  in  the  Delaware  Safety  Council 
to  assist  you  in  promoting  or  advancing 
your  safety  program,  don’t  hesitate  to 
call  on  us. 

Discussion 

of  papers  by  Dr.  Appel,  Capt.  Poore,  and 

Mr.  Ashton. 

Dr.  H.  T.  McGuire  (New  Castle)  : I 
think  the  State  Society  is  showing  a 
proper  attitude  in  adding  such  a subject 
to  our  program  although  I think  it  is  in- 
appropriate that  Mr.  Ashton’s  and  Dr. 
Appel’s  and  Capt.  Poore’s  figures  and 
statements  are  not  rewarded  by  a greater 
number  of  people  being  present.  How- 
ever, I don’t  think  it  is  medical  indiffer- 


ence, but  medical  self-interest,  rather,  and 
being  just  too  busy. 

There  are  many  phases  of  this  pro- 
gram which  are  fundamental  to  medical 
practice  and  to  psychology  and  psychi- 
atry, and  so  on.  It  seems  to  me  the  auto- 
mobile is  the  mechanism  by  which  many 
totally  inadequate  people  — and  I include 
myself  — who  under  the  guise  of  a 125 
h.p.  motor  can  feel  totally  superior  and 
adequate,  give  vent  to  their  feelings  of 
inadequacy  by  taking  a heavy,  high-pow- 
ered vehicle  and  propelling  it  at  great 
speed  along  the  road,  and  also  our  com- 
petitive challenge  to  the  other  fellow  on 
the  road,  if  we  can  display  our  exhibition- 
ism by  beating  him. 

I think  that  two  elements  are  vital  in 
our  traffic  accidents.  They  are  the  human 
factors  — the  human  factor  of  emotional- 
ism of  immaturity,  and  of  attempting  to 
demonstrate  superiority.  Then,  add  to 
that  the  very  human  element  of  common 
discourtesy — discourtesy  at  intersections, 
discourtesy  in  recognizing  the  rights  and 
privileges  of  the  other  man.  These  things, 
it  seems  to  me,  are  fundamental  and  ele- 
mentary in  this  great  problem  of  our 
technological  advancement.  And  they  are 
not  going  to  be  solved  by  engineers. 

There  is  no  question  but  what  your  en- 
gineers can  put  together  a beautiful  and 
highly  engineered  piece  of  machinery,  but 
by  the  same  token  we  can’t  put  together 
or  assemble  or  put  behind  the  wheel  a co- 
efficient of  human  equality.  It  just  is  not 
there.  And  that  is  where  the  training  has 
to  begin.  I am  sure  if  most  of  us  ran  our 
businesses  as  we  run  our  automobiles  we 
would  all  be  broke. 

1 am  in  sympathy  with  what  Mr.  Ash- 
ton says  about  the  wrong  citizens  getting 
caught,  that  many  of  the  people  that  are 
humanly  and  Christianly  motivated  in 
many  areas  will  go  out  and  violate  traffic 
laws,  and  violate  other  people’s  rights. 

Thomas  W.  Ryan,  the  Director  of  the 
New  York  State  Police  spoke  at  the  meet- 
ing they  had  in  New  York  and  I read  of 
it  in  the  New  York  Times.  It  seems  law- 
lessness, failure  of  individuals  to  recog- 
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nize  other  people’s  rights,  and  the  human 
element  of  attempting  to  propel  these  ma- 
chines beyond  our  ability  and  capacity  to 
stop  them,  and  common,  ordinary  dis- 
courtesy, are  the  primary  factors. 

I think  education  is  important.  I would 
like  to  see  this  driver  program  extended 
to  private  schools.  I think  the  kids  in  the 
private  schools  are  as  much  a hazard  on 
the  highway  as  the  public  school  kids  are, 
and  1 think  some  method  should  be  de- 
veloped in  that  direction. 

Dr.  L.  L.  Fitchett  (Milford)  : Any 
disease  that  causes  40,000  deaths  in  a 
year,  any  communicable  disease,  would 
have  long  since  been  met  with  and  con- 
quered, probably,  by  the  medical  profes- 
sion. And  certainly  we  have  here  an  en- 
tity, if  not  a disease,  that  is  causing  40,- 

000  deaths  every  year.  So  I feel  it  is  high 
time,  as  implied  by  this  session  today, 
that  this  thing  be  met  and  discussed,  and 
that  some  solution  come  by  to  cut  down 
this  appalling  death  rate,  not  to  mention 
the  terrific  economic  loss  of  $9  billion 
each  year  to  our  nation. 

Probably  public  education  will  be  the 
greatest  field  that  can  be  brought  to  bear 
upon  this  problem,  as  Dr.  Appel  has  al- 
ready stated.  Who  else  but  the  medical 
doctor  can  step  in  after  the  accidents  and 
talk  with  the  victims?  He  is  the  first  one 
to  see  them  and  the  last  one  to  see  them 
before  they  return  to  their  normal  paths 
of  life.  And  who  else  but  the  medical 
doctor  can  be  in  a better  position  to  cor- 
rect some  of  their  faults  which  may  be  at 
the  background  of  these  accidents.  Who 
else  can  decide,  who  is  in  a better  posi- 
tion to  decide,  if  recommendations  should 
be  made,  or  can  be  made? 

I have  only  two  questions : perhaps 
Capt.  Poore  could  answer  one. 

Are  the  inspection  lav/s  in  Delaware 
rigid  enough?  Do  you  feel  or  do  the  State 
Police  feel,  they  should  be  more  rigid, 
particularly  applying  to  these  recurrent 
offenders? 

And  I am  also  thinking  about  this  — of 
course  it  doesn’t  apply  to  any  here,  but 

1 am  thinking  of  those  over  80  or  75  who 


are  still  driving  on  our  highways.  Do  we 
have  laws  that  could  apply  to  them? 

Capt.  Poore:  No,  sir,  we  did  have  such 
a law,  but  the  Legislature  saw  fit  about 
12  years  ago  to  do  away  with  that  law, 
and  we  don’t  have  any  re-examination 
law  at  all.  No  one  is  required  to  take  a 
re-examination  at  any  time,  so  long  as 
they  have  obtained  a Delaware  license 
and  it  isn’t  revoked  for  cause,  or  sus- 
pended. 

Dr.  Fitchett  : And  I would  like  to  in- 
quire about  the  inspection  of  cars.  Do 
you  feel  that  the  laws  at  present  are  se- 
vere enough  in  those  instances? 

I am  thinking  of  a recent  accident  we 
had  in  Milford,  a fatality,  where  the  driv- 
er was  driving  a car  I suppose  25  years 
old,  that  must  have  passed  the  annual  in- 
spection, but  yet  that  car  apparently 
wasn’t  adequate  to  meet  the  modern  driv- 
ing standards. 

Capt.  Poore:  We  feel  that  our  inspec- 
tion standards  are  adequate,  if  not  better 
than  the  rest  of  the  states,  with  the  ex- 
ception of  New  Jersey,  which  has  state- 
owned  inspection  stations,  the  same  as 
Delaware.  But  they  require  two  inspec- 
tions a year,  whereas  we  require  one. 

You  have  certain  factors  there  to  con- 
sider, such  as  a car  with  two-wheel  brakes 
or  of  great  vintage.  The  law  says  you 
must  be  able  to  stop  within  40  feet,  trav- 
eling at  25  miles  per  hour.  I feel  that  the 
overall  inspection  program  in  Delaware 
is  adequate.  In  fact  I think  it  was  some- 
thing less  than  7 per  cent  of  the  accidents 
that  can  actually  be  tied  to  mechanical 
failure. 

Dr.  Fitchett:  In  the  essays  today 
most  of  the  talk  has  been  aimed  at  cor- 
rection of  the  defects  of  the  driver  him- 
self. A second  phase  is  in  the  correction 
of  the  highway,  itself,  and  Mr.  Ashton 
touched  upon  the  Federal  proposals  of 
the  last  few  months.  The  third  field  is  in 
the  correction  of  the  car,  the  vehicle  it- 
self. And  that  has  just  been  touched 
upon.  I would  like  to  ask  Mr.  Ashton  if 
he  feels  there  is  any  future  in  the  safety 
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suggestions  we  see  occasionally  — that 
is,  the  safety  strap  for  the  front  seat  pas- 
sengers, and  the  installation  of  a wind- 
shield that  will  fly  out  on  the  slightest 
impact,  rather  than  crash  into  the  skull. 
And  the  compulsory  soft  - foam  - rubber 
dashboard,  and  the  door  that  don’t  fly 
open  on  impact,  letting  the  driver  fall  out. 
Is  there  any  future  in  that  type  of  legis- 
lation ? 

Mr.  Ashton  : You  certainly  covered 
the  field,  there.  Yes,  indeed,  the  manu- 
facturers have  worked  diligently  to  im- 
prove the  cars  and  we  honestly  believe 
the  automobile  on  the  highway  today  is 
the  safest  car  we  have  ever  had. 

A couple  of  years  ago  I talked  to  a 
group  of  manufacturers  and  other  safety 
council  managers  and  each  tried  to  ask 
them  some  particular  thing  that  they  had 
not  complied  with  where  we  thought  they 
could.  One  point  I wanted  to  bring  to 
their  attention : as  we  know,  night  glare 
causes  temporary  blindness,  and  a lot  of 
people  while  temporarily  blinded,  have 
accidents.  So  we  asked  the  automobile 
manufacturers  if  they  could  possibly  po- 
larize the  headlamp  lens  so  that  the  glare 
wouldn’t  escape  but  would  be  filtered 
right  there,  and  you  didn’t  have  to  wear 
special  glasses  or  have  a special  wind- 
shield to  eliminate  it,  but  eliminate  it 
right  at  the  headlamp  itself.  They  gave 
us  quite  a long  argument  as  to  why  they 
couldn’t  do  it,  but  1 think  in  some  of  the 
present  plans  they  are  considering  it. 

One  of  the  arguments  they  gave  us  is 
that  they  would  need  a different  electrical 
system  than  they  have  in  the  present  au- 
tomobiles. A lot  of  the  cars  are  going  to 
the  12  volt  batteries  instead  of  the  old  6 
volt,  as  in  the  past,  and  in  that  system 
they  have  in  the  wiring  a potential  to 
eliminate  the  glare  from  the  headlamps. 

The  foam-rubber  on  the  dash  is  a re- 
cent innovation;  we  think  it  is  good.  The 
safety  strap  has  advantages  and  some 
disadvantages.  Some  people  have  been 
burned  to  death  because  the  strap  held 
them  in  and  they  couldn’t  get  them  out. 
So  there  is  an  argument  pro  and  con  on 
that. 


Among  other  factors,  the  brakes  are 
better  than  they  have  ever  been.  The  car 
can  stop  quicker  and  with  more  ease.  I 
believe  the  steering  is  much  easier.  In 
some  cases  it  is  so  easy  the  people  have 
the  impression  you  can  put  your  elbow  on 
the  window  and  the  other  hand  on  the 
ceiling  and  take  one  finger  to  steer  the 
car.  It  is  so  safe  it  is  getting  dangerous. 

As  to  the  windshields  that  go  out  in  a 
crash,  I am  not  to  sure  whether  I would 
rather  have  a slight  fracture  of  the  skull 
or  go  through  the  window  and  lay  on  the 
highway  and  have  a dozen  bones  broken. 

You  mention  the  automobile  fatalities 
at  40,000.  I didn’t  tell  you  in  my  pre- 
dictions that  when  we  have  this  popula- 
tion we  were  talking  about  and  the  85 
million  registered  cars  in  1975,  that  it  is 
also  predicted  that  unless  a downward 
trend  occurs  in  the  automobile  fatalities 
there  will  be  75,000  a year  instead  of  the 
40,000  we  have  at  the  present  time.  So 
you  can  see  we  need  all  the  help  we  can 
get  in  this  accident  prevention  field. 

If  the  doctors  in  the  hopsitals  spent 
more  time  on  accident  prevention,  you 
wouldn’t  have  so  many  charity  cases  to 
take  care  of  when  the  accidents  happened. 

I wanted  to  mention  one  thing:  we 
have  on  our  staff  of  the  Safety  Council 
an  automobile  driving  instructor  who  is 
currently  teaching  student  driver  train- 
ing in  the  private  schools.  I must  admit 
those  private  schools  are  in  the  Wilming- 
ton area.  He  has  a maximum  load  of  150 
students.  That  is  about  all  an  instructor 
can  take  out  behind  the  wheel. 

We  find  it  interesting  that  in  Wilming- 
ton it  takes  an  average  of  eight  hours  to 
train  the  student  behind  the  wheel,  where- 
as in  rural  Dover  it  takes  about  five 
hours.  I think  we  explain  that  by  saying 
that  the  rural  children  are  exposed  more 
to  machinery  than  are  city  students  — 
they  have  a long  lane  and  a back  yard 
and  they  run  the  family  tractor  and  ac- 
quire the  fundamentals  so  much  quicker 
than  do  the  city  children. 

We  are  beginning  to  learn  that  some 
of  the  dads  in  the  country  who  have  had 
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their  license  revoked  for  driving  the  au- 
tomobile are  taking  the  family  tractor  to 
go  to  the  grocery  at  night. 

Dr.  J.  R.  Fox  (Dover)  : I have  a couple 
of  questions.  I would  like  to  know  what 
the  safety  group  feels  about  the  tinted 
windshields  and  glass  inside  the  auto- 
mobile? 

Mr.  Ashton  : That  is  a good  question. 
I am  driving  a car  that  has  tinted  glass. 
Frankly,  I like  it.  It  does  cut  down  on 
your  visibility,  though,  especially  at  night. 
If  you  are  careless  and  let  the  tinted  glass 
get  dirty  with  bugs  or  dust  or  dirt,  etc., 
you  reduce  the  visibility  anywhere  up  to 
35  per  cent.  And  that  was  one  of  the 
factors  in  our  thinking  in  the  Uniform 
Motor  Code  committee  — the  night  speeds 
should  be  reduced.  There  are  certain 
times  in  the  day,  a bright,  sunny  day, 
where  it  is  decidedly  a safety  factor,  and 
again  at  night,  when  it  is  more  of  a haz- 
ard than  a help. 

Dr.  Fox:  Another  question.  I know 
Capt.  Poore,  and  I have  talked  to  him 
about  this  problem  of  re-examination.  1 
am  not  sure  just  where  the  responsibility 
should  lie,  in  my  own  mind,  because  I am 
often  put  in  the  position  of  determining 
whether  a person  should  be  granted  a 
driver’s  license.  I have  often  wondered, 
wouldn’t  it  be  a good  idea  to  have  a visual 
examination  as  a speed  requirement  in 
the  state,  so  if  the  results  of  the  examina- 
tion reveal  that  this  person  can  see  so  and 
so  he  either  meets  the  requirements  or 
doesn’t  — a fixed  requirement,  and  no 
argument  about  it. 

Putting  the  physician  in  the  position 
where  in  his  judgment  the  patient  is  a 
capable  driver  or  is  not  is  not  good  for 
the  physician’s  relationship  with  the  pa- 
tient, because  if  he  doesn’t  get  a license 
you  have  made  an  enemy,  and  you  can’t 
tell  in  the  office  what  this  man  can  see 
on  the  road,  just  because  he  can  read 
your  chart. 

Capt.  Poore  : We  have  been  working 
on  that  program.  We  did  put  in  a stand- 
ard that  the  person  is  not  eligible  if  he 
can’t  get  20/40  vision,  unless  they  get  a 


special  license  on  the  recommendation  of 
their  physician.  We  have  had  cases  where 
the  doctors  themselves  recommend  that 
the  person  be  restricted  to  daylight  driv- 
ing, only;  that  he  should  not  be  driving 
at  nighttime.  We  have  them  under  a re- 
stricted license.  We  require  examination 
of  them  each  year.  But  we  will  not  issue 
a license  to  anyone  in  Delaware  who 
can’t  pass  a 20/40  corrected  vision  test. 
If  they  can’t  meet  the  requirment  we  re- 
fer them  to  their  doctor  by  a card  and  we 
are  guided  by  the  recommendation  of  the 
doctor.  If  he  has  poor  vision  in  the  left 
eye  according  to  the  doctor,  we  call  that 
to  their  attention,  that  because  of  the 
poor  vision  in  the  left  eye  they  will  have 
to  be  rather  particular  in  watching  in- 
tersections to  the  left,  and  so  on.  But  we 
do  have  standards  and  I hope  my  exam- 
iners are  sticking  to  them. 

Dr.  Fox  : I was  wondering  particularly 
about  re-examination.  That  is  my  main 
problem.  We  run  into  people  who  have 
had  a license  for  say  25  years  and  the 
vision  has  deteriorated  in  the  meantime. 
Is  there  a possibility  of  getting  legisla- 
tion passed  whereby  anybody  going 
through  an  optometrist’s  office  is  reported, 
and  when  you  get  a drop  in  vision  at  the 
time  they  are  re-examined  for  new  glasses 
you  will  know? 

Capt.  Poore  : I presented  a bill  at  the 
last  session  for  re-examination  of  the 
driver.  1 hought  it  was  a means  of  get- 
ting it  started — for  re-examination,  only. 
Then  by  presenting  themselves  at  one  of 
the  inspection  lanes  or  with  a certificate 
from  the  doctor  it  would  give  us  a chance 
to  look  them  over,  if  they  had  had  an 
amputation  or  other  injury  since  they  got 
the  original  license. 

A lot  of  states  — Virginia,  for  instance 
— passed  such  a law,  requiring  a test 
prior  to  the  renewal  of  the  license.  But 
I have  got  to  have  support  on  that ; I can’t 
put  it  in  the  legislature  and  simply  say 
I would  like  it.  But  we  could  handle  it 
very  well  if  we  had  support  on  it. 

Dr.  V.  D.  Washburn  (Wilmington)  : 
Mr.  President,  I think  that  you,  as  the 
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President,  and  your  Committee  deserve 
commendation  for  having  added  this  topic 
to  the  program.  The  program  has  been 
interesting  and  instructive  and  has  still 
further  value,  providing  that  we  don’t 
cease  and  desist  further  activities  in  this 
area. 

1 am  of  the  opinion  — and  this  didn’t 
come  today,  of  course,  because  1 was  in- 
terested in  this  subject  last  year,  as  some 
of  you  may  know  — that  this  is  a field  of 
public  relations,  not  only  at  the  level  of 
the  State  Highway  Department  and  at 
the  level  of  the  Delaware  Safety  Council, 
but  also  at  the  level  of  the  medical  pro- 
fession. 

Following  the  issuance  of  the  letter 
that  went  out  from  your  department  with 
regard  to  notification  that  now  it  was 
necessary  for  all  doctors  to  report  cases 
of  epilepsy  there  was  considerable  discus- 
sion among  members  of  the  profession, 
and  in  some  manner  1 may  say  there  was 
some  resentment.  1 recall  having  one 
member  of  our  society  saying  “They  have 
never  defined  epilepsy,  so  I won’t  report.” 
And  I heard  another  member  of  the  pro- 
fession express  resentment  that  a medical 
man  was  required  to  report  on  medical 
problems  to  a layman. 

All  of  that  means  that  we  in  the  medi- 
cal profession  need  to  have  discussions 
such  as  have  occurred  here  today,  fre- 
quently, so  that  we  can  bring  ourselves 
up-to-date  and  in  tune,  and  come  to  real- 
ize not  only  our  responsibilities  to  the 
community  but  also  the  opportunity  that 
we  have  to  contribute  to  the  common 
good.  So  that  first  of  all  1 would  say  that 
one  of  the  lessons  to  be  learned  from  the 
discussion  here  today  is  that  we  must 
make  this  a part  of  our  regular  program 
in  the  medical  profession  so  that  we  will 
come  to  understand  and  to  realize  and  to 
know  of  things  in  an  area  which  normally 
we  don’t  always  think  about.  And  then, 
on  the  other  hand,  at  the  level  of  the 
State  Highway  Department  it  would  be 
very  desirable  that  they  come  nearer  to 
us  or  we  get  nearer  to  the  State  Highway 
Department,  so  that  we  can  exchange  our 


ideas  and  thoughts  and  make  our  contri- 
butions one  to  the  other. 

And,  likewise,  as  an  old-time  member 
of  the  Board  of  Directors  of  the  Delaware 
Safety  Council,  again,  we  need  more  of 
the  Safety  Council  in  our  lives  and  more 
doctors  in  your  activities.  We  would  not 
then  be  talking  just  about  epilepsy,  say, 
we  would  be  talking  about  convulsive  dis- 
orders, and  somewhere  along  the  line, 
after  we  had  more  knowledge  and  educa- 
tion on  our  part,  on  the  part  of  members 
of  the  Society,  eventually  we  could  come 
to  conclusions.  But  presently  we  can  join 
hands  and  convey  to  the  legislators  the 
fact  that  we  need  legislation  that  takes 
off  the  shoulders  of  the  examining  physi- 
cian that  responsibility.  That  is  what 
Dr.  Fox  is  talking  about  — the  onus  and 
responsibility.  If  by  law  we  are  required 
to  report  all  communicable  diseases  or  all 
abortions  that  come  to  our  attention,  we 
no  longer  have  to  defend  ourselves  to  our 
patients  because  “that  is  the  law”.  And 
the  mere  fact  that  you  conceal  where 
your  information  came  from  doesn’t  let 
Dr.  Fox  out,  because  that  patient  is  apt 
to  shrewdly  conclude  that  perhaps  his 
doctor  violated  the  traditions  of  the  pro- 
fession and  released  information  that 
came  to  him  in  his  office.  That  is  the 
thing  we  have  to  face  and  contend  with, 
so  that  this  discussion  here,  today,  indi- 
cates that  we  have  pioneered,  and  I hope 
we  will  continue  to  make  this  a part  of 
our  program.  Out  of  it  we  can  work  more 
closely  in  terms  of  reportable  diseases 
and  in  terms  of  reportable  conditions. 

So  I feel  that  those  of  us  who  have 
stayed  this  afternoon  have  profited  great- 
ly by  this  symposium.  Thank  you. 

Dr.  McGuire:  I think  it  is  our  job  — 
not  by  law,  not  by  regulation  — but  by 
moral  obligation  it  is  our  duty  to  say: 
“Look,  Joe,  you  are  in  bad  shape;  you 
shouldn’t  be  driving  an  automobile.”  After 
all,  who  is  in  a better  position  than  is  the 
doctor  to  say:  “Your  heart  is  bad,  you 
may  have  another  coronary  attack  Thurs- 
day afternoon?”  It  seems  to  me  it  is  a 
moral  as  well  as  a medical  problem  you 
face  every  day,  and  although  we  are 
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“pressurized”  and  the  normal  inclination 
is  to  give  in  to  the  patient,  because  after 
all  we  are  selling  ourselves,  but  here  is 
the  time  we  have  got  to  say  no.  And  I 
think  it  is  as  much  the  responsibility  of 
the  ophtholmologist  to  say:  “Your  vision 
does  not  qualify  you  to  drive”,  and  I think 
it  is  all  right  for  Capt.  Poore  to  say:  “Dr. 
Fox  says  your  vision  is  not  right”.  We 
must  face  the  situation  squarely. 

Dr.  W.  E.  Bird  (Wilmington)  : Refer- 
ence was  made  to  the  drunkometer,  and 
as  to  its  findings  being  used  in  court  as 
evidence.  Before  such  a bill  is  drawn,  if 
you  haven’t  already  done  so,  I would  urge 
you  to  read  the  article  that  Dr.  E.  K. 
Marshall,  Jr.,  world-famous  physiologist 
at  Johns  Hopkins,  wrote  for  the  Balti- 
more Sun  of  October  2,  1954  showing  cer- 
tain pitfalls  in  the  use  of  the  machine  and 
in  the  interpretation  of  its  findings.  I 
don’t  want  to  take  any  of  the  wind  out  of 
your  sails,  but  it  is  not  a 100%  proce- 
dure, so  before  you  stick  your  necks  out 
with  a bill  in  the  Legislature,  it  would 
be  well  to  know  the  facts  that  Dr.  Mar- 
shall presents  and  then  write  your  bill. 


OMENTUM:  ACUTE  SEGMENTAL  INFARCTION 
Due  to  Primary  Torsion 

Oliver  A.  James,  M.D.*, 

Milford,  Delaware 

Segmental  infarction  of  the  omentum 
is  an  interesting  and  unusual  entity.  The 
pathologic  findings,  clinic  course,  and 
treatment  are  alike,  regardless  of  varied 
etiology. 

Secondary  torsion  of  the  omentum  was 
first  described  by  Marchetti,  in  1858. 1 It 
has  been  reported  three  times  as  often  as 
the  primary  type.4  The  phenomenon  is 
associated  with  adhesions  of  the  free  end 
of  the  omentum  to  the  peritoneum.  It  is 
frequently  found  with  inguinal  and  fe- 
moral herniae  (hundreds  of  cases  re- 
ported). It  may  be  contiguous  to  primary 
disease  of  any  abdominal  viscus. 

Primary,  spontaneous  twisting  was  first 
reported  by  Eitel,  in  1899. 2 Up  to  1951 
according  to  Sterling  and  Goldsmith,5  145 


instances  were  recorded.  These  authors 
found  70  reports  in  the  literature,  ob- 
tained 72  through  communication  with 
293  surgeons  in  five  urban  communities, 
and  added  three  of  their  own  cases. 

Etiology:  Several  authors  distinguished 
between  (A)  predisposing  and  (B)  ex- 
citing factors. 

A.  Predisposing  factors: 

1.  Anatomic  variations  of  the 
omentum,  such  as  tongue  like  projections, 
bifid  structure,  or  a longer  right  half. 

2.  Obesity,  with  irregular  distri- 
bution and  accumulation  of  excess  fat. 

3.  Omentitis  of  inflammatory, 
post-traumatic,  or  postoperative  origin. 
This  alteration,  which  according  to  some 
authors  is  always  present,  might  be  fugi- 
tive in  nature  and  not  evident  on  examin- 
ation but  sufficient  to  initiate  torsion. 

4.  Arrangement  of  blood  vessels. 
Omental  veins  are  thin-walled  and  longer 
than  the  artery.  Kinking  of  veins  may 
cause  distention  and  twisting  around  the 
shorter  tense  artery,  initiating  of  itself  a 
persistent  torsion. 

5.  Omental  cyst  or  neoplasms. 

B.  Exciting  factors: 

1.  Trauma 

2.  Hyperperistalsis,  with  re- 
sulting increased  passive  movements  of 
the  omentum. 

3.  Vascular  changes.  Areas  of 
thrombotic  or  embolic  infarction  initiate 
twisting  due  to  increased  weight  of  in- 
farcted  parts. 

Clinical  Features:  They  are  not  dis- 
tinct. The  diagnosis  is  seldom,  if  ever, 
established  preoperatively.  Often,  because 
of  the  signs,  symptoms,  and  laboratory 
findings,  acute  appendicitis,  acute  chole- 
cystitis, or  a perforated  peptic  ulcer  is 
suspected.  Mesenteric  atherosclerosis, 
thrombosis,  or  aneurysm,  aortic  aneur- 
ysm, intraabdominal  apoplexy,  subdia- 
phragmatic  angina,  polyarteritis  nodosa, 
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and  tabic  crisis  must  all  be  considered  in 
differential  diagnosis.  Nausea  and  vomit- 
ing may  be  present.  Abdominal  pain  is 
usually  sudden.  It  may  be  persistent  or 
remitting,  in  any  portion  of  the  abdomen. 
Most  often  the  pain  is  on  the  right  side 
and  in  midportion.  There  is  acute  tender- 
ness and  there  might  also  be  rebound 
tenderness  and  rigidity.  At  times  a palp- 
able mass  is  found.  Fever  and  leukocy- 
tosis are  present. 

Pathology : On  inspection,  a red  dis- 

colored and  indurated  segment  of  the 
omentum  is  found.  Fresh  adhesions  are 
common.  The  diseased  segment  can  vary 
in  size  and  shape  but  is  characteristically 
at  the  free  margin  of  the  omentum,  usual- 
ly on  the  right  side.  Microscopically,  the 
adipose  tissue  is  markedly  congested, 
veins  are  thrombosed,  and  there  is  hemor- 
rhage into  the  fatty  tissue.  The  surface 
of  the  area  is  infiltrated  with  segmented 
leukocytes,  plasmocytes,  and  monocytes. 

Treatment:  That  should  include  remov- 
al of  the  diseased  portion  of  the  omentum. 
A right  rectus  incision  is  mostly  recom- 
mended. The  presence  of  serosanguinous 
fluid  in  the  peritoneal  cavity  and  failure 
to  explain  symptoms  by  other  pathologic 
alterations  should  arouse  the  surgeon’s 
suspicion.  Without  untwisting  the  tor- 
sion, the  pedicle  should  be  ligated  at  its 
base  and  excised  through  healthy  tissue. 
Recovery  is  usually  uneventful. 

Case  1 

White  female,  51  years  old,  admitted 
to  the  Milford  Memorial  Hospital 
(#47763)  on  January  23,  1954.  Chief 
complaint  was  severe  abdominal  pain. 
Present  illness  started  with  a sudden  at- 
tack of  nausea  and  vomiting  two  days 
ago.  This  was  quickly  followed  by  persis- 
tent severe  pain  in  the  right  side  of  the 
abdomen  and  under  the  right  breast.  Sed- 
atives failed  to  relieve  the  pain.  There 
has  been  considerable  vomiting  during  the 
last  24  hours. 

History:  The  family  history  was  non- 
contributory. The  patient  was  hospital- 
ized from  March  27th  until  April  3rd, 


1950  for  similar  symptoms.  At  that  time 
a tentative  diagnosis  of  acute  cholecystitis 
was  made.  A gall  bladder  series  was  en- 
tirely negative.  During  the  past  year  the 
patient  has  had  attacks  of  pain  resem- 
bling the  present  one,  almost  every  month. 
Married  for  25  years,  she  has  had  five 
children  three  of  whom  are  living  and 
well.  Menopause  occurred  in  1943. 

Physical  examination:  Patient  was  of 
small  build  and  was  moderately  well 
nourished.  Blood  pressure  was  110  78 
mm.  Hg.,  pulse  96,  and  respirations  20, 
temperature  100.2°F.  Examination  was 
negative  save  for  the  abdomen.  There 
was  definite  tenderness  from  the  right 
costal  margin  down  to  just  over  McBurn- 
ey’s  point.  There  was  definite  muscle 
spasm  and  rigidity  with  rebound  tender- 
ness. The  question  of  a mass  to  the  right 
side  of  the  navel  occurred.  W.B.C.  16,- 
750,  with  90%  segmented  forms.  Other 
laboratory  tests  were  within  normal  lim- 
its. Preoperative  diagnosis:  acute  chole- 
cystitis with  empyema,  or  acute  appen- 
dicitis with  periappendical  abscess. 

Treatment:  Laparotomy  was  perform- 
ed promptly,  under  spinal  anesthesia.  The 
abdomen  was  opened  through  a short  mid 
right  rectus  incision.  The  gall  bladder 
appeared  normal.  No  calculi  were  palp- 
able. The  appendix  was  medial  to  the  cea- 
cum,  not  adjacent  to  the  omentum.  It  was 
moderately  congested  but  there  was  no 
gross  evidence  of  a suppurative  process. 
The  genitalia  were  atrophic.  The  entire 
digestive  tract  was  examined  and  found 
free  of  masses,  diverticles,  perforating  le- 
sions, or  other  abnormalities.  In  the 
right  upper  quadrant  of  the  abdomen 
there  was  an  altered  portion  of  the  omen- 
tum measuring  about  10  cm.  across.  This 
portion  was  greatly  swollen,  indurated, 
bright  red,  and  gangrenous.  It  was  loose- 
ly adherent  to  the  anterior  abdominal 
wall  and  to  all  adjacent  structures.  The 
gangrenous  portion  of  the  omentum  was 
easily  separated  by  blunt  dissection.  It 
was  doubly  clamped  at  its  pedicle,  cut, 
and  removed,  the  pedicle  was  ligated.  The 
appendix  was  removed  in  the  usual  man- 
ner, with  inversion  of  the  stump  through 
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a purse  string  suture.  The  abdomen  was 
closed  tightly,  without  drainage. 

Postoperative  course:  The  patient  left 
the  operating  room  in  good  condition.  Her 
convalescence  was  uneventful.  Except  for 
the  second  day  when  the  temperature 
reached  99.4°F.,  the  patient  was  afebrile. 
She  w'as  discharged  on  February  1st,  six 
days  after  admission  and  surgical  opera- 
tion. She  was  seen  last  on  October  26, 
1954,  at  which  time  she  felt  well.  There 
had  been  no  further  attacks  of  abdominal 
pain. 

Pathologist’s  report:  — Gross  descrip- 
tion of  specimens:  1.  Portion  of  omentum, 
14  by  7 cms.,  and  3 cm.  One  half  of  the 
tissue  has  normal,  fatty,  yellow  appear- 
ance. The  other  half  is  a bright  red, 
thickened,  and  has  the  character  of  in- 
farcted  fatty  tissue.  On  section,  occluded 
blood  vessels  are  seen.  2.  Appendix,  4 cm. 
long,  0.4  cm.  in  diameter,  embedded  in 
fat.  Its  lumen  is  narrow  but  free.  Its 
wall  is  thick.  The  serosa  and  mucosa  are 
tan  colored.  Microscopic  description:  1. 
First  specimen  consisted  of  partly  normal 
fatty  tissue  and  partly  altered  tissue.  The 
latter  portion  is  diffusely  infiltrated  with 
segmented  leukocytes  and  there  is  album- 
inous exudate  and  diffuse,  recent  bleeding. 
The  architecture  of  veins  and  arteries  is 
normal  but  the  veins  are  distended.  All 
blood  vessels  are  filled  to  capacity  with 
blood.  2.  The  appendix  has  a partly  des- 
troyed mucosa,  a narrow  lumen  which  is 
filled  with  segmented  cells,  and  a thick 
wall  which  is  diffusely  infiltrated  with  seg- 
mented leukocytes.  Diagnosis:  Infarcted 
omentum ; acute  suppurative  appendicitis. 

Case  2 

White  male,  38  years  old,  admitted  to 
the  Milford  Memorial  Hospital, 
(#52170),  November  11,  1954.  Chief 
complaint  was  severe  abdominal  pain  that 
started  suddenly  three  days  ago.  The 
pain  had  persisted  and  been  rather  severe 
in  intensity  without  any  radiation.  Most 
of  his  discomfort  was  noted  when  walk- 
ing. During  the  last  six  hours  he  had 
had  some  nausea  but  no  vomiting. 


History:  The  family  history  was  non- 
contributory. The  past  history  revealed 
he  had  excellent  health  and  had  never  had 
any  previous  attacks.  He  was  overweight, 
weighing  about  240  pounds. 

Physical  Examination:  The  positive 

findings  noted  on  examination  were  defi- 
nite tenderness,  particularly  on  deep  pres- 
sure, in  the  right  lower  quadrant  of  the 
abdomen,  with  no  definite  masses  palp- 
able. Urinalysis  was  negative.  W.B.C. 
10,050,  with  59%  segmented  forms. 

Treatment : He  was  operated  on  very 
shortly  after  admission.  The  abdomen 
was  opened  through  a right  McBurney  in- 
cision and  immediately  there  was  noted 
a small  amount  of  serous  sanguineous 
fluid  in  the  peritoneal  cavity.  At  the  lower 
end  of  the  incision  there  was  a small  por- 
tion of  omentum,  about  3 cm.  across,  dark 
blue  in  color  and  adherent  to  the  anterior 
peritoneum.  This  portion  of  the  omentum 
had  a small  string-like  pedicle  that  went 
up  to  the  main  part  of  the  omentum. 
With  slight  difficulty,  by  blunt  dissection, 
the  discolored  omentum  was  freed,  and 
found  to  have  been  twisted  several  times 
on  its  pedicle,  which  was  about  10  cm.  in 
length  and  1 cm.  in  width.  The  lower  ab- 
domen in  the  region  of  the  ring  was  care- 
fully palpated  and  inspected.  There  was 
no  definite  evidence  of  an  inguinal  or  fe- 
moral hernia.  The  appendix  was  lying 
medial  to  the  cecum,  somewhat  congested 
with  the  superficial  vessels  engorged. 
There  was  no  evidence  of  any  exudate  or 
perforation.  There  was  a small  amount 
of  gas  in  its  proximal  half,  along  with  a 
small  fecalith  in  the  lumen.  The  terminal 
ileum  was  inspected,  and  there  was  no 
Meckel’s  diverticulum.  There  was  no  evi- 
dence of  any  mesenteric  adenitis.  No 
pathology  was  noted  on  palpation  of  the 
upper  abdomen.  The  gall  bladder  could 
not  be  reached.  The  discolored  portion  of 
the  omentum  was  quickly  removed  after 
clamping  the  pedicle  at  its  base  and  ligat- 
ing it.  The  appendix  was  removed  in  the 
usual  manner  and  the  stump  was  inverted 
through  a purse  string  suture.  The  abdo- 
men was  closed  tightly,  without  drainage. 
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Postoperative  course:  The  patient  left 
the  operating  room  in  good  condition. 
Convalescence  was  uneventful.  He  was 
discharged  November  20,  1954.  He  had 
been  afebrile  during  the  last  six  days. 
His  highest  temperature  was  100,  which 
was  on  the  second  post-operative  day.  He 
was  contacted  on  May  10,  1955  and  re- 
ported that  he  felt  fine  and  had  no  further 
trouble  or  attacks  of  abdominal  pain. 

Pathologist’s  Report:  — Gross  de- 

scription of  specimens:  1.  Appendix:  8 
cm.  long,  diameter  0.7  cm.  External  sur- 
face shows  prominent  vascular  markings. 
Appendix  contains  a moderate  amount  of 
bloody  fluid.  Mucosa  is  plicated.  2.  Omen- 
tum : An  elongated  piece  of  lobulated  fat- 
ty tissue.  One  end  is  gray-purple  and 
hemorrhagic,  measuring  3x2x1  cm.  The 
rest  measures  11  cm.  long  with  a diameter 
of  1 cm.  and  is  composed  of  lobulated  glis- 
tening yellow  fat.  Microscopic  descrip- 
tion : 1 . Appendix : Moderate  amount  of 
blood  and  polymorphonuclear  leukocytes 
and  fibrin  in  the  lumen  of  the  appendix. 
Mucosa  is  well  preserved,  with  prominent 
germinal  follicles.  Musclar  and  serous 
coats  are  free  of  any  inflammatory  reac- 
tion. B.  Omentum:  1.  Focal  areas  of 
hemorrhagic  infarction  of  the  omentum, 
tense  polymorphonuclear  leukocytic  reac- 
tion in  the  omental  fat.  Some  of  the  fat 
is  undergoing  degeneration  — typical  of 
an  infarction  of  the  omentum,  probably 
resulting  from  strangulation.  Diagnosis: 
Acute  catarrhal  appendicitis.  2.  Acute 
hemorrhagic  infarction  of  the  omentum. 

Discussion 

The  surgeon  should  be  aware  of  torsion 
of  the  omentum  as  a disease  entity.  He 
should  suspect  this  condition  when  studies 
of  the  gall  bladder,  appendix,  and  other 
abdominal  and  pelvic  organs  fail  to  ex- 
plain the  syndrome  of  severe  acute  ab- 
dominal distress,  particularly  when  there 
is  sero-sanguinous  fluid  in  the  peritoneal 
cavity. 

Summary 

The  incidence,  etiology,  pathology,  clin- 
ical picture,  and  treatment  of  primary 


torsion  of  the  omentum  has  been  dis- 
cussed. Two  cases  are  reported  in  detail. 
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AMA  HOUSE  OF  DELEGATES 
JUNE,  1955 

from  Synopsis  by  Secretary  Lull 

The  Osteopathic  Issue 

The  Reference  Committee  on  Medical 
Education  and  Hospitals  submitted  two 
reports  after  considering  the  recommen- 
dations of  the  Committee  for  the  Study  of 
Relations  Between  Osteopathy  and  Medi- 
cine. The  minority  report,  which  was 
adopted  by  the  House  of  Delegates,  said : 

“One  member  of  the  Reference  Com- 
mittee was  completely  satisfied  that  an  ap- 
preciable portion  of  current  education  in 
colleges  of  osteopathy  definitely  does  con- 
stitute the  teaching  of  ‘cultist’  healing, 
and  is  an  index  that  the  ‘osteopathic  con- 
cept’ still  persists  in  current  osteopathic 
practice.  Since  he  cannot  with  good  cons- 
cience approve  the  recommendation  that 
doctors  of  medicine  teach  in  osteopathic 
colleges  where  ‘cultisnT  is  part  of  the  cur- 
riculum, he  respectfully  makes  the  follow- 
ing recommendations  to  the  House  of  Del- 
egates : 

“1)  That  the  report  of  the  Committee 
for  the  Study  of  Relations  Between  Osteo- 
pathy and  Medicine  be  received  and  filed; 
and  that  the  Committee  be  thanked  for  its 
diligent  work,  and  be  discontinued. 

“2)  That  if  and  when  the  House  of  Del- 
egates of  the  American  Osteopathic  Assoc- 
iation, their  official  policy-making  body, 
may  voluntarily  abandon  the  commonly 
so-called  ‘Osteopathic  concept’,  with  prop- 
er deletion  of  said  ‘osteopathic  concept’ 
from  catalogs  of  their  colleges ; and  may 
approach  the  Trustees  of  the  American 
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Medical  Association  with  a request  for 
further  discussion  of  the  relations  of  Os- 
teopathy and  Medicine,  then  the  said 
Trustees  shall  appoint  another  special 
committee  for  such  discussion.” 

The  majority  report  of  the  reference 
committee,  which  was  rejected  by  the 
House,  made  the  following  recommenda- 
tions : 

“Your  Reference  Committee  after  a 
study  of  the  report  of  the  Committee  for 
the  Study  of  Relations  Between  Osteo- 
pathy and  Medicine  and  the  study  of 
other  evidence  submitted  is  not  completely 
satisfied  that  the  current  education  in  col- 
leges of  osteopathy  is  free  of  the  teaching 
of  ‘cultist’  healing. 

“In  view  of  the  desire  to  elevate  the 
standards  of  teaching  in  colleges  of  osteo- 
pathy, your  Reference  Committee  recom- 
mends approval  of  the  recommendation  of 
the  Committee  that  doctors  of  medicine 
may  accept  invitations  to  assist  in  osteo- 
pathic undergraduate  and  post-graduate 
medical  educational  programs  in  those 
states  in  which  such  participation  is  not 
contrary  to  the  announced  policy  of  the 
respective  county  and  state  medical  as- 
sociations. Such  teaching  services  would 
be  ethical. 

“Your  Reference  Committee  approves 
the  recommendation  of  the  Committee 
that  the  House  of  Delegates  request  state 
medical  associations  to  assume  the  re- 
sponsibility of  determing  the  relationship 
of  doctors  of  medicne,  to  doctors  of  osteo- 
pathy within  their  respective  states  or  re- 
quest their  component  county  societies  to 
do  so. 

“Your  Reference  Committee  recom- 
mends that  a committee  be  appointed  at 
the  discretion  of  the  Board  of  Trustees  to 
confer  with  representatives  of  the  Amer- 
ican Osteopathic  Association  concerning 
common  or  inter-professional  problems  on 
the  national  level.” 

Change  in  Medical  Ethics 

The  Reference  Committee  on  Miscel- 
laneous Business  dealt  with  ten  resolu- 


tions concerning  the  dispensing  of  drugs 
and  appliances  by  physicians.  The  follow- 
ing committee  report  was  adopted  by  the 
House : 

“A  great  many  individuals  appeared 
before  your  committee  in  the  interest  of 
several  resolutions  submitted  to  it  re- 
questing amendment  to  or  deletion  of 
Chapter  I,  Section  8 of  the  Principles  of 
Medical  Ethics,  and  the  bulk  of  your  com- 
mittee’s time  was  spent  on  this  very  im- 
portant and  complex  matter. 

“With  reference  to  this  problem,  the 
following  resolutions  were  considered : 
Nos.  7,  12,  16,  18,  22,  35,  39,  58,  62  and 
73. 

“Your  committee  recommends  that  no 
one  of  these  resolutions  be  adopted  as  sub- 
mitted but  does  recommend  deletion  of 
Section  8,  Chapter  I of  the  Principles  of 
Medical  Ethics  which  now  reads: 

‘OWNERSHIP  OF  DRUGSTORES  AND 
DISPENSING  OF  DRUGS  AND  APPLIANCES 
BY  PHYSICIANS 

‘Sec.  8. — It  is  unethical  for  a physician  to 
participate  in  the  ownership  of  a drugstore 
in  his  medical  practice  area  unless  adequate 
drugstore  facilities  are  otherwise  unavail- 
able. This  inadequacy  must  be  confirmed  by 
his  component  medical  society.  The  same 
principle  applies  to  physicians  who  dispense 
drugs  or  appliances.  In  both  instances,  the 
practice  is  unethical  if  secrecy  and  coercion 
are  employed  or  if  financial  interest  is  placed 
above  the  quality  of  medical  care.  On  the 
other  hand,  sometimes  it  may  be  advisable 
and  even  necessary  for  physicians  to  provide 
certain  appliances  or  remedies  without  profit 
which  patients  can  not  procure  from  other 
sources.’ 

“Your  committee  recommends  that  the 
following  be  substituted  in  lieu  thereof : 

‘DISPENSING  OF  DRUGS  AND 
APPLIANCES  BY  PHYSICIANS 

‘Sec.  8. — It  is  not  unethical  for  a physi- 
cian to  prescribe  or  supply  drugs,  remedies, 
or  appliances  as  long  as  there  is  no  exploita- 
tion of  the  patient.’  ” 

In  reporting  to  the  House  the  chairman 
of  the  Reference  Committee  explained 
that  in  the  opinion  of  the  Committee  the 
Code  of  Ethics  should  be  stated  in  broad 
principles  rather  than  attempt  to  inter- 
pret principles  in  detail.  In  recommend- 
ing the  change  in  Section  8 the  Committee 
emphasized  that  this  section  should  be  in- 
terpreted in  line  with  Chapter  I,  Section 
6,  which  reads : “The  ethical  physician, 
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engaged  in  the  practice  of  medicine,  limits 
the  sources  of  his  income  received  from 
professional  activities  to  service  rendered 
the  patient  ...” 


BOOK  REVIEW 

Hebrew  Medical  Journal 

The  Hebrew  Journal,  under  the  editor- 
ship of  Moses  Einhorn,  M.D.  of  New 
York,  has  marked  its  twenty-seventh  year 
of  existence  by  the  issue  of  two  volumes 
in  1954.  Written  in  Hebrew,  with  English 
summaries,  the  Journal  has  played  an  im- 
portant part  in  the  creation  of  a medical 
literature  and  terminology  in  the  langu- 
age of  the  Bible. 

Volume  1,  1954,  includes,  besides  the 
medical  articles,  a comprehensive  study 
by  Dr.  Z.  G.  Raphaely  of  local  problems  of 
psychiatric  treatment  in  Israel.  In  the 
section  on  ‘‘Historical  Medicine”,  Dr.  L. 
M.  Herbert  describes  the  life  and  work  of 
the  physician,  Rabbi  Jacob  Zahalon,  a re- 
markable personality  in  the  world  of  He- 
brew letters  and  Hebrew  medical  writings 
of  the  seventeenth  century.  His  medical 
encyclopedia  ‘‘The  Treasure  of  Life,” 
published  in  1683,  is  truly  an  epitome  of 
the  medical  knowledge  of  his  day. 

The  section  on  ‘‘Old  Hebrew  Medical 
Manuscripts”  contains  an  enlightening 
treatise  on  the  ‘‘Book  of  Medical  Experi- 
ences”, ascribed  to  Rabbi  Abraham  Ibn 
Ezra  (11th  century)  by  J.  Leibovitz, 
M.D.  of  Jerusalem.  The  systematic  ar- 
rangement of  the  book  into  diseases  and 
symptoms  gives  us  a broad  picture  of  the 
medical  problems  with  which  the  author 
was  faced,  as  well  as  an  idea  about  medi- 
eval pathology  in  general.  The  section  on 
“Talmud  and  Medicine”  contains  a very 
interesting  article  by  Dr.  Benjamin  L. 
Gordon  on  “Medicine  Among  the  Ancient 
Hebrews.” 

Volume  2,  1954  includes  an  exhaustive 
study  on  “Gerontology,  with  Special  Ref- 
erence to  Israel”  by  Dr.  Ch.  Nitzany.  The 
author  points  out  that  although  in  Israel 
the  problem  of  gerontology  seems  to  be 
less  disturbing  at  present,  owing  to  the 
fact  that  immigrants  were  mostly  young 
people,  the  situation  is,  however,  rapidly 
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changing  in  face  of  diminished  immigra- 
tion. 

The  section  on  “Medicine  and  Religion” 
features  an  essay  on  “Sterilization  and 
Eugenics  in  Jewish  Law”  by  Rabbi  I. 
Jakobovits,  the  Chief  Rabbi  of  Ireland. 
The  author  discusses  this  controversial 
issue  in  the  light  of  Jewish  law,  and  also 
presents  the  views  of  early  Christianity, 
the  medieval  church  and  the  contempor- 
ary Roman  Catholic  Church  on  the  sub- 
ject. 

This  current  issue  is  dedicated  to  the 
750th  anniversary  of  the  death  of  Maim- 
onides,  the  renowned  Jewish  medieval 
physician  and  philosopher.  A series  of 
articles  in  this  issue  deals  with  his  life 
and  outstanding  contributions  in  the  fields 
of  medicine  and  philosophy.  A biograph- 
ical sketch  on  Maimonides  is  contributed 
by  Dr.  Moses  Einhorn  who  cites  some  of 
Maimonides’  memorable  maxims  of  what 
makes  a good  doctor:  “Besides  the  power 
to  heal,  a doctor  must  possess  an  indepen- 
dent mind ; Medicine  is  necessary  to  man, 
not  only  when  he  is  sick,  but  also  when  he 
is  healthy ; A doctor  must  be  a whole  man, 
observant,  cautious,  and  attentive  to  each 
patient  on  the  presumption  that  his  case 
is  individual  and  special.” 

Other  articles  on  Maimonides  deal  with 
“The  Influence  of  Religion  and  Philosophy 
upon  Maimonides  as  Physician” ; “Maim- 
onides’ Opposition  to  Occultism”;  and 
“The  Impact  of  Maimonides  upon  Medi- 
eval Writers  in  the  Field  of  Medicine.” 

The  editorial  office  of  the  Hebrew  Med- 
ical Journal  is  at  983  Park  Avenue,  New 
York,  N.  Y. 


MISCELLANEOUS 
Institute  at  Delaware  Hospital 

One  hundred  representatives  of  hos- 
pitals from  as  far  west  as  New  Mexico 
gathered  in  Wilmington  during  the  week 
of  June  6th  to  10th  to  attend  an  American 
Hospital  Association  Institute  on  Methods 
Improvement. 

The  purpose  of  the  Institute  was  to  fa- 
miliarize the  participants  in  tools  and 
(continued  on  page  11+0) 
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In  the  last  issue  various  legislative  mat- 
ters were  discussed  which  have  been  un- 
der consideration  by  the  General  Assem- 
bly in  Dover.  At  this  writing  it  is  import- 
ant to  note  that  Senate  Bill  No.  156,  an 
amendment  to  the  Medical  Practice  Act 
which  consolidates  the  various  medical  ex- 
amining boards,  has  been  passed  by  both 
Houses.  About  this  we  feel  very  happy. 

However,  Senate  Bill  No.  46  was  passed 
over  the  Governor’s  veto.  We  were  op- 
posed to  this  Bill  and  worked  hard  against 
it.  Chiropractors  are  prohibited  by  law 
from  doing  surgery  or  administering 
drugs.  It  is  frequently  necessary  to  use 
surgery,  drugs,  or  other  special  proce- 
dures to  make  correct  diagnosis.  Without 
accurate  diagnosis,  chiropractic  or  other 
cultist  treatments  are  especially  hazard- 
ous and  dangerous  for  the  patient.  There- 
fore, it  is  contrary  to  the  public  interest 


o r i a / + 

to  grant  compensation  to  chiropractors 
under  the  Workmen’s  Compensation  Act 
before  the  Industrial  Accident  Board.  The 
medical  profession  stands  to  lose  very  lit- 
tle. The  chiropractors  will  gain  consider- 
ably. It  is  the  patient,  however,  who  is 
really  the  loser.  Yet  the  chiropractor  is 
not  legally  responsible,  even  if  the  patient 
should  die  through  neglect  or  delay  of 
proper  treatment. 

Our  defeat  in  Dover  in  regard  to  this 
Bill  is  not  in  itself  a catastrophe.  Its  im- 
portance lies  in  that  it  points  up  two  gross 
defects  in  our  present  professional  activ- 
ities. One  is  that  there  is  a crying  need 
among  physicians  to  be  more  cognizant  of 
social  and  legislative  matters.  We  owe  it 
to  our  patients  and  ourselves  to  take  more 
interest  and  responsibility  in  such  mat- 
ters. The  other  gross  defect  is  the  fact 
that  our  public  relations  are  sadly  in  need 
of  improvement.  Some  of  the  difficulty 
about  Senate  Bill  No.  46  was  the  feeling 
of  antagonism  against  all  doctors  on  the 
part  of  a number  of  the  legislators. 

It  seems  imperative,  therefore,  that 
plans  should  be  made  promptly  for  a long- 
term educational  and  public  relations  pro- 
gram. Every  member  of  the  Society  is  re- 
quested to  give  this  matter  serious 
thought.  It  may  be  advisable  for  the 
Council  to  take  action  in  this  regard  be- 
fore next  fall.  Has  the  time  arrived  when 
we  should  employ  a lay  public  relations 
representative?  If  so,  there  must  be  a Li- 
aison Committee  with  whom  the  public 
relations  representative  may  confer.  Such 
a committee  should  be  so  constituted  that 
its  entire  membership  does  not  change 
from  year  to  year.  Continuity  of  policy  is 
essential.  Essential  also  is  the  willingness 
of  each  member  of  the  Society  to  assist  in 
whatever  way  he  or  she  is  best  qualified. 
Furthermore,  it  must  be  realized  that  the 
extra  expense  involved  must  be  born  by 
each  member  in  a form  of  an  extra  annual 
assessment. 

Lewis  B.  Flinn,  M.D. 

President 
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(Continued  from  page  138) 
techniques  that  might  be  used  to  improve 
methods  in  hospitals  and  also  reduce  cost. 

Dr.  Robert  P.  Brecht,  Professor  of  In- 
dustry, Wharton  School  of  Finance,  Uni- 
versity of  Pennsylvania,  set  the  keynote 
of  the  session  on  Monday  morning  when 
he  said  “Anybody  connected  with  or  using 
a managerial  process  should  have  some 
knowledge  of  it.”  Dr.  Brecht  stressed  the 
fact  that  physicians  and  surgeons  admit- 
ting patients  to  hospitals  could  work  much 
more  effectively  if  they  understood  more 
thoroughly  the  managerial  process. 

Vencil  F.  Allman,  Franklin  J.  Hoey, 
Thomas  P.  Roth,  Charles  E.  Shaw,  Jr.  and 
Irving  L.  Lawton,  loaned  by  the  du  Pont 
Company,  conducted  a course  in  “Work 
Simplification”  as  a part  of  the  program. 

R.  R.  Griffith,  Director  of  the  Delaware 
Hospital,  and  chairman  of  the  Committee 
on  Methods  Improvement  of  the  Amer- 
ican Hospital  Association,  was  host  to  the 
Institute. 


Physicians-Pharmacists  Dinner 

The  Second  Annual  Dinner  given  by  the 
Delaware  Pharmaceutical  Society  to  their 
professional  friends  and  associates,  the 
physicians  of  Delaware,  took  place  at  the 
Brandywine  Country  Club  on  May  31, 
1955.  The  guest  register  showed  an  at- 
tendance of  fifty-three  physicians  and 
twenty-two  pharmacists.  After  a cocktail 
hour  a most  delectable  dinner  was  served. 

After  dinner  came  introduction  of  the 
guests  of  honor,  officers  of  the  Delaware 
Pharmaceutical  Society,  and  members  of 
their  Committee  on  Professional  Rela- 
tions. 

President  Landis  E.  Wilson,  acting  as 
toastmaster  introduced  the  first  speaker, 
L.  Earle  Arnow,  Ph.D.,  M.D.,  Vice-Presi- 
dent and  Director  of  Research  of  Sharp 
and  Dohme.  Dr.  Arnow,  choosing  as  his 
subject  “Polio,”  brought  forth  some  inter- 
esting facts,  stating  that  it  appeared  to  be 
an  ancient  affliction  since  evidence  of 
death  by  polio  appeared  among  the  Egyp- 
tian mummies.  Dr.  Arnow  further  stated 
that  approximately  80%  of  the  people  of 
the  United  States  have  polio  before  reach- 


ing the  age  of  21,  but  in  a mild  form,  a 
comparatively  small  percentage  suffering 
paralysis.  Explaining  the  symptoms  of 
the  disease,  following  its  course  in  the 
human  body,  he  then  took  up  the  matter 
of  the  preparation  of  the  Salk  vaccine, 
stating  that  neither  Dr.  Salk  or  any  of 
his  associates  had  ever  claimed  that  this 
vaccine  would  prevent  polio  since  it  v/ould 
not,  it’s  blessings  arising  from  the  fact 
that  it  would  prevent  paralysis  from  polio. 

President  Wilson  then  introduced  Lin- 
wood  F.  Tice,  B.S.,  M.S.,  Sc.D.,  Assis- 
tant Dean  and  Director  of  Pharmacy  De- 
partment, Phila.  College  of  Pharmacy  and 
Science,  member  of  Revision  Committee, 
United  States  Pharmacopoea,  Technical 
Editor,  Pharmacy  International , Presi- 
dent of  the  American  Association  of  Col- 
leges of  Pharmacy,  and  Honorary  Mem- 
ber, Delaware  Pharmaceutical  Society. 

Dr.  Tice  gave  a comparative  review  of 
pharmacy  as  it  was  practiced  at  the  turn 
of  the  century  and  as  it  is  today,  stating 
that  the  need  for  prescription  compound- 
ing by  the  pharmacist  in  his  individual 
prescription  laboratory  is  becoming  less 
and  less  and  will  further  decrease  as  time 
goes  on,  due  to  the  highly  complicated  pro- 
cess of  manufacture  of  present  day 
pharmaceuticals.  He  reviewed  the  pains- 
taking and  meticulous  care  necessary  in 
working  upon  a medicinal  before  admit- 
ting it  into  the  United  States  Pharma- 
copoea. He  dwelt  upon  the  changing  na- 
ture of  the  retail  pharmacist’s  business  in 
dealing  both  with  the  laiety  and  the  phys- 
ician, stating  that  the  number  of  new 
products  released  annually  was  so  great 
as  to  render  it  impossible  for  the  practic- 
ing physician  to  read  all  the  literature 
necessary  to  thoroughly  acquaint  him 
with  it’s  therapeutic  value,  dosages,  etc., 
that  the  pharmacist  should  be  in  a posi- 
tion to  give  to  the  physician  this  informa- 
tion when  called  upon  to  do  so. 

Both  speakers  covered  their  subjects  in 
an  interesting  and  highly  informative 
manner.  It  was  a thoroughly  enjoyable 
occasion,  highly  reminiscent  of  the  fam- 
ous dinners  given  by  the  “Q-S  Club”  some 
thirty  years  ago. 
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PRO-BANTHlNE®  in  duodenal  ulcer 


Dramatic  Remission  of  Ulcer  Pain 


Pain  of  ulcer  is  associated  with 

hypermotility;  the  pain  is  relieved  when  abnormal 

motility  is  controlled  by  Pro-Banthine. 


In  studying'  the  mechanism  of  ulcer  pain,  it  is 
obvious  that  there  are  at  least  two  factors  which 
must  be  considered : namely,  hydrochloric  acid 
and  motility. 

. . our  studies  indicate  that  ulcer  pain  in  the 
uncomplicated  case  is  invariably  associated  with 
abnormal  motility.  . . . 

“Prompt  relief  of  ulcer  pain  by  ganglionic 
blocking  agents  . . . coincided  exactly  with  cessa- 
tion of  abnormal  motility  and  relaxation  of  the 
stomach.” 

Pro-Banthine  Bromide  (/3-diisopropylamino- 
ethyl  xanthene-9-carboxylate  methobromide, 
brand  of  propantheline  bromide)  is  a new,  im- 
proved, well  tolerated  anticholinergic  agent  which 
consistently  reduces  hypermotility  of  the  stomach 
and  intestinal  tract.  In  peptic  ulcer  therapy1 2 
Pro-Banthine  has  brought  about  dramatic  remis- 
sions, based  on  roentgenologic  evidence.  Con- 
currently there  is  a reduction  of  pain,  or  in  many 
instances,  the  pain  and  discomfort  disappear 
early  in  the  program  of  therapy. 


One  of  the  typical  cases  cited  by  the  authors2 
is  that  of  a male  patient  who  refused  surgery 
despite  the  presence  of  a huge  crater  in  the  duo- 
denal bulb. 

“This  ulcer  crater  was  unusually  large,  yet  on 
30  mg.  doses  of  Pro-Banthine  [q.i.d.]  his  symp- 
toms were  relieved  in  48  hours  and  a most  dra- 
matic diminution  in  the  size  of  the  crater  was 
evident  within  12  days.” 

Pro-Banthine  is  proving  equally  effective  in  the 
relief  of  hypermotility  of  the  large  and  small 
bowel,  certain  forms  of  pylorospasm,  pancreatitis 
and  ureteral  and  bladder  spasm.  G.  D.  Searle  & 
Co.,  Research  in  the  Service  of  Medicine. 


1.  Ruffin,  J.  M. ; Baylin,  G.  J. ; Legerton,  C.  W..  Jr.,  and 
Texter,  E.  C.,  Jr.:  Mechanism  of  Pain  in  Peptic  Ulcer, 
Gastroenterology  23: 252  (Feb.)  1953. 

2.  Schwartz,  I.  R. ; Lehman,  E. : Ostrove,  R.,  and  Seibel, 
J.  M.:  A Clinical  Evaluation  of  a New  Anticholinergic 
Drug,  Pro-Banthine,  Gastroenterology  25:416  (Nov.) 
1953. 
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FRAIM’S  DAIRIES 

Qutt/ity  Qiaeltf  £Pioctucfa 
ZiPitice  J9GO 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Del.  Phone  6-8225 


A Store  for  . . . 
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LEIBO  WITZ’S 

224-226  Market  Street 
Wilmington,  Delaware 
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| In  very  special  cases 
1 A very 

| superior  Brandy 

| SPECIFY  ★ ★ ★ 


= THE  WORLD'S  PREFERRED  COGNAC  BRANDY  = 

5 84  PROOF  Schieffelin  & Company,  New  York,  N.Y.  2 

iHiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiHiiimiiiiiiiiiiiiiiiiiiiiiimiiiimim 


To  keep 

your  car  running 

Better-Longer 

use  the 

dependable  friendly 
Services  you  find  at 
your  neighborhood 

Service 


WE  CORDIALLY  INVITE  YOUR  INQUIRY 
for  application  for  membership  which  affords 
protection  against  loss  of  income  from  accident 
and  sickness  (accidental  death,  too)  as  well  as 
benefits  for  hospital  expenses  for  you  and  all 
your  eligible  dependents. 
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Particularly  now . . . 

Why  is  KENT  the  one  I 
fundamentally  different 
filter  cigarette?  1 


The  more  brands  of  filter  cigarettes  that 
are  introduced— the  more  innovations  in 
filtering-  the  clearer  becomes  the  differ- 
ence in  KENT.  Consider  for  a moment  why. 

Only  KENT,  of  all  filter  brands,  goes  to 
the  extra  expense  to  bring  smokers  the 
famous  Micronite  Filter.  All  others  rely 
solely  on  cotton,  paper  or  some  form  of 
cellulose. 


Indeed,  the  material  in  Kent's  Micronite 
Filter  is  the  choice  in  many  places  where 
filter  requirements  are  most  exacting. 

With  such  filtering  efficiency,  it  is  under- 
standable why  KENT  with  the  Micronite 
Filter  takes  out  even  microscopic  particles 
— why  K ENT  is  proved  effective  in  impartial 
scientific  test  after  test. 

Taste  will  tell  the  rest  of  the  story. 


For  Kent's  flavor  is  not  only  lighl 
mild.  It  stays  fresh-tasting,  cigarethl 
cigarette. 

May  we  suggest  you  evaluate  KEi'l 
yourself,  doctor?  We  firmly  believ(  ■ 
with  the  first  carton,  you  will  reao(| 
same  conclusion.  As  always,  then  s 
difference  in  KENT.  And  now  mon  l< 
ever  before. 


with  exclusive 

MICRONITE 

FILTER 


"KENT"  AND  "micronite”  ARE  REGISTERED  TRADEMARKS  OF  P.  LORILIAR 
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Prompt  institution  of  therapy  with  such  well-tolerated  and  effective  agents 
as  Terramycin,®*  Tetracyn®!  or  penicillin  rapidly  controls  infections  due 
to  susceptible  organisms.  Other  measures  contributing  to  shorter  illness 
and  faster  recovery  include  stress  fortification  of  the  patient  with  therapeutic 
amounts  of  the  B-complex,  C and  K vitamins,  recommended  by  the  National 
Research  Council  for  routine  use  during  the  stress  of  severe  infection  or  injury. 

•brand  of  oxytetracycline 
tBRAND  OF  TETRACYCLINE 


PFIZER  LABORATORIES,  Brooklyn  6,  N.  Y. 
Division,  Chas.  Pfizer  & Co.,  Inc. 


there  a doctoi 
the  house? 


There  certainly  is  in  our  house. 

Where  there  is  activity  against  cancer,  there 
is  the  physician.  It  is  no  secret  to  any  of  you 
that  the  doctor  contributes  long  hours  to  the 
needy  cancer  patient  in  clinics,  in  hospitals, 
in  homes.  It  is  your  office  of  which  we  boast 
when  we  say  “every  doctor’s  office  a cancer 
detection  center.” 

Less  well  known  is  the  fact  that  hundreds 
of  your  colleagues,  as  directors  of  the  Amer- 
ican Cancer  Society  nationally,  in  Divisions, 
and  with  Units,  bring  the  best  medical 
thought  to  our  attack  on  cancer  by  educa- 
tion, by  research,  and  by  service  to  patients. 
The  entire  professional  education  program 
is  planned  for  doctors  by  doctors. 


The  occasion  for  this  brief  salute  is  April, 
the  Cancer  Control  Month.  This  year,  1955, 
marks  the  tenth  anniversary  of  the  reorgani- 
zation of  the  American  Cancer  Society  and 
the  launching  of  the  post-war  attack  on 
cancer.  Much  has  been  achieved  — far  more 
remains  to  be  done. 


American  Cancer  Society 


We  are  grateful  for  your  help  in  the  past— 
and  we  rely  on  your  continued  support.  We 
count  heavily  on  the  doctor  in  our  house. 
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Upjohn 


Rheumatoid  arthritis, 

rheumatic  fever, 
intractable  asthma, 
allergies . . . 


Supplied: 

5 mg.  tablets  in  bottles  of  50 
10  mg.  tablets  in  bottles  of  25,  100,  500 
20  mg.  tablets  in  bottles  of  25,  100,  500 

•REGISTERED  TRADEMARK  FOR  THE  UPJOHN 
BRAND  OF  HYDROCORTISONE  (COMPOUND  F) 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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“...prudent  quantities  of  wine  may  add  greatly  to  the 
pleasures  of  the  table,  to  the  physical  comfort  and  to  the 
mental  serenity  of  the  aged,  as  well  as  to  the  generalized 
physical  and  mental  ease  of  the  convalescent.”* 
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The  above  excerpts  are  taken  from  the  new  brochure 

'USES  OF  WINE  IN  MEDICAL  PRACTICE” 

Recent  research  findings  on  the  chemical  and  medical  attributes 
of  wine  are  summarized  in  this  concise,  informative  booklet. 

A copy  is  available  to  you  — at  no  expense  — by  writing  to: 

WINE  ADVISORY  BOARD,  717  MARKET  STREET,  SAN  FRANCISCO  3,  CALIFORNIA 

*"Uses  of  Wine  in  Medical  Practice" 
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It’s  well  past  midnight.  Again. 
And  still  her  night  keeps 
ticking  away:  no  sleep  ...  no 
rest ...  no  sleep  ...  no  rest. 

If  she  were  your  patient,  you’d 
relieve  her  insomnia  with  — 


short-acting  N E BUTAL 


A dose  of  only  % to  1-gr. 
is  enough  to  erase  anxiety, 
worries,  tension.  And  to  induce 
drowsiness,  followed  by 
refreshing  sleep.  With  short- 
acting Nembutal,  there  is 
little  drug  to  be  inactivated, 
short  duration  of  effect,  wide 
margin  of  safety  and  little 
tendency  toward  morning-after 
hangover.  Which  is  why: 
in  equal  doses,  no  other 
barbiturate  combines  quicker, 
briefer,  more  profound  effect. 


CLBr&ott 


©(PENTOBARBITAL,  ABBOTT) 
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‘ANTEPAR’ 


for  "This  Wormy  World" 


PINWORMS 


Baynard  Optical 
Company 


Prescription  Opticians 


We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5TH  AND  MARKET  STS. 
WILMINGTON,  DELAWARE 


ROUNDWORMS 


'SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

TABLETS  OF  'ANTEPAR' Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg. , Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


JOHN  G.  MERKEL 
& SONS 

y.u'cian.i 

ta/o  iy — >-«/«</  SPu/i/t/ie* 


PHONE  4-8818 


801 


N.  Union  Street 


Wilmington,  Delaware 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 


J 
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e maintain 
prompt  city-wide 
delivery  service 
for  prescriptions. 

r\i* 

CAPPEAU’S 

Drug  Store  of  Service 

DELAWARE  AVE.  at  DUPONT  ST. 

Dial  6-8537 


Physicians’  and  Surgeons’ 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  W hich  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  8-6471 


If  it’s  insurable  we  can  insure  it 


Results  With 


ANTE PAR 


y* 


against 


PINWORMS 


In  clinical  trials,  over  80%  of  cases  have 
been  cleared  of  the  infection  by  one  course 
of  treatment  with  ‘Antepar.’ 

Bumbalo,  T.  S.,  GusLina,  I1'.  J., 
and  Oleksiak,  R.  E. : 

J.  Pediat.  44 : 38(5,  1954. 

While,  R.  H.  R.,  and 
Standen,  0.  I). : 

Brit.  M.  J.  2:755,  195:5. 


against 


ROUNDWORMS 


“Ninety  per  cent  of  the  children  passed  all 
of  their  ascarides  ...” 

Brown,  II.  W. : 

Pediat.  45:419,  1954. 

SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 


‘TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg.,  Scored 
Bottles  of  100. 


Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
JZH  Tuckahoe,  New  York 
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about 

46  CALORIES  fl 

per  1 8 gram  slice 


bread 


INGREDIENTS 


WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 


Under  License  By  National  Bakers  Services,  Inc.,  Chicago 


Foot-so-Port 
Shoe  Construction 
and  its  Relation 
to  Weight 
Distribution 


• Insole  extension  and 
of  heel  where  support  is 

• Special  Supreme  rubber  heels  are  longer  than 
most  anatomic  heels  and  maintain  the  appearance 
of  normal  shoes. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

• Foot-so-Porf  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  orthopedic  advice. 

• Over  nine  million  pairs  of  men's, women's  and  chil- 
dren's Foot-so-Port  Shoes  have  been  sold. 

• By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio,  club 
feet  and  all  types  of  abnormal  feet  than  any  other 
manufacturer. 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 


EVERYTHING  NEW  IN  DRUGS 

FOR  DOCTORS  ONLY! 

t 61380  4 

6-1380  is  Brittingham’s  unlisted  telephone  number  for 
the  use  of  doctors  only  . . . Phone  your  prescriptions  to 
us  and  we  will  deliver  them  by  fast  motorcycle  to  any 
point  in  the  city  or  suburbs  . . . No  charge,  of  course! 

BRITTINGHAM’S 

PHARMACY 


MEDICAL  ARTS  BUILDING 
FAIRFAX  SHOPPES 


DELAWARE  TRUST  BUILDING 
EDGEMOOR 
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A service 
from 
Sealtest 


We  have  added  to  our  staff  a 
trained  individual  whose 
sole  responsibility  is  to 
supply  the  medical  profes- 
sion with  proper  milk  infor- 
mation . 

Whenever  there  is  anything 
you  would  like  to  know  about 
milk  or  dairy  products,  all 
you  need  do  now  is  call  L0- 
cust  7-4024  in  Philadelphia 
and  ask  for  Mr . Louis  A . 
Goebel . 


Or  drop  him  a line  c/o  Sup- 
plee -Sealtest , Lincoln-Lib- 
erty  Bldg.,  Philadelphia  7. 
Mr.  Goebel  has  been  in  train- 
ing nearly  a year,  gathering 
answers  to  questions  you 
might  want  to  ask.  He  brings 
you  the  latest  information 
available  from  special 
courses  at  Pennsylvania 
State  College,  from  local 
hospitals,  from  Sealtest's 
own  Long  Island  laboratory, 
and  from  many  sessions  with 
doctors  and  the  staffs  of 
medical  publications. 

He  offers,  too,  special  tours 
of  the  most  modern  milk  proc- 
essing plant  in  the  world  -- 
Supplee's  Tabor  Avenue 
plant.  This  informative  tour 
augments  discussion  sessions 
which  can  be  arranged  for  any 
pre-medical  and  pre-dental 
groups,  for  nurses,  techni- 
cians and  dieticians. 
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restore 

HABITTIME 

of  bowel  movement 


Back  to  first  principles  for  REAL  BREAD 


The  makers  of  Pepperidge  Farm  Bread  be- 
lieve in  fresh  natural  ingredients  for  nutri- 
tionally valuable  and  taste -pleasing  bread. 

So  the  flour  for  our  Whole  Wheat  Bread 
is  stone-ground  in  our  own  grist  mills — con- 
tains the  wheat  germ  and  all  the  natural 
goodness  of  the  whole  grain.  And  we  use 
whole  milk,  sweet  cream  butter,  yeast  and 
unsulphured  molasses  to  make  our  bread. 


We  offer  White  Bread,  too  — made  with 
unbleached  flour,  dairy-fresh  ingredients. 

We  suggest  that  Pepperidge  Farm  Bread 
deserves  a place  on  your  table. 


For  information  about  our  special  salt- 
free  Bread,  please  write  to  me. 


PEPPERIDGE  FARM  BREAD 

NORWALK.  CONNECTICUT 
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George  T.  Tobin  & Sons 

BUTCHERS 


NEW  CASTLE,  DELAWARE 

Phone  N.  C.  3411 


PATRONIZE 

OUR 

ADVERTISERS 


a <f,aad  feuy  in 

public  nelatian4 

TODAY’S  HEALTH 

America' 4,  authentic 
JlealUt  mafyGfyine. 


Special  half-price  rates  for  physi- 
cians, interns,  medical  students. 


...from  Two 
Outstanding  Cases 


BORN  1820... 

STILL  GOING  STRONG 


JOHNNIE 


fpUKER 


BLENDED  SCOTCH  WHISKY 


RED  LABEL  • BLACK  LABEL 

Both  86.8  Proof 


Johnnie  Walker  stands  out  in  its  devotion  to 
quality.  Every  drop  is  made  in  Scotland.  Every 
drop  is  distilled  with  the  skill  and  care  that 
come  from  generations  of  fine  whisky-making. 
And  every  drop  of  Johnnie  Walker  is  guarded 
all  die  way  to  give  you  perfect  Scotch  whisky . . . 
the  same  high  quality  the  world  over. 


CANADA  DRY  GINGER  ALE.  Inc.,  New  York.  N.  Y.,  Sole  Importer 
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Enjoy  instant , plentiful  hot  wafer 


For  downright  convenience, 
comfort  and  health  of  your 
family  — you  should  have 
an  ample,  reliable  supply 
of  hot  water!  With  an  Auto- 
matic Gas  Water  Heater  in 
your  Home,  you’re  sure  of 
all  the  hot  water  you  want, 
when  you  want  it.  For  light- 
ening household  tasks, 
bathing,  cleaning,  dish- 
washing,  laundering  and 
many  other  uses.  Besides,  you  save  time  and 
worry,  for  you’re  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation  of 
an  Automatic  Gas  Water  Heater  in  your  home  now. 
Ask  your  Plumber,  or  stop  in  to  see  us. 


DELAWARE  POWER  £ LIGHT  CO. 


With  an  Automatic  Gas 

WATER  HEATER 
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Why  so  many 
physicians 


SPECIFY 


Pablum  Rice  Cereal 
Pablum  Barley  Cereal 
Pablum  Oatmeal 
Pablum  Mixed  Cereal 


MARY  LOU  likes  Pablum 
Oatmeal.  Since  she  has  been 
eating  Pablum  Cereals  her 
growing  appetite  is 
satisfied  longer. 


BARBARA — like  other  children 
— enjoys  all  four  Pablum® 
Cereals.  Each  variety  tempts 
her  awakening  taste  buds. 

Pablum  Cereals  are  scientifically 
packaged  to  insure  freshness. 

The  'Handi-Pour’  spout  is  an 
extra  convenience  for 
busy  mothers. 


TOMMY  started  on  Pablum 
Rice  Cereal  at  the  age  of  2 
months.  He  likes  its  smooth 
texture  (all  Pablum  Cereals 
are  smooth).  Pablum  Cereals 
give  him  plenty  of  iron — 

Vi  oz.  supplies  4.2  mg. — 
to  help  prevent  iron 
deficiency  anemia. 


DIVISION  OF  MEAD  JOHNSON  & COMPANY 
EVANSVILLE,  INDIANA.  U S. A. 
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In  streptococcus, 
staphylococcus, 
pneumococcus  infections-  ILQl  lLlN 

V *“T7rYTHROMYCIN.  LILLY)  ’ 

in  over  80  percent  of  all 
bacterial  infections 

you  encounter  ... 


(ERV 


FIRST1 


mm  i 


normal  living  for.  . . 


at  work  and  at  play 


adults  should  be  encouraged 
to  work... and  every 
effort  should  be  made 
to  keep  children  in  school. 
With  accurate  diagnosis 
and  proper  treatment, 
the  majority  of  epileptics, 
like  the  diabetics,  can  carry 
on  a normal  life. 


DILANTIN®  SODIUM 


a mainstay  in  anticonvulsant 
therapy,  alone  or  in 
combination,  for  control  of 
grand  mal  and  psychomotor 
seizures — 

with  the  added  advantages 
of  greater  safety  and  of  little 
or  no  hypnotic  effect. 


DILANTIN  Sodium  is  supplied  in  a variety  of  forms  -- 
including  Kapseals®  of  0.03  Gm.  (%  gr.)  and  0.1  Gm. 
(1 % gr.)  in  bottles  of  100  and  1,000. 


wiyMmy 


DETROIT,  MICHIGAN 
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DOCTOR,  here’s  a question  and  an  answer  you  may 
find  useful  when  patients  ask  about  cigarettes: 


What  do  Viceroys 
do  for  you  that  no  other 
filter  tip  can  do  ? 


ONLY  VICEROY  GIVES  YOU 


IN  EVERY  FILTER  TIP 


TO  FILTER-FILTER-FILTER 
YOUR  SMOKE 
WHILE  THE  RICH-RICH 
FLAVOR  COMES  THROUGH 


These  filter  traps,  doctor,  are  com- 
posed of  a pure  white  non-mineral 
cellulose  acetate.  They  provide 
maximum  filtering  efficiency  with- 
out affecting  the  flow  of  the  smoke. 


And,  in  addition,  they  enhance  the 
flavor  of  Viceroy’s  quality  tobaccos 
to  such  a degree  that  smokers  re- 
port they  taste  even  better  than 
cigarettes  without  filters. 


fZrt  Viceroy 


WORLD'S  MOST  POPULAR  FILTER  TIP  CIGARETTE 


ONLY  A PENNY  OR  TWO  MORE  THAN  CIGARETTES  WITHOUT  FILTERS 


m' 


Viceroy 

filter  ejip 

CIGARETTES 

KING-SIZE 
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TENSION  AND  HYPERTENSI 


without 


(reserpine  ciba) 

talline  alkaloid  of  rauwolfia  root 
irst  identified,  purified  and  introduced  by  CIBA 


In  anxiety,  tension,  nervousness  and  mild  to  severe  neu- 
roses—as  well  as  in  hypertension— SERPASIL  provides 
a nonsoporific  tranquilizing  effect  and  a sense  of  well- 
being. Tablets,  0.25  mg.  (scored)  and  0.1  mg. 


CIBA 


SUMMIT. 


New!  SERPASIL®  ELIXIR 

Each  4-ml.  teaspoonful  contains  0.2  mg.  of  Serpasil 
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Meat . . . 


• • • 


and  the  Problem  of 

Senile  Osteoporosis 


under  the  still-persisting  influence  of  the  mistaken  "health 


legends"  of  former  days,  many  older  people  tend  to  eat  less  meat  and 
other  nutritionally  valuable  protein  foods  than  they  should;  thus,  the 
osteoporosis  that  occurs  naturally  in  the  aging  body  may  be  unduly 
augmented.1 

A balanced  diet  supplying  optimal  amounts  of  protein  is  essential, 
and  appears  to  be  useful  in  preventing  and  in  slowing  the  progress  of 
osteoporosis  in  senile  persons.  Adequate  protein  intake  is  instrumental  in 
supporting  osteoblastic  activity  so  necessary  for  production  of  osseous 
matrix.  "When  osteoporosis  is  present,  the  prime  objective  is  an  adequate, 
high  protein  diet  (a  gram  or  more  [of  protein]  per  kilogram  of  body 
weight),  to  aid  in  building  bony  matrix  for  osteoblastic  activity.”1 

Meat  constitutes  one  of  the  most  important  sources  of  protein  in  the 
nutrition  of  the  aged.  Meat  offers  biologically  effective  protein — effective 
in  the  maintenance  as  well  as  the  reconstruction  of  wasted  or  damaged 
tissue.  Its  natural  content  of  B vitamins  and  of  essential  minerals  not 
only  helps  to  supply  the  daily  needs  for  these  nutrients,  but  is  necessary 
for  the  proper  utilization  of  amino  acids.2 

The  appealing  taste  of  meat,  its  appetite-stimulating  quality,  and  its 
almost  complete  digestibility  also  are  important  in  geriatric  nutrition. 


1.  Rechtman,  A.  M.,  and  Yarrow,  M.  W.:  Osteoporosis,  Am.  Pract.  & Digest  Treat. 

5:691  (Sept.)  1954. 

2.  Cannon,  P.  R.;  Frazier,  L.  E.,  and  Hughes,  R.  H.:  Factors  Influencing  Amino 
Acid  Utilization  in  Tissue  Protein  Synthesis,  in  Symposium  on  Protein  Metabo- 
lism, New  York,  The  National  Vitamin  Foundation,  Inc.,  1954,  pp.  55-90. 


The  nutritional  statements  made  in  this  advertise- 
ment have  been  reviewed  and  found  consistent  with 
current  medical  opinion  by  the  Council  on  Foods 
and  Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago  . . . Members  Throughout  the  United  States 


ntnouncing 

HE  SECOND 
[EW 

RYSTALLINE 

CORTICOSTEROID 


PREDNISOLONE.  SCHERING  (METACORTANDRALONE) 


HSCOVERED  AND 
NTRODUCED  BY 


■fliarargiiTfi'gaFiiareBEiri 


IB^HiiiiT  i ilifs  f?  I i 3 Bf«Til 


[iijSiiae&najL^i 


PRF.DNISOIJONE 


;ndralon( 


; Wairii 


Meticortelone  is  now  available  as  5 mg.  buff-colored  tablets,  bottles  of 
30  and  100.  In  the  treatment  of  rheumatoid  arthritis,  dosage  of 
Meticortelone  begins  with  an  average  of  20  to  30  mg.  (4  to  6 tablets) 
a day.  This  is  gradually  reduced  by  2 Vi  to  5 mg.  until  maintenance  dosage, 
which  may  be  between  5 to  20  mg.,  is  reached.  The  total  24-hour  dose 
should  be  divided  into  4 parts  and  administered  after  meals  and  at  bedtime. 
Patients  may  be  transferred  directly  from  hydrocortisone  or  cortisone  to 
Meticortelone  without  difficulty. 


first  of  the  new  Schering  corticosteroids 

METICORTEN 

PREDNISONE,  SCHERING  (METACORTANDRACIN) 

• replacing  the  older  corticosteroids 

in 

rheumatoid  arthritis 
intractable  asthma 
other  collagen  diseases 

• more  active  than  hydrocortisone  or  cortisone 
milligram  for  milligram 

relatively  free  of  significant  metabolic, 
water  or  electrolyte  disturbances.5 

Meticorten  is  available  as  5 mg.  scored,  white  tablets  in  bottles  of  30  and  100. 


Meticortelone,*  brand  of  prednisolone  (metacortandralone). 

Meticorten,*  brand  of  prednisone  (metacortandracin). 

*T.M. 

MC-J  516 


SCHERING  CORPORATION  • BLOOMFIELD,  NEW  JERSEY 
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Indicated  wherever  oral 
cortisone  or  hydrocortisone 
is  effective  Available  in  5 mg. 
tablets  in  bottles  of  30  and  100 
Usual  dosage  is  'A  to  1 tablet  three  or 
four  times  daily 


^Trademark  for  the  Upjohn  brand  of  prednisone  (delta-1- cortisone) 


Upjohn 


/ - 


/; 


With  “Premarin,”  relief 
of  menopausal  distress  is 
prompt  and  the  “sense  of  well-being” 
imparted  is  highly  gratifying 

f 

to  the  patient. 

"Premarin”®) — Conjugated  Estrogens  (equine) 
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a non -barbiturate,  non— habit-forming, 
tranquilizing  and  stabilizing  agent 


(Squibb  Reserpine) 


Rau-sed  may  be  employed  to  achieve  a calming,  tran- 
quilizing effect.  Rau-sed  may  be  found  useful  in  situa- 
tions accompanied  by  stress  and  anxiety  and  has  been 
reported  helpful  in  a number  of  physical  disorders  with 
associated  emotional  overlay  (such  as  headache,  derma- 
tologic disorders,  gynecologic  disorders,  enuresis,  etc.). 

Oral  Dosage  for  Office  Practice:  The  usual  daily  dose  may  range 
from  0.25  mg.  to  1.5  mg.  Dosage  may  start  with  0.25  mg.  t.i.d.,  and 
may  be  adjusted  upward  or  downward.  It  is  important,  in  adjusting 
Rau-sed  dosage,  to  consider  that  results  may  not  appear  for  one  to 
two  weeks  after  therapy  is  instituted.  When  a maintenance  level  is 
achieved,  Rau-sed  may  be  given  as  a single  daily  dose  or  in  divided 
doses,  as  the  patient  prefers.  Some  patients  may  need  and  tolerate 
higher  dosage;  in  such  patients,  Rau-sed  has  proved  most  effective 
in  conjunction  with  psychotherapy.  Note:  Patients  receiving  large 
doses,  or  those  who  receive  the  drug  over  a long  period,  should  be 
watched  for  signs  of  depression;  this  can  be  alleviated  by  reducing 
the  dosage  or  withdrawing  the  drug. 

Supply:  0.1  mg.  and  0.25  mg.  tablets,  bottles  of  100  and  1000;  0.5 
mg.  tablets  (scored),  bottles  of  50  and  500;  1.0  mg.  tablets  (scored), 
bottles  of  30,  100,  and  500;  4.0  mg.  tablets  (scored),  bottles  of  100 
and  1000  (for  psychiatric  use).  RAU-SED  Parenteral,  for  the  treat- 
ment of  hospitalized  psychiatric  patients, 5.0  mg.  and  10.0  mg.  ampuls. 


'RAU-SCO*  IS  A SQUIBB  TRADCMARK 


Squibb  A NAME  YOU  CAN  TRUST 
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IN  THE  TOPICAL  TREATMENT 
OF  ALLERGIC  SKIN  CONDITIONS 


TOPICAL  LOTION 


ACETATE 

(FLUDROCORTISONE  ACETATE,  MERCK)  9 ALPHA-FLUOROHYDROCORTISONE  ACETATE 


MOST  EFFECTIVE 

Therapeutically  active  in  1/1  Oth  the  concentration  of  hydrocortisone  (Compound  F). ' 

MOST  ECONOMICAL 

Superior  spreading  qualities — a small  quantity  covers  a wide  area. 

MOST  ACCEPTABLE 

Most  patients  prefer  the  cosmetic  advantages  of  this  easy-to-apply, 
smooth  spreading  lotion. 


Supplied  in  a cosmetically  elegant  base  in  two  con- 
centrations : 0.25%  and  0. 1 % in  1 5 cc.  plastic  squeeze 
bottles. 

Also  available:  Alflorone  Topical  Ointment  in  5 gm. 
tubes — two  concentrations — 0.25%  and  0.1%. 


Philadelphia  1,  Pa. 
division  of  MERCK  & CO.,  Inc. 


WEIGHT  FOR  WEIGHT,  THE  MOST  EFFECTIVE 
ANTI-INFLAMMATORY  AGENT  YET  DEVELOPED  FOR  TOPICAL  USE 
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The  Best  lasting  Aspirin 

you  can  prescribe 


The  Flavor  Remains  2-fable 
doiunfofhe  last  fable! 


Bottle  of  24  fabfefe  15* 
(2-kjre.each) 


We  will  be  pleased  to  send  samples  on  request 
THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.,  1450  Broadway,  New  York  18.  N.Y, 
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Upjohn 


KALAMAZOO 


* Trademark  for  the  Upjohn  brand  of  prednisolone  (delta-l-hydrocortisone) 


Back  to  first  principles  for  REAL  BREAD 


The  makers  of  Pepperidge  Farm  Bread  be- 
lieve in  fresh  natural  ingredients  for  nutri- 
tionally valuable  and  taste -pleasing  bread. 

So  the  flour  for  our  Whole  Wheat  Bread 
is  stone-ground  in  our  own  grist  mills — con- 
tains the  wheat  germ  and  all  the  natural 
goodness  of  the  whole  grain.  And  we  use 
whole  milk,  sweet  cream  butter,  yeast  and 
unsulphured  molasses  to  make  our  bread. 


We  offer  White  Bread,  too  — made  with 
unbleached  flour,  dairy-fresh  ingredients. 

We  suggest  that  Pepperidge  Farm  Bread 
deserves  a place  on  your  table. 


For  information  about  our  special  salt- 
free  Bread,  please  write  to  me. 


PEPPERIDGE  FARM  BREAD 

NORWALK,  CONNECTICUT 
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DELTRA 


® TABLETS 


(PREDNISONE,  MERCK) 


(Formerly  METACORTANDRACIN) 


DELTRA  is  the  Merck  brand  of  the  new  steroid,  prednisone 

(Formerly  METACORTANDRACIN) 


DELTRA  is  a new  synthetic  analogue  of  cortisone. 
DELTRA  produces  anti-inflammatory  effects  simi- 
lar to  cortisone,  but  therapeutic  response  has  been 
observed  with  considerably  lower  dosage.  With 
DELTRA,  favorable  results  have  been  reported  in 
rheumatoid  arthritis  with  an  initial  daily  dosage  of 
20  to  30  mg.  and  a daily  maintenance  dose  range 
between  5 and  20  mg. 

Salt  and  water  retention  are  less  likely  with 
recommended  doses  of  DELTRA  than  with  the 
higher  doses  of  cortisone  required  for  comparable 
therapeutic  effect. 


Indications  for  DELTRA  ; Rheumatoid  arthritis, 
bronchial  asthma,  inflammatory  skin  conditions. 

SUPPLIED:  DELTRA  is  supplied  as  5 mg.  tablets 
(scored)  in  bottles  of  30. 


Philadelphia  1,  Pa. 
division  of  MERCK  & CO.,  Inc. 
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broad- sped  ru  m 
antibiotic 

for  intramuscular  use 


• Rapidly  attained  therapeutic  levels 

• Proved  broad-spectrum  action 

• For  use  when  oral  therapy  is  not  practical  or  is  contraindicated 

• Just  100  mg.  (one  single-dose  vial)  every  8 to  12  hours  is 
adequate  for  most  infections  in  adults 

• Usually  well  tolerated  on  DEEP  intramuscular  injection  (Con- 
tains procaine  to  minimize  local  tissue  reaction ) 

• When  reconstituted,  forms  a clear  solution 

Supplied:  In  dry  powder  form,  in  single-dose  vials.  When  recon- 
stituted by  addition  of  2.1  cc.  of  sterile  aqueous  diluent,  each  single 
dose  (2cc.)  contains: 

Crystalline  Terramycin  hydrochloride 100  mg. 

Magnesium  chloride 5% 

Procaine  hydrochloride 2% 


PFIZER  LABORATORIES 

Division,  Ckas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.  Y. 
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Relaxed 

but  awake 


In  emotional  and  nervous  disorders, 
Mebaral  exerts  its  calming  influence 
without  excessive  hypnotic  action. 
Mebaral  is  also  a reliable  anticonvulsant. 

INDICATIONS: 

Because  of  its  high  degree  of  sedative 
effectiveness,  Mebaral  finds  a great  field 
of  usefulness  in  the  regulation  of 
agitated,  depressed  or  anxiety  states, 
as  well  as  in  convulsive  disturbances. 
Specific  disorders  in  which  the  calming 
influence  of  Mebaral  is  indicated 
include  neuroses,  mild  psychoses,  nervous 
symptoms  of  the  menopause,  hyper- 
tension, hyperthyroidism  and  epilepsy. 


for  sedation 


Sedative: 

32  mg.  (Vi  gro 
new  50  mg.  (V* 

Antiepileptic: 

0.1  Cm.  (l'/2  grains 
and  0.2  Gm.  (3  grain 


Tasteless  TABLETS 


WINTH ROP-STEARNS  INC*  ,New  York  18,  N.Y.,  Windsor,  Ont 


/ 


Mebaral,  trademark  reg.  U.  S.  & Canada,  brand  of  mephobarbital 


preserve  summer  pleasures 
with  these  advantages 

unusually  rapid  relief 

outstanding  freedom  from  side  effects 

maximum  convenience 

the  greatest  variety  of  oral  forms 

Chlor-Trimeton  Repetabs,  8 mg. 

up  to  12  hours  of  uninterrupted  relief  reported  with  just  one  dose 
Chlor-Trimeton  Repetabs,  12  mg. 
for  prolonged  therapy  in  more  difficult  cases 
Chlor-Trimeton  Tablets,  4 mg. 

for  initiating  therapy,  maintenance  therapy  or  adjusting  dosage 
Chlor-Trimeton  Repetabs  with  Sodium  Pentobarbital, 

3A  gr.  for  nightlong  relief  and  assured  sleep 
Chlor-Trimeton  Syrup,  2 mg.  per  4 cc. 
palatable,  compatible  liquid 

Chlor-Trimeton®  maleate,  brand  of  chlorprophenpyridamine  maleate. 

Repetabs,®  Repeat  Action  Tablets. 


Schering 


CHLOR- 

TRIMETON 

REPETABS 


I 8 mg.  I and  [ 12  mg. 


Schering  Corporation 

BLOOMFIELD.  new  jersey 


CTJ-56 
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a preferred  basic  Insulin  for  all  diabetics 
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BREAKFAST  LUNCH 


REGULAR  OR 
UNMODIFIED  INSULIN 


PROTAMINE 
ZINC  INSULIN 


Lente  Iletin  (Insulin,  Lilly) 

Another  step  toward  the  ideal  Insulin 

Simplified  administration — Only  one  injection  a day  con- 
trols the  majority  of  diabetic  patients. 

Simplified  therapy — Approximately  85  percent  of  all  diabetic 
patients  can  be  treated  with  Lente  Iletin  (Insulin,  Lilly)  alone. 

Simplified  formula — Lente  Iletin  (Insulin,  Lilly)  is  the  only 
intermediate-acting  Insulin  free  of  foreign  modifying  proteins. 

Simplified  identification — The  new  distinctive  “Hexanek” 

bottle  makes  identification  easy. 

Write  for  descriptive  literature  today. 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 


Supplied  in  U-40 
and  U-80  strengths 
at  all  pharmacies. 
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BONE  MARROW  CULTURES 
IN  BACTERIOLOGIC  DIAGNOSIS 

James  F.  Flanders,  M.D.,* 
and 

Elvyn  G.  Scott,  M.T., 
Wilmington,  Del. 

It  is  a fundamental  principle  in  treating 
diseases  of  bacterial  etiology  that  the  isola- 
tion and  identification  of  the  etiologic  agent 
is  necessary  before  the  appropriate  therapy 
can  be  instituted.  However,  the  problem 
of  isolating  the  offending  organism  is  not 
always  an  easy  matter.  Every  physician  is 
familiar  with  cases  of  pulmonary  tubercu- 
losis in  which  repeated  microscopic  exam- 
ination and  culture  of  the  sputum  fails  to 
reveal  the  tubercle  bacillus;  or  cases  of  sub- 
acute bacterial  endocarditis,  typhoid  fever, 
brucellosis,  etc.,  in  which  blood  cultures  fail 
to  yield  the  offending  organism.  In  cases  in 
which  the  usual  culture  material  is  not  con- 
tributory, help  may  be  obtained  by  a cul- 
ture of  the  bone  marrow.  Obviously,  if  the 
causative  organism  is  recoverable  by  cul- 
ture of  blood,  sputum,  stools,  or  other  read- 
ily accessible  body  fluids,  a culture  of  the 
bone  marrow  is  not  indicated. 

From  the  therapeutic  standpoint  the  im- 
portance of  bacterial  identification  is  quite 
evident  when  one  considers  the  difference 
in  penicillin  susceptibility  in  cases  of  en- 
docarditis due  to  relatively  sensitive  strains 
of  alpha  hemolytic  streptococcus  and  less 
sensitive  strains  of  streptococcus  fecalis. 

Barbagallo  (cited  by  Mallin  et  al1)  in 
1938  reported  a higher  percentage  of  posi- 
tive isolations  from  bone  marrow  blood 
than  from  venous  blood  in  cases  of  brucel- 
losis. Brenes  (cited  by  Mallin  et  al1)  ob- 
tained comparable  results  with  those  of 
Barbagallo,  the  marrow  being  positive  in 
some  cases  in  which  the  peripheral  blood 
was  sterile. 

Mallin  et  al1  conducted  a study  of  sub- 
acute bacterial  endocarditis,  with  the  view 
of  comparing  the  relative  values  of  venous, 
arterial  and  marrow  cultures.  Of  327  sam- 
ples of  arterial,  venous  and  bone  marrow 

' Associate  in  Medicine,  Bacteriologist,  Delaware  Hospital. 


blood  from  88  cases,  all  three  types  of  cul- 
tures were  positive  in  12  cases.  Bone  mar- 
row cultures  were  positive  in  21  cases,  ve- 
nous blood  in  19,  and  arterial  blood  in  15. 
Bone  marrow  cultures  were  positive  in  four 
of  five  patients  under  penicillin  therapy 
who  had  negative  venous  cultures.  The  au- 
thors concluded  that  bone  marrow  cultures 
were  useful  in  the  diagnosis  of  subacute 
bacterial  endocarditis;  furthermore,  they 
offer  a method  of  establishing  evidence  of 
cure  in  this  disease. 

Choremic  and  Pantazis-  cultured  the 
bone  marrow  in  65  cases  of  tuberculosis 
and  obtained  16  positive  cultures.  In  12  of 
these  cases  the  organism  was  of  the  human 
type,  and  in  4 cases  the  bovine  type  was  iso- 
lated. Horowitz  and  Gorelick,1  reporting  on 
the  use  of  bone  marrow  aspirations  in  the 
diagnosis  of  tuberculosis,  found  the  pro- 
cedure innocuous,  rapid,  and  of  definite 
diagnostic  value.  The  early  diagnosis  of  tu- 
berculous bacillemia  and  its  sequelae,  in- 
cluding tuberculous  meningitis,  was  estab- 
lished by  this  method.  They  cultured  tu- 
bercle bacilli  from  the  bone  marrow  in  5 of 
14  patients. 

Hirsowitz  and  Cassel4  obtained  18  posi- 
tive marrow  cultures  from  28  patients  sus- 
pected of  having  typhoid  fever.  In  5 of 
these  patients  the  marrow  culture  was  posi- 
tive when  simultaneous  blood  cultures  were 
negative.  In  no  instance  was  the  blood  cul- 
ture alone  positive.  Blanco  et  al  (cited  by 
Hirsowitz  and  Cassel4)  isolated  typhoid 
bacilli  from  the  marrow  in  42  of  45  cases, 
while  in  only  27  cases  was  a positive  cul- 
ture obtained  by  blood  culture. 

Schwartz  and  Barsky"’  cultured  Histo- 
plasma  capsulatum  from  the  bone  marrow 
of  a case  of  histoplasmosis  when  other 
studies,  including  histoplasmin  skin  test, 
failed  to  suggest  the  presence  of  this  dis- 
ease. 

Case  Reports 

R.  W.,  a 3 year  old  colored  male,  was 
admitted  to  the  Delaware  Hospital  in  Au- 
gust, 1953  with  a provisional  diagnosis  of 
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fever  of  undetermined  origin.  Because  of 
the  presence  of  many  immature  white  blood 
cells  in  the  peripheral  blood  smear,  a bone 
marrow  aspiration  for  microscopic  examin- 
ation and  culture  was  performed.  Salmonel- 
la typhi  was  isolated  from  the  bone  marrow 
culture,  thus  establishing  the  diagnosis. 
The  patient  made  a complete  recovery  on 
chloramphenicol  therapy.  Although  typhoid 
bacilli  were  later  cultured  from  venous 
blood,  the  diagnosis  was  established  earlier 
by  culture  of  the  bone  marrow. 

W.  Y.,  a 23  year  old  female,  was  admit- 
ted to  the  Delaware  Hospital  in  January, 
1952.  She  had  lost  weight  for  six  months 
prior  to  admission;  a productive  cough  of 
three  months’  duration  was  present,  and 
she  had  been  febrile  for  one  month.  A his- 
tory of  excessive  alcohol  ingestion  and  poor 
dietary  intake  was  also  obtained.  The  phy- 
sical examination  revealed  a febrile,  emaci- 
ated patient  with  hepatosplenomegaly  pres- 
ent. A roentgenogram  of  the  chest  suggest- 
ed miliary  tuberculosis  or  a mycotic  infec- 
tion. Of  many  urine  and  sputum  examina- 
tions and  cultures  performed,  the  only  posi- 
tive evidence  of  tuberculosis  was  obtained 
from  a culture  of  the  bone  marrow.  Post 
mortem  examination  of  a guinea  pig  inject- 
ed with  the  culture  revealed  progressive 
pulmonary  tuberculosis.  The  patient  was 
transferred  to  a tuberculosis  sanitarium  for 
treatment. 

F.  J.,  a 36  year  old  male,  was  admitted 
to  the  Delaware  Hospital  in  March,  1950. 
He  had  been  in  good  health  until  three 
weeks  before  admission,  when  he  experi- 
enced symptoms  of  an  upper  respiratory 
infection,  and  malaise,  anorexia,  and  pain 
in  the  shoulders.  Treatment  with  penicillin 
and  a sulfa  preparation  by  his  local  physi- 
cian appeared  to  control  these  symptoms. 
One  week  later,  however,  the  patient  ex- 
perienced fatigue,  malaise,  cough,  dyspnea, 
orthopnea,  and  substernal  pain.  Physical 
examination  at  the  time  of  admission  re- 
vealed a febrile  patient  in  acute  cardiac 
failure,  with  aortic  stenosis  and  insufficien- 
cy present.  Subacute  bacterial  endocarditis 
was  suspected,  and  blood  cultures  were  ob- 
tained. Eleven  cultures  of  the  venous  and 
arterial  blood  all  were  negative;  a culture 


of  bone  marrow  yielded  an  alpha  hemolytic 
streptococcus.  Unfortunately  the  patient 
expired  as  the  result  of  progressive  cardiac 
failure  five  weeks  following  admission  to 
the  hospital. 

F.  F.,  a 41  year  old  male,  experienced 
weakness,  fatigue,  irritability  and  pallor, 
which  precipitated  his  admission  to  the 
Delaware  Hospital  in  December,  1945.  His 
condition  was  diagnosed  as  aplastic  anemia. 
At  the  University  of  Pennsylvania  Hospital 
in  May,  1946  it  was  believed  that  the  pa- 
tient had  “ a refractory  type  of  anemia”. 
In  March,  1948  Dr.  Charles  Doan  at  the 
Ohio  State  University  reported  that  sternal 
marrow  smears  showed  yeast-like  inclusion 
bodies  in  the  white  cells.  On  examination 
and  culture,  these  inclusion  bodies  proved 
to  be  Actinomyces  bouis.  In  November, 
1948  a repeat  marrow  culture  revealed  the 
same  organism.  In  April,  1949,  bone  mar- 
row cultures  by  Dr.  Samuel  Saslaw  at 
Walter  Reed  Hospital  also  yielded  Actino- 
myces bovis.  Bone  marrow  cultures  in  July, 
1952  and  in  October,  1953  failed  to  reveal 
the  presence  of  actinomyces,  despite  the 
persistence  of  the  patient’s  anemia.  It  ap- 
pears that  the  most  probable  cause  of  this 
patient’s  anemia  was  actinomycosis,  estab- 
lished by  isolation  of  the  organism  from  the 
bone  marrow. 

Summary  and  Conclusions 

1.  Four  cases  are  presented  which  dem- 
onstrate the  value  of  bone  marrow  cultures 
in  establishing  the  diagnosis. 

2.  Bone  marrow  aspiration  and  culture 
is  a simple  and  safe  procedure.  It  is  help- 
ful in  the  diagnosis  of  disease  of  bacterial 
and  mycotic  etiology  when  the  usual  pro- 
cedures fail  to  yield  the  offending  organism. 

3.  It  is  suggested  that  bone  marrow  cul- 
ture be  more  extensively  used  in  the  diag- 
nosis of  diseases  in  which  cultures  are  ap- 
propriate. 
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STUDIES  ON  THE  STAPHYLOCOCCUS 
I.  Antibiotic  Susceptibility 

William  J.  Holloway,  M.D.,* 
and 

Elvyn  G.  Scott,  M.T., 
Wilmington,  Del. 

The  staphylococcus  possesses  a unique 
ability  to  “adapt”  to  the  presence  of  anti- 
biotics in  its  environment.  No  other  patho- 
genic microorganism  has  presented  such 
widespread  resistance  to  antibiotics.  The 
disheartening  aspect  of  this  problem  is  that 
the  staphylococcus  is  usually  quite  suscep- 
tible to  each  new  antibiotic,  prior  to  its 
widespread  clinical  use.  A discussion  of  the 
mechanism  of  this  development  of  anti- 
biotic resistance  is  beyond  the  scope  of  this 
paper.  The  interested  reader  is  referred  to 
the  recent  excellent  review  of  this  subject 
by  Spink.1 

The  literature  is  replete  with  reports  of 
the  epidemiology,  clinical  significance,  and 
treatment  of  antibiotic-resistant  staphylo- 
cocci. This  report  adds  little  that  is  new 
to  this  body  of  knowledge.  However,  the  in- 
cidence of  resistance  to  each  antibiotic  va- 
ries, and  seems  to  depend  somewhat  on  the 
frequency  with  which  the  antibiotic  is  used 
in  each  locale.  Since  no  previous  study  of 
staphylococcus  resistance  has  been  reported 
in  Wilmington,  we  thought  it  would  be  of 
interest  and  importance  to  local  physicians 
to  know  the  current  status  of  antibiotic 
sensitivity  in  this  geographic  area. 

Method 

All  strains  of  staphylococcus  included  in 
this  study  were  obtained  from  routine  cul- 
ture material  received  in  the  Bacteriology 
Laboratory  of  the  Delaware  Hospital  be- 
tween January  1,  1955  and  March  20,  1955. 
Table  1 shows  the  anatomical  source  of  the 
strains  isolated. 

The  staphylococci  were  identified  on 
blood  agar  plates  and,  when  necessary,  by 
gram-stain  and/or  catalase.  All  strains  were 
tested  for  the  production  of  coagulase. 
Culture  sensitivity  data  were  obtained  by 
the  filter-paper  disc  method,  which  has  been 
shown  to  compare  favorably  with  the  tube- 
dilution  technique.2  A few  strains  were 
tested  by  both  methods  without  any 


Table  1 

Source  of  Staphylococcus  Strains 


Source 

Staph,  aureus 

Staph,  albus 

Respiratory  Tract 

41 

34 

Gastrointestinal  Tract 

7 

13 

Genitourinary 

Tract 

4 

23 

Skin,  including  Wounds 

28 

9 

Blood 

4 

3 

Cerebrospinal 

Fluid 

0 

2 

Eye 

3 

7 

Osteomyelitis 

Drainage 

2 

1 

Unknown 

14 

7 

103 

99 

Table 

2 

Antibiotic 

Susceptibility  of  Staph. 

AUREUS 

Antibiotic  Number  of  Strains 

% Sensitive 

% Resistant 

Penicillin 

103 

21.4 

78.6 

Tetracycline 

92 

69.5 

30.5 

Erythromycin 

77 

97.4 

2.6 

Chloramphenicol  52 

98.0 

2.0 

Neomycin 

43 

100.0 

0 

Streptomycin 

42 

38.0 

62.0 

Bacitracin 

19 

63.1 

36.9 

Table 

3 

Antibiotic 

SuSCEPTABILITY  OF  STAPH 

. ALBUS 

Antibiotic  Number  of  Strains 

% Sensitive 

% Resistant 

Penicillin 

99 

30.4 

69.6 

Tetracycline 

90 

55.5 

44.5 

Erythromycin 

62 

90.3 

9.7 

Chloramphenicol  13 

92.3 

7.7 

Streptomycin 

11 

54.5 

45.5 

Neomycin 

7 

100.0 

0 

Bacitracin 

2 

0 

100.0 

marked  discrepancy.  An  inhibition  zone  of 
10-15  mm.  in  diameter  about  the  antibiotic 
disc  was  considered  to  indicate  a sensitive 
strain.  All  of  the  strains  were  tested  with 
penicillin  discs.  A number  of  strains  were 
also  tested  with  streptomycin,  erythromy- 
cin, tetracycline,  oxytetraeyeline,  chlortet- 
racycline,  chloramphenicol  and  neomycin 
discs.  A few  strains  were  tested  with  baci- 
tracin. 

Results 

Tables  2 and  3 show  the  antibiotic  sen- 
sitivity of  103  strains  of  Staphylococcus 
aureus  and  99  strains  of  Staphylococcus 
albus.  (Tables  2 and  3)  Forty  strains  test- 
ed with  chlortetracycline  and  oxytetracyc- 
line  are  not  included  on  the  charts  because 
the  sensitivities  to  these  antibiotics  were 
identical  to  tetracycline.  Likewise,  bacitra- 
cin was  not  used  often  enough  to  draw  any 
valid  conclusions. 

All  strains  of  Staphylococcus  aureus  were 
coagulase-positive  and  all  of  the  Staphyl- 
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ococcus  albus  strains  were  coagulase-nega- 
tive.  Previous  studies  of  this  nature  have 
not  included  coagulase-negative  Staphyl- 
ococcus albus.  This  omission  is  apparently 
based  on  the  assumption  that  this  micro- 
organism is  not  pathogenic.  However,  there 
have  been  an  increasing  number  of  re- 
ports3-4 of  infections  (particularly  endocar- 
ditis) due  to  coagulase-negative  Staphyl- 
ococcus albus.  Because  of  these  reports  and 
because  of  the  frequency  with  which  we 
have  isolated  coagulase-negative  staphyl- 
ococci from  alleged  pathologic  sources,  the 
sensitivity  studies  of  the  Staphylococcus 
albus  have  been  included. 

Discussion 

In  general,  the  results  of  this  study  are 
similar  to  those  reported  from  other  geo- 
graphic areas.  The  percentage  of  penicillin- 
resistant  organisms  (78.6%  Staphylococcus 
aureus;  69.6%  Staphylococcus  albus)  is  in 
close  agreement  with  those  studies.  Spink1 
has  stated  that  staphylococci  highly  resist- 
ant to  penicillin  usually  show  a high  degree 
of  resistance  to  streptomycin  as  well.  Of 
more  than  40  strains  tested  with  the  two 
antibiotics,  we  found  resistance  to  both  in 
70  per  cent. 

Chloramphenicol,  erythromycin,  and  neo- 
mycin were  the  most  impressive  antibiotics 
in  this  study.  Of  the  strains  tested  over  90 
per  cent  were  sensitive  to  all  three  of  these 
agents.  The  development  of  resistance  to 
the  antibiotics  is  probably  directly  propor- 
tional to  the  frequency  of  their  usage. 
Wise  et  al,  Dowling'1  et  al  and  Spink1  have 
all  demonstrated  an  alarming  increase  in 
the  percentage  of  erythromycin-resistant 
strains  when  this  antibiotic  is  used  clin- 
ically. Furthermore,  Dowling'1  has  demon- 
strated a decrease  in  occurrence  of  erythro- 
mycin-resistant strains  when  use  of  the  an- 
tibiotic was  discontinued.  These  studies 
would  suggest  that  in  this  community, 
chloramphenicol,  erythromycin  and  neomy- 
cin have  not  been  used  long  enough  and 
often  enough  to  result  in  an  undesirable  in- 
crease in  resistance  of  staphylococci. 

Seventy  per  cent  of  the  strains  of  Sta- 
phylococcus aureus  and  55  per  cent  of  the 
strains  of  Staphylococcus  albus  were  sensi- 
tive to  tetracycline.  If  the  widespread  use 


of  this  group  of  antibiotics  continues  we 
can  anticipate  a considerable  increase  in 
the  percentage  of  resistant  strains. 

It  is  not  the  intent  of  this  paper  to  dis- 
cuss the  therapy  of  staphylococcal  infec- 
tions. Still,  a few  pertinent  remarks  can  be 
made.  The  frequency  and  severity  of  sta- 
phylococcal infection  appears  to  be  on  the 
increase.  For  such  infections  one  or  more 
of  the  antibiotics  known  to  be  effective  can 
be  given  initially.  If  the  clinical  response 
warrants  a change  in  therapy,  this  can  be 
dictated  by  the  results  of  in  vitro  sensitivity 
tests.  Physicians  in  this  locale  have  a vari- 
ety of  antibiotics  effective  against  staphyl- 
ococcus at  their  disposal,  but  indiscrimin- 
ate use  of  these  antibiotics  could  terminate 
such  an  advantage. 

Summary 

One  hundred  and  three  strains  of  Sta- 
phylococcus aureus  and  99  strains  of  Sta- 
phylococcus albus  were  tested  in  vitro  for 
antibiotic  sensitivity  with  various  anti- 
biotics. The  results  are  reported  with  the 
hope  they  will  be  of  value  as  a guide  in  the 
treatment  of  staphylococcal  infections. 

The  authors  gratefully  acknowledge  the  tech- 
nical assistance  and  cheerful  cooperation  of  Mrs. 
Jeanette  Shannon  and  Miss  Margaret  Muth  of 
the  Department  of  Bacteriology. 

REFERENCES 

1.  Spink,  W.  W.:  Staphylococcal  Infections  and  the  Prob- 
lem of  Antibiotic-Resistant  Staphylococci,  AMA  Arch. 
Int.  Med.  94:  167,  1954. 

2.  Bondi,  A.,  Jr..  Spaulding,  E.  H.,  Smith.  D.  E..  and 
Dietz,  C.  C.:  Routine  Method  for  Rapid  Determination 
of  Susceptibility  to  Penicillin  and  Other  Antibiotics, 
Amer.  J.  Med.  Sci.  213:  221,  1947. 

3.  Dowling,  H.  F..  Lepper,  M.,  Caldwell,  E.  R.,  and  Spies, 

H.  W.:  Staph  lyococcic  Endocarditis:  An  Analysis  of 

25  Cases  Treated  with  Antibiotics  Together  writh  a Re- 
view of  the  Recent  Literature,  Medicine  31:  155,  1952. 

4.  Bondi,  A.:  Personal  Communication. 

5.  Wise,  R.  I.,  Voigt,  A.  E..  Collins,  M.  V.,  Cranny,  C.  L. : 
Origin  of  Erythromycin-Resistant  Strains  of  Micrococcus 
Pyogenes  in  Infections,  AMA  Arch.  Int.  Med.  95:  419. 
1955. 

6.  Dowling,  H.  F.,  Lepper,  M.,  and  Jackson,  G.  G.:  Clin- 
ical Significance  of  Antibiotic-Resistant  Bacteria,  JAMA 
157:  327,  1955. 


PRIMARY  CARCINOMA  OF  THE  URETER 
A Case  Report 

Henry  K.  Jarrett,  Jr.,  M.D.,* 
Wilmington,  Del. 

In  the  light  of  the  high  malignancy  of 
epithelial  tumors  of  the  renal  pelvis  and 
ureter  one  is  indeed  fortunate  to  discover 
this  entity  early  in  its  advent  so  that  early 
eradication  may  be  attempted.  An  unusual 
and  rare  example  is  seen  in  the  following 
case  report. 
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A 44  year  old  colored  man,  C.G.,  was 
first  seen  in  the  accident  room  of  the  Dela- 
ware Hospital  on  October  16,  1954  com- 
plaining of  pain  in  the  left  costovertebral 
angle  and  left  flank  of  four  to  six  weeks 
duration.  Examination  at  that  time  showed 
only  very  slight  tenderness  in  the  left  cos- 
tovertebral angle  and  was  otherwise  nor- 
mal. Urinalysis  showed  3-5  Wbc/hpf  and 
no  red  cells. 

He  was  then  referred  to  the  Medical 
Clinic  where  sigmoidoscopic  study  and  GI 
series  were  done  and  reported  as  normal. 
An  intravenous  urogram  was  also  done  and 
was  reported  as  showing  a questionable  fill- 
ing defect  in  the  left  renal  pelvis.  Because 
of  this  finding  the  patient  was  referred  to 
the  Urology  Clinic. 

The  patient  was  seen  in  Urology  Clinic 
and  admitted  to  the  hospital  for  further 
study  on  November  4,  1954.  On  admission 
the  history  indicated  that  the  pain  had 
been  present  for  two  to  three  months  and 
had  been  dull  and  aching  in  character  ra- 
diating to  the  left  inguinal  region.  He  had 
developed  slight  frequency  and  nocturia 
since  the  onset  of  the  pain  but  denied  any 
history  of  dysuria.  There  had  been  a rather 
marked  loss  of  appetite  for  two  to  three 
months  but  no  loss  of  weight  and  no  other 
significant  findings. 

Physical  examination  revealed  an  appar- 
ently healthy,  muscular  colored  man  in  no 
apparent  distress.  There  was  very  slight 
tenderness  in  the  left  costovertebral  angle 
on  deep  palpation  but  no  muscle  spasm  and 
no  palpable  masses.  Laboratory  studies 
showed  a normal  blood  count  and  urinalysis 
showed  3-5  Wbc/hpf  but  no  red  cells. 
B.U.N.  was  9 mgm%. 

On  November  4,  1954  a cystoscopic  exam 
with  bilateral  ureteropyelograms  was  done. 
A #24  F Brown-Buerger  cystoscope  was 
inserted  with  ease.  The  bladder  neck, 
bladder  mucosa,  and  both  ureteral  orifices 
appeared  normal.  A clear  efflux  of  urine  was 
noted  from  both  ureteral  orifices.  A #6  F 
ureteral  catheter  was  passed  30cm.  to  the 
right  renal  pelvis  with  ease.  The  left  urete- 
ral orifice  would  not  admit  a #6  F catheter 
but  a #5  F ureteral  catheter  was  passed 
30cm.  to  the  left  renal  pelvis  with  ease. 


The  urine  flow  from  both  kidneys  was  nor- 
mal but  the  urine  from  both  kidneys  was 
grossly  bloody  presumably  due  to  the  trau- 
ma of  catheterization.  Indigo-carmine  in- 
jected intravenously  appeared  from  the  left 
kidney  in  four  minutes  in  good  concentra- 
tion and  from  the  right  kidney  in  five  min- 
utes. Cultures  from  both  kidneys  and  from 
the  bladder  showed  no  growth  in  48  hours. 
A specimen  of  urine  from  the  left  kidney 
was  submitted  to  the  laboratory  for  Papa- 
nicolaou stain.  The  left  ureteropyelogram 
showed  a moderate  malrotation  of  the  left 
kidney  but  no  evidence  of  the  filling  defect 
which  had  been  apparent  on  the  intravenous 
urogram.  The  right  ureteropyelogram  was 
normal. 

X-ray  examination  of  the  chest  was  nor- 
mal. An  aortogram  was  done  on  November 
5,  1954  but  unfortunately  the  needle  en- 
tered the  aorta  too  far  below  the  origin  of 
the  renal  arteries  to  obtain  filling  of  those 
arteries  with  the  injection  of  the  opaque 
dye. 

The  patient  was  discharged  from  the 
hospital  on  November  6,  1954,  the  staff 
feeling  that  a rather  futile  examination  of 
a normal  urinary  tract  had  been  carried 
out. 

Several  days  following  the  patient’s  dis- 
charge from  the  hospital  we  were  amazed 
to  receive  a report  from  the  laboratory 
showing  the  left  kidney  urine  positive  for 
tumor  cells.  (Fig.  1). 
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The  patient  was  readmitted  to  the  Dela- 
ware Hospital  on  November  14,  1954  with 
essentially  the  same  physical  findings  as 
on  the  previous  admission. 

On  November  15,  1954  the  man  was 
taken  to  the  operating  room  where  we  an- 
ticipated performing  a complete  nephrou- 
retereetomy  on  the  left.  The  usual  lumbar 
approach  was  carried  out  but  the  kidney 
was  found  lying  very  high  beneath  the  rib 
cage.  Because  of  its  high  position  and  be- 
cause of  the  mali’otation  which  had  been 
noted  on  the  pyelogram,  ligation  and  di- 
vision of  the  ureter  about  6 cm.  below  the 
renal  pelvis  proved  to  be  almost  imperative 
before  the  kidney  could  be  removed. 

The  kidney  appeared  grossly  normal.  It 
was  then  taken  away  from  the  operating 
table  where  the  ureteral  stump,  the  renal 
pelvis,  and  the  kidney  were  opened  and 
examined  thoroughly.  The  specimen  ap- 
peared grossly  normal  throughout  with  no 
evidence  of  parenchymal  or  mucosal  tumor 
in  any  part  of  the  removed  kidney.  We 
then  sensed  that  feeling  of  guilt  described 
by  Dr.  Papanicolaou  in  his  Atlas  of  Ex- 
foliative Cytology  when  a surgeon  removes 
a kidney  on  the  basis  of  a report  of  tumor 
cells  in  the  urine  only  to  find  what  appears 
to  be  a perfectly  normal  kidney.  With  this 
feeling  of  guilt  distinctly  present  we  de- 
cided not  to  remove  the  remaining  ureter 
and  simply  closed  the  incision  in  the  usual 
manner. 

We  were  then  to  be  amazed  again  and 
very  gratified  three  days  later  when  review 
of  the  pathological  slides  showed  an  ex- 
tremely early  papillary  carcinoma  grade  II 
of  the  ureteral  segment  which  had  been  re- 
moved with  the  kidney  but  no  evidence  of 
tumor  in  the  renal  pelvis  or  renal  paren- 
chyma. (Fig.  2)' 

The  patient’s  postoperative  course  was 
essentially  uneventful  and  on  November  26, 
1954  he  was  again  taken  to  surgery.  Using 
a modified  Gibson  incision  the  remaining 
portion  of  the  ureter  along  with  a segment 
of  the  bladder  surrounding  the  ureteral  ori- 
fice was  removed.  The  defect  in  the  bladder 
was  closed  and  drainage  was  maintained  by 


FIG.  2 


a #20  F Foley  catheter  through  the  ureth- 
ra. The  postoperative  course  was  entirely 
uneventful. 

Gross  examination  of  the  ureter  which 
was  removed  showed  no  evidence  of  tumor. 
Microscopic  examination  of  serial  sections 
however  showed  tumor  present  in  all  sec- 
tions to  within  7cm.  of  the  bladder  but  with 
no  evidence  of  tumor  in  the  lower  7cm.  of 
the  ureter  or  the  segment  of  bladder. 

The  patient  recovered  rapidly  and  was 
discharged  from  the  hospital  on  December 
11,  1954.  He  was  followed  in  the  clinic  after 
discharge  from  the  hospital  and  returned 
to  work  as  a construction  worker  about 
January  1,  1955. 

On  February  2,  1955  a cystoscopy  was 
performed  which  showed  the  bladder  to  be 
well  healed,  with  no  evidence  of  tumor  in 
the  bladder.  The  patient  has  remained  well 
until  this  time  with  no  evidence  of  tumor 
recurrence. 

Primary  carcinoma  of  the  ureter  is  a rel- 
atively unusual  tumor  and  according  to 
work  recently  published  by  Whitlock,  Mc- 
Donald, and  Cook  of  the  Mayo  Clinic  there 
had  been  only  312  reported  cases  in  the 
literature  at  that  time.  Primarily,  we  are 
happy  to  present  this  case  however  because 
of  the  diagnosis  being  made  on  an  extreme- 
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ly  early,  pre-invasive  carcinoma  of  the  ure- 
ter by  exfoliative  cytology.  Dr.  Papanico- 
laou in  his  Atlas  has  stated  that  urine  has 
proved  one  of  the  most  difficult  media  for 
diagnosis  by  exfoliative  cytology  due  to  the 
action  of  the  urine  on  the  exfoliated  cells. 

We  wish  to  thank  the  Department  of  Path- 
ology of  this  hospital  for  their  aid  in  the  diag- 
nosis and  the  study  of  this  very  interesting  case. 


THE  ASSOCIATION  OF  HISTOPATHOLOGIC 
TYPES  IN  CARCINOMAS  OF  THE 
FEMALE  BREAST 

A Review  of  the  Microscopic  Slides  of  266 
Surgical  Specimens 

Donald  H.  McCowan,  M.D.,* 

Wilmington,  Del. 

During  the  21  year  period  from  1933  to 
1953  inclusive  225  cases  of  carcinoma  of 
the  female  breast  were  examined  micro- 
scopically at  the  laboratory  of  the  Dela- 
ware Hospital.  Biopsies  and  resected  breasts 
from  these  225  cases  accounted  for  266  sur- 
gical specimens.  One  or  more  of  the  follow- 
ing thirteen  adjectives  and  phrases  modify- 
ing the  terms  carcinoma  or  adenocarcinoma 
were  used  in  the  pathologic  diagnoses: 
scirrhous,  simplex,  medullary,  comedo-, 
colloid,  ductal,  duct  type,  intraductal,  in- 
terductal,  large  cell  type,  infiltrating,  ana- 
plastic, and  undifferentiated. 

In  order  to  standardize  nomenclature  the 
slides  of  the  266  specimens  were  reviewed 
and  the  pathologic  diagnoses  revised  accord- 
ing to  the  classification  of  Foote  and  Stew- 
art.1 Table  1 shows  the  numerical  and  per- 
centage distribution  of  predominant  histo- 
pathologic types. 

Initial  examination,  however,  revealed  a 
large  percentage  of  cases  showing  two  or 
more  histopathologic  types,  a fact  repeated- 
ly emphasized  by  students  of  breast  carci- 
noma. In  many  cases  decision  as  to  the 
predominant  type  was  difficult  and  often 
arbitrary.  All  slides  were  therefore  re-ex- 
amined, and  all  histopathologic  types  found 
in  each  surgical  specimen  recorded.  The 
number  and  percentage  of  cases  showing 
one,  two,  and  three  or  more  histopathologic 
types  is  recorded  in  Table  2.  Table  3 iden- 
tifies the  secondary  types  associated  with 
each  predominating  type. 


Table  1 

Incidence  of  Predominating  Histopathologic 
Types  in  266  Surgical  Specimens  from 
Carcinomas  of  the  Female  Breast 
(Classification  of  Foote  and  Stewart1) 

Percentage 
do  nearest 
Number  0.1%) 


Paget’s  disease  of  the  nipple  ....  6 2.3% 

Carcinomas  of  Mammary  Ducts: 

Noninfiltrating: 

Papillary  carcinoma  2 0.8% 

Comedocarcinoma  3 1.1% 

Infiltrating: 

Papillary  carcinoma  12  4.6% 

Comedocarcinoma  14  5.2% 

Carcinoma  with  fibrosis  (scirr- 
hous)   191  71.9% 

Medullary  carcinoma  with 

lymphoid  infiltration  10  3.8% 

Colloid  carcinoma  10  3.8% 

Carcinoma  of  Lobules: 

Noninfiltrating  5 1.9% 

Infiltrating  8 3.0% 

Relatively  Rare  Carcinomas: 

So-called  “sweat-gland”  carcino- 
ma   3 1-1% 

Intracystic  carcinoma  0 

Adenoid  cystic  carcinoma  1 0.4% 

Squamous  cell  carcinoma  0 

Spindle  cell  carcinoma  0 

Carcinoma  with  osseous  & car- 
tilaginous metaplasia 1 0.4% 


Discussion 

Tissue  sections  examined  represent  only 
random  sectioning  of  the  breast  carcinomas 
by  different  individuals  over  the  21  year 
period.  Such  unplanned,  and  in  many  cases 
minimal  sampling,  yielded  a 37.6%  inci- 
dence of  specimens  showing  two  or  more 
histopathologic  types.  It  would  seem  rea- 
sonable to  surmise  that  the  examination  of 
more  sections  from  each  specimen  would 
have  increased  this  figure.  Even  if  this 
were  not  so,  a 37.6%  incidence  of  associa- 
tion of  types  emphasizes  the  fact  that  breast 
carcinoma  is  an  entity  and  the  histopath- 
ologic type  can  and  frequently  does  vary  in 
different  parts  of  the  same  tumor. 

In  all  probability  no  histopathologic  type 
is  mutually  exclusive  of  one  or  more  other 
types.  This  is  a demonstrated  fact  in  this 
series  of  breast  carcinomas  for  all  types  ex- 
cept “sweat  gland”  carcinoma.  Three  such 
tumors  were  found,  all  of  pure  type  in  the 
sections  available  for  examination.  This 
small  number  is,  of  course,  not  significant. 


"Resident  in  Pathology,  Delaware  Hospital. 
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TABLE  2 


INCIDENCE  OF  ASSOCIATED  HISTOPATHOLOGIC  TYPES  FOUND  WITH  EACH  PREDOMINANT 
HISTOPATHOLOGIC  TYPE  OF  BREAST  CARCINOMA 


Predominant  Histopathologic  Type  and 
Total  Number  of  Specimens  of  Each 

Number  of  Specimens 
showing  only  one 
(i.e.  the  predominant) 
histopathologic  type 

Number  of  Specimens 
showing  two  or  more 
histopathologic  types 

Number  of  Specimens 
showing  three  or  more 
histopathologic  types 

Paget’s  Disease  of  the  Nipple 

6 

4 

2 

0 

Carcinoma  of  Ducts 

Noninfiltrating 

Papillary 

2 

1 

1 

0 

Comedo- 

3 

1 

2 

0 

Infiltrating 

* 

Papillary 

12 

3 

9 

2 

Comedo- 

14 

3 

ll 

2 

Carcinoma  with  Fibrosis 

191 

129  (67.  5%) 

62  (32.  5%) 

13  (6.8%) 

Medullary  with  Lymphoid 
Infil. 

10 

7 

3 

0 

Colloid 

10 

6 

4 

2 

Carcinoma  of  Lobules 

Noninfiltrating 

5 

3 

2 

0 

Infiltrating 

8 

6 

2 

0 

Relatively  Rare  Carcinomas 

"Sweat  Gland" 

3 

3 

0 

0 

Intracystic 

0 

Adenoid  Cystic 

1 

0 

1 

l 

Squamous  Cell 

0 

Spindle  Cell 

0 

Carcinoma  with  Osseous  and 

Ca rti lagenous  Metaplasia 

1 

0 

1 

0 

Totals 

266 

166  (62.  4%) 

100  (37.  b%) 

20  (7.  5%) 

It  is  likely  that  further  sectioning  would 
have  demonstrated  associated  types. 

The  six  cases  of  Paget’s  disease  warrant 
explanation.  Underlying  duct  carcinoma 
was  demonstrable  in  the  slides  available 
for  study  in  only  two  of  these.  Experience 
of  others,  however,  has  indicated  that  an 
underlying  duct  carcinoma  can  be  found 
in  practically  all  cases  of  Paget’s  disease  if 
enough  sections  are  examined.  Stewart  has 
never  seen  a case  of  Paget’s  disease  about 
which  it  could  be  said  that  the  underlying 
ducts  were  not  involved.  Failure  to  find 
underlying  carcinoma  in  the  other  four 
cases,  therefore,  can  almost  certainly  be 
attributed  to  an  insufficient  number  of  sec- 
tions. 

It  has  been  stated  by  Muir2  and  others 
that  breast  carcinoma  most  frequently  orig- 


inates in  ducts.  94.9%*  of  the  specimens 
in  this  series  were  predominantly  of  duct 
origin,  and  75.3%*  showed  duct  carcinoma 
alone,  i.e.,  without  associated  lobular  car- 
cinoma. 5.1%*  showed  lobular  carcinoma 
predominating;  3.9 %*  showed  lobular  car- 
cinoma alone;  20.8%*  showed  associated 
duct  and  lobular  carcinoma. 

In  this  latter  group  the  primary  site  of 
malignant  change — duct,  lobule,  or  perhaps 
both — is  unknown,  and  one  is  not  justified 
in  concluding  that  the  predominance  of  one 
type,  duct  or  lobular,  indicates  the  primary 
site  of  origin.  It  is  conceivable  that  malig- 
nant change  originating  in  lobular  epithe- 


"The  anatomic  origins  of  “sweat  gland”  carcinoma,  ade- 
noid cystic  carcinoma,  and  carcinoma  with  osseous  and 
cartilaginous  metaplasia  are  uncertain,  and  they  were  there- 
fore excluded  in  the  tabulation  of  these  percentages.  The 
six  cases  of  Paget's  disease  were  also  excluded  as  a carci- 
noma of  underlying  breast  tissue  was  demonstrated  in  only 
two. 
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TABLE  3 

IDENTITY  AND  INCIDENCE  OF  ASSOCIATED  HISTOPATHOLOGIC  TYPES  FOUND  WITH  EACH 


PREDOMINANT  HISTOPATHOLOGIC  TYPE  OF  BREAST  CARCINOMA. 


Infiltra-  "Sweat 

ting  Gland" 

lobular  Carcinoma 

carcinoma 
1 

- 

Non- 

infiltrating 

lobular 

carcinoma 

1 J 

- 

- 

vO 

r- 

cO 

- 

- 

- 

i: 

Colloid 

Carcinoma 

1 1 

- 

- 

HISTOPATHOLOGIC  TYPES 

Carcinoma  Medullary 
with  Carcinoma 

fibrosis  with 

(scirrhous)  lymphoid 
1 , in  filtration  | 

- 

- 

o 

- 

CvJ 

- 

eg 

- 

- 

5SOCIATED 

Infiltrating 

comedo 

carcinoma 

I 

- 

- 

= 

eg 

AS 

Infiltrating 

papillary 

carcinoma 

J 

- 

- 

- 

- 

Non  in- 
filtrating 
comedo- 
carcinoma 

I 

- 

00  >-  £ 
.5^0 
c ~ j3  c 

<NJ 

eg 

“ 

Ni 

Predominant  fi! 

histopathologic  pa 

types:  ca 

Paget's  dis  ease 

Noninfiltrating 

papillary 

carcinoma 

Noninfiltrating 

Comedo- 

carcinoma 

Infiltrating 

papillary 

carcinoma 

Infiltrating 

comedo- 

carcinoma 

Carcinoma 

with  fibrosis  (scirrhous) 

Medullary  carcinoma 
with  lymphoid  infiltration 

Colloid  Carcinoma 

Noninfiltrating 
lobular  carcinoma 

Infiltrating  lobular 
carcinoma 

"Sweat  gland"  carcinoma 
Adenoid  cystic  carcinoma 

Carcinoma  with  osseous 
and  cartilagenous  meta- 
plasia. 
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FIG.  1 

Left:  Paget's  disease  of  nipple.  Right:  underlying  infiltrating  duct  carcinoma.  Note  similarity  of  these  cells  to  the 

Paget  cells  in  the  epidermis.  (S-52-23972) 
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FIG.  4 

Left:  infiltrating  comedocarcinoma  (ductal).  Right:  noninfiltrating  carcinoma  of  duct  and  adjacent  lobules  in  same  tumor. 

(S-53-29504) 


FIG.  3 

Infiltrating  papillary  duct  carcinoma.  Note  tumor  cells 
in  blood  vessels  in  lower  left  corner.  (S-54-33078) 


lium  may  spread  in  situ  to  contiguous  duct 
epithelium  where  stromal  invasion  first  oc- 
curs. The  converse  is  equally  conceivable. 
Furthermore,  simultaneous  origin  at  mul- 
tiple sites,  duct  and  lobular,  probably  oc- 
curs in  many  cases. - 

The  frequent  association  of  histopath- 
ologic types  in  the  same  tumor  carries  with 
it  certain  implications.  It  is  apparent,  first, 
that  any  histopathologic  classifications  of 
breast  carcinoma  should  include  a category 
for  tumors  of  mixed  type.  Second,  tumors 
should  not  be  classified  as  specific  histo- 
pathologic types  unless  the  microscopic 
sampling  has  been  representative.  Certainly 
more  than  one  part  of  the  tumor  should  be 
examined.  The  establishment  of  the  histo- 
pathologic purity  of  the  tumors  studied  is 
especially  important  in  any  series  purport- 
ing to  relate  prognostic  or  therapeutic  sig- 
nificance to  a particular  histopathologic 
type. 

Apart  from  the  problem  of  histopatholog- 
ic classification  per  se  is  the  problem  of  the 
application  of  histopathologic  terms  to  the 
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FIG.  5 

Infiltrating  comodocarcinoma  (ductal).  Compare  the  strom- 
al lymphocytic  infiltrate  and  the  appearance  of  the  tumor 
cells  here  with  Figure  7.,  medullary  carcinoma  with  lym- 
phoid infiltration.  (S-46-8292) 


FIG.  6 

Dust  carcinoma  with  fibrosis  (scirrhous).  The  predom 
inant  histopathologic  type  in  71.9%  of  the  surgical  speci 
mens  in  this  series.  (S-39-2023) 


FIG.  7 

Medullary  carcinoma  with  lymphoid  infiltration.  Moore 
and  Foote  have  found  the  prognosis  for  5 year  survival 
approximately  5 times  better  with  this  type  carcinoma 
than  with  the  more  usual  histopathologic  types.  (S-40- 
2135) 


FIG.  8 

Colloid  carcinoma  of  mammary  ducts.  (S-46-8164) 
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FIG.  10 

Left:  noninfiltrating  lobular  carcinoma  at  top  and  uninvolved  lobules  at  bottom  of  picture.  Right:  infiltrating  duct  carci- 

noma with  fibrosis  (scirrhous)  in  same  tumor.  (S-48-10589) 


diagnosis  of  breast  carcinoma.  Clinical  sig- 
nificance would  seem  to  be  the  only  logical 
indication  for  the  use  of  such  terms.  Ac- 
cording to  current  knowledge  there  are  only 
two  clinically  significant  histopathologic 
types — medullary  carcinoma  with  lymphoid 
infiltration  and  infiltrating  papillary  duct 
carcinoma. 

Moore  and  Foote3  found  that  chances 
for  five  year  survival  after  radical  mastec- 
tomy are  approximately  five  times  better 
in  cases  of  medullary  carcinoma  with  lym- 
phoid infiltration  than  in  cases  of  the  more 
usual  types  of  mammary  carcinoma.  Stew- 
art4 states  that  infiltrating  papillary  duct 
carcinoma  is  associated  with  a better  prog- 
nosis by  virtue  of  slow  growth,  little  ability 
for  intramammary  spread,  and  hence  de- 
layed involvement  of  axillary  nodes. 

At  present  no  other  histopathologic  types 
have  been  shown  to  have  special  prognostic 
or  therapeutic  significance.  Their  use  adds 
nothing  to  the  micro-pathologic  diagnoses 
“breast  carcinoma,  infiltrating”  or  “breast 
carcinoma,  non-infiltrating”.  The  clinician 
or  surgeon,  furthermore,  may  falsely  attrib- 


FIG.  9 

Noninfiltrating  lobular  carcinoma.  Compare  the  size  of 
the  acini  wiih  those  in  the  uninvolved  lobule  at  the  foot 
of  the  picture.  (S-52-23660) 
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FIG.  11 

Left:  infiltrating  lobular  carcinoma.  An  involved  lobule  is  present  at  top  of  picture.  Right:  another  field  from  the  same 

tumor.  The  streptococcal-like  chains  of  tumor  cells  comprise  the  characteristic  pattern.  (S-51-21988) 


» 
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FIG.  12 

“Sweat  gland  carcinoma."  Infiltrating  tumor  cells  are 
present  on  the  left.  The  tumor  cbIIs  resemble  those  of 
apocrine  hyperplasia  often  associated  with  mammary 
dysplasia.  ( S- 4 8-1  1810) 


ute  clinical  implications  to  histopathologic 
terms  which  have  none.  Such  terms  should 
be  confined  to  the  microscopic  description. 

Further  studies  may,  of  course,  prove  of 
clinical  significance  other  histopathologic 
types  of  breast  carcinoma  which  today  are 
merely  academic. 

Summary 

The  slides  of  266  surgical  specimens  rep- 
resenting 225  carcinomas  of  the  female 
breast  are  reviewed.  All  histopathologic 
types  from  each  specimen  are  tabulated. 
The  association  of  types  constitutes  the 
single  most  important  obstacle  to  the  as- 
signing of  special  clinical  significance  to  in- 
dividual types.  At  present  the  only  histo- 
pathologic types  of  breast  carcinoma  known 
to  be  of  special  clinical  significance  are 
medullary  carcinoma  with  lymphoid  infil- 
tration and  infiltrating  papillary  duct  car- 
cinoma. The  concept  of  breast  carcinoma 
as  an  entity  is  emphasized. 
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THE  MYXOEDEMA  HEART 

Edgar  R.  Miller,  M.D.,* 
Wilmington,  Del. 

Too  little  emphasis  has  been  placed  upon 
the  subclinical  and  asymptomatic  diseases 
of  degenerative,  malignant,  and  functional 
types.  The  myxoedema  heart  is  one  of  these 
clinical  entities.  An  astute  physician  would 
not  permit  a patient  to  develop  cardiac 
myxoedema.  Alertness  and  vigilance  are 
even  more  demanding  since  the  introduc- 
tion of  radioactive  isotopes  which  artificial- 
ly induce  myxoedema.  This  in  itself  may 
defeat  the  purpose  for  which  treatment  was 
administered  by  converting  a failing  heart 
into  a myxoedema  heart. 

The  myxoedema  heart  occurring  spon- 
taneously in  a fully  developed  case  can  be 
easily  diagnosed.  The  thick  lips,  the  puffy 
eyelids,  the  dry  cold  skin,  the  husky  low- 
pitched  voice,  the  deliberate  and  slow 
speech,  the  thickened  and  brittle  nails,  the 
broad  appearance  of  the  hands  and  feet, 
and  the  sensitivity  to  cold  are  well  known 
symptoms  and  signs.  The  cardiac  features 
as  cited  by  Mussio- Fournier1  are:  difficulty 
in  perceiving  the  apex  beat,  muffling  of  the 
cardiac  tone,  tendency  to  bradycardia, 
slight  to  great  increases  in  the  heart  size, 
enlargement  of  the  vascular  pedicle  of  the 
heart,  and  decreased  amplitude  of  cardiac 
contractions.  Particularly,  the  lowered  volt- 
age of  the  electrocardiographic  tracings  of 
the  QRS  complexes  and  low  or  iso-electric 
T waves  and  P waves  are  common  knowl- 
edge. 

The  masked  myxoedema  or  early  case  is 
the  type  I would  like  to  emphasize.  An  ob- 
vious case  of  myxoedema  can  be  diagnosed 
by  the  casual  observer,  but  only  by  being 
ever  mindful  can  one  exercise  his  preroga- 
tive in  the  practice  of  preventive  medicine. 
I shall  now  present  three  cases  recently  en- 
countered. 

Case  1 . A 62-year  old  housewife  devel- 
oped hemoptysis  four  days  after  the  onset 
of  an  upper  respiratory  infection.  She  ex- 
pectorated several  mouthfuls  of  blood.  She 
complained  of  a fullness  in  her  throat  and 
felt  fatigued,  nervous,  and  acted  tired  and 
dull.  When  examined  she  was  afebrile,  blood 


pressure  was  120/80,  the  thyroid  could  not 
be  palpated,  and  there  were  many  coarse 
rales  heard  at  the  bases  of  both  lungs.  Flu- 
oroscopy showed  no  pulmonary  consolida- 
tion. The  cardiac  silhouette  was  definitely 
enlarged  with  a cardio-thoracic  ratio  of 
18.8  to  27  cm.  Serum  cholesterol  level  was 
markedly  elevated;  however,  a basal  metab- 
olism was  plus  4.  The  electrocardiogram 
showed  very  low  voltage  of  the  QRS  com- 
plexes and  low  T waves.  A diagnosis  of 
myxoedema  heart  was  made  and  thyroid 
was  administered,  initially  one  grain  of  Ar- 
mour’s thyroid  extract,  and  later  increased 
to  2 grains  a day.  Five  weeks  later  her  car- 
dio  thoracic  ratio  was  15.8  to  27  cm.  or  a 
decrease  of  3 cm.  The  patient  had  sympto- 
matically improved,  which  has  continued  to 
date.  The  electrocardiogram  showed  im- 
proved T wave  configuration  in  two  months, 
and  was  normal  in  six  months. 

Five  years  previously  she  had  been  bron- 
choscoped  and  diagnosed  by  x-ray  as  hav- 
ing bronchiectasis,  having  had  hemoptysis 
at  that  time.  A basal  metabolism  at  that 
time  was  minus  14,  with  a blood  cholesterol 
level  of  476  mg.  per  cent.  Although  a hypo- 
thyroid problem  was  suggested  at  that  time 
no  therapy  was  instituted  except  for  the 
hemoptysis  and  bronchiestasis. 

Case  2.  A physician’s  wife  and  nurse  was 
seen  with  a six  months’  history  of  feeling 
extremely  tired,  exhausted,  and  nervous, 
which  had  become  progressively  worse.  Her 
face  was  puffy  with  swollen  eyelids,  the 
skin  was  dry,  hair  was  coarse  and  falling 
out,  and  she  was  fifteen  pounds  overweight. 
Her  basal  metabolism  was  minus  31,  serum 
cholesterol  370  mg.  per  cent,  serum  pro- 
tein bound  iodine  4.5  micrograms,  and  some 
anemia  with  a hemoglobin  of  78%.  There 
was  no  cardiac  enlargement  by  x-ray  ex- 
amination and  the  electrocardiogram  showed 
a delayed  intrinsicoid  deflection  with  evi- 
dence of  left  heart  strain.  A diagnosis  of 
myxoedema  with  early  heart  disease  was 
made. 

Treatment  was  started  with  a half  grain 
of  Armour  thyroid  extract  a day.  Three 
months  later  the  patient  was  much  im- 
proved, the  symptoms  of  fatigue  and  ner- 
vousness disappearing,  the  basal  metabolism 


"Attending  Chief,  Department  of  Medicine,  Delaware  Hos- 
pital. 
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plus  10,  the  hemoglobin  96%,  and  a red 
blood  cell  count  of  4,310,000. 

Case  3.  A 52-year  old  woman  complained 
of  swelling  of  the  face  and  tiredness.  These 
symptoms  had  been  present  for  six  months. 
A month  previously  she  was  told  by  a phy- 
sician that  she  had  no  organic  disease,  de- 
spite her  symptoms  of  nervousness.  She  was 
somnolent.  Even  with  a poor  appetite  she 
gained  weight  constantly.  She  was  chilly, 
although  wearing  normally  adequate  cloth- 
ing. When  examined  she  had  dry  skin,  puffy 
face,  masked  and  apathetic  expression  with 
a slow,  thick,  slightly  indistinct  speech. 
Her  hair  was  dry  and  coarse  and  her  eye- 
brows were  thin.  She  was  40  pounds  over- 
weight with  generalized  non-pitting  edema. 
There  were  no  heart  murmurs  and  by 
orthodiagram  the  cardiothoracic  ratio  was 
16.8  to  25.5. 

Her  basal  metabolism  was  minus  24,  the 
electrocardiogram  showed  low  voltage  of 
QRS  complexes  and  low  T waves,  and  her 
hemoglobin  was  47%,  with  a red  blood 
count  of  3,470,000. 

Treatment  was  started  with  small  doses 
of  thyroid  and  gradually  increased  to  3 
grains  a day.  Her  basal  metabolism  be- 
came plus  8,  her  blood  count  normal,  and 
electrocardiogram  normal.  The  final  cardio- 
thoracic ratio  was  14.0  to  24.9,  almost  4 
cm.  decrease  in  heart  width.  Clinically  she 
is  much  improved. 

It  is  difficult  to  say  just  when  this  dis- 
ease begins.  Dr.  Howard  Means-  described 
a case  where  marked  hypersensitivity  to 
cold  was  present  for  twelve  years  before  the 
picture  of  full  blown  myxoedema  developed. 
Two  patients  in  his  series  of  fifty  cases  had 
myxoedema  fifteen  years  before  it  was  rec- 
ognized as  such. 

In  all  three  of  the  above  cases  the  elec- 
trocardiogram revealed  low  voltage  with 
low  T waves.  One  is  justified  surely  in  mak- 
ing a diagnosis  of  myxoedema  with  heart 
disease.  The  first  and  third  cases  revealed 
definite  cardiac  enlargement,  and  the  sil- 
houette decreased  after  being  given  thyroid. 
The  second  case  revealed  no  enlargement, 
but  the  electrocardiogram  was  definitely 
abnormal. 


With  the  above  case  presentations  I 
would  like  to  present  a few  presentday  con- 
cepts in  regard  to  myxoedema.  First,  the 
homostatic  mechanism  as  suggested  by  Paul 
Starr,3  of  the  University  of  Southern  Cali- 
fornia, in  his  monograph  on  hypothyroid- 
ism: “(1st) — The  need  of  the  tissues  for 
thyroxin-transmitted  to  (2nd)  the  central 
nervous  system  connecting  the  tissues  to 
(3rd)  the  hypothalamus  which  is  function- 
ally connected  with  (4th)  the  anterior 
pituitary  which  secretes  TSH  (thyroid 
stimulating  hormone)  into  the  bloodstream 
to  stimulate  (5th)  the  thyroid  gland  which 
produces  (6th)  the  thyroid  hormone,  thy- 
roxin, which  is  carried  to  the  tissues  (7th); 
the  action  of  thyroxin  on  the  tissues  re- 
duces the  demand  on  the  hypothalamus.” 
This  could  be  called  a circle  theory,  and 
any  break  in  the  chain  would  affect  any 
other  part  of  the  circle.  If  the  tissues  de- 
mand thyroxin  beyond  the  rate  of  supply, 
hypothyroidism  develops.  Contrast  the 
myxoedematous  hyperthyroid  facies  of  the 
Eskimo  who  lives  in  environmental  cold 
with  the  facies  of  the  Bantu  who  lives  in 
environmental  heat.  The  Eskimo’s  cold  en- 
vironment requires  less  oxygen  for  the  tis- 
sues and  gives  less  stimulation  to  the  cen- 
tral nervous  system,  and  eventually  more 
stimulation  to  the  thyroid  through  the  hy- 
pothalamus in  order  to  produce  thyroxin. 
In  medical  terminology  so  often  we  are  lim- 
ited to  convey  proper  concepts.  For  exam- 
ple, in  rheumatic  heart  disease  we  are  all 
aware  that  the  heart  is  not  the  only  target 
organ  involved.  The  gross  microscopic  and 
chemical  pathology  involve  practically  all 
the  organs  and  tissues,  particularly  the  peri- 
vascular arterioles,  brain,  and  joints.  Like- 
wise, myxoedema  is  an  entity  not  limited 
to  one  organ  but  to  the  entire  organic  struc- 
ture. 

Another  concept  over  which  there  has 
been  much  controversy  is  the  relationship  of 
cholesterol  metabolism  as  induced  by  hypo- 
thyroidism. Does  cholesterol  as  associated 
with  either  spontaneous  or  artificially  in- 
duced myxoedema  cause  arteriosclerosis? 
There  are  two  schools  of  thought.  Dr.  Law- 
rence B.  Ellis3  states,  and  others  in  the 
American  Heart  Journal  in  1952  state,  that 
the  relationship  between  myxoedema  and 
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heart  disease  is  complicated  by  the  fact 
that  the  incidence  of  atherosclerosis  is  high. 
This  may  be  related  to  an  elevation  of 
serum  cholesterol  which  commonly  occurs 
in  this  disease.  I believe  this  implication  is 
denied  and  well  supported  by  Bloomgart, 
Freedberg,  and  Kurland5,  who  have  had  a 
rich  experience  in  producing  hypothyroid- 
ism and  myxoedema  either  by  total  obla- 
tion or  by  administration  of  radioactive 
iodine.  They  conclude  that  progressive  ar- 
teriosclerosis is  not  a necessary  comcomit- 
ant  of  hypothyroidism  or  of  the  hypothy- 
roid state. 

As  early  as  1888  in  a report  of  the  com- 
mittee of  the  Clinical  Society  of  London, 
twenty  cases  were  summarized:  “In  more 
than  half  the  cases  there  was  atheroma  of 
the  large  arteries,  but  in  only  rare  instances 
was  the  condition  advanced.  Arterial  de- 
generation does  not  appear  to  any  univer- 
sal extent,  at  least  in  the  larger  vessels.” 

Many  of  the  cases  have  misled  investiga- 
tors in  that  hypertension,  renal  diseases,  or 
concomitant  coronary  sclerosis  have  been 
present.  For  example,  cases  treated  for  an- 
gina pectoris  could  not  be  included  in  the 
investigations  since  undoubtedly  coronary 
sclerosis  was  present  previously.  Necropsies 
on  cretins  as  performed  by  Nupce,  McCal- 
lum,  and  Fabyan  failed  to  reveal  the  cor- 
onaries sclerosed.  In  fact,  on  a myxoedema- 
tous  idiot  the  coronaries  were  found  to  be 
delicate,  normal  and  elastic. 

It  is  our  feeling  that  in  patients  treated 
with  radioactive  iodine,  total  oblation,  an- 
ti-thyroids, and  in  myxoedemas  following 
thyroidectomy,  there  need  be  no  fear  of 
premature  development  of  sclerosis,  partic- 
ularly coronary  sclerosis. 

One  other  concept  which  needs  review- 
ing is  the  administration  of  thyroid.  I will 
cite  a case  admitted  to  the  Delaware  Hos- 
pital. The  record  states  that  several  years 
before  the  patient  was  found  to  have  a basal 
rate  of  minus  30.  She  had  been  on  thyroid 
medication  at  intervals,  but  the  dosage  was 
not  only  inadequate,  but  at  times  was 
stopped  entirely.  Two  months  prior  to  ad- 
mission she  developed  generalized  anasarca. 
She  was  frequently  in  bed  because  of  ex- 


ertional dyspnea.  On  admission  the  heart 
showed  weak  rhythmic  contractions,  and 
flatness  was  definitely  present  in  percus- 
sion of  the  chest.  The  abdomen  showed 
marked  ascites.  The  skin  was  edematous 
and  brawny.  The  voice  was  husky.  The  ad- 
mitting blood  pressure  was  160/106  with  a 
feeble,  irregular  pulse.  Paracentesis  abdom- 
inis revealed  3,120  cc.  of  clear,  greenish 
fluid.  The  patient  did  poorly,  deepened  in 
cyanosis,  and  died  two  days  later.  Necrop- 
sy revealed  a massive  hydro-pericardium. 
The  pericardium  contained  4,000  cc.  of 
dark  fluorescent  fluid  which  contained 
bright,  sparkling  yellow  crystals  scattered 
throughout.  By  microscopic  examination 
typical  cholesterol  crystals  were  noted.  The 
pericardium  was  thickened  on  both  parietal 
visceral  sides,  and  there  were  yellow  salt 
plaques  of  precipitated  crystaloid  material 
which  proved  to  be  cholesterol.  The  cor- 
onaries were  small  and  patent.  The  heart 
itself  was  small  and  compressed.  The  thy- 
roid by  careful  dissection  revealed  no  in- 
dentifiable  structure.  The  entire  larynx  and 
trachea  were  removed  for  careful  examina- 
tion. It  was  our  feeling  that  her  death  could 
have  been  prevented  by  careful  medical 
management,  not  only  the  constant  admin- 
istration of  thyroid,  but  dosage  regulation 
according  to  the  patient’s  need  and  clinical 
condition.  This  gives  the  clinician  a chal- 
lenge as  to  the  dosage  and  the  potency  of 
thyroid.  If  there  were  careless  administra- 
tion as  to  the  amount  and  types  of  insulin, 
the  failure  of  treatment  would  certainly  be 
greater  in  management  of  a diabetic  pa- 
tient. Likewise,  it  is  just  as  important  to 
follow  carefully  the  amount  of  thyroid; 
this  can  be  done  most  carefully  by  clinical 
observation.  It  has  been  emphasized  by  Dr. 
Howard  Means-  and  others  that  various 
brands  of  thyroids  differ  in  potency,  and  in 
writing  a prescription  one  should  designate 
the  exact  type  or  brand,  just  as  one  does 
in  administering  digitalis.  I am  sure  the 
above  patient  could  have  been  saved  from 
an  untimely  death  had  thyroid  been  ad- 
ministered in  proper  dosage. 

Another  important  concept  to  remember 
is  myxoedema  masked  because  of  heart  dis- 
ease. I shall  cite  two  cases.  The  first  case 
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is  that  of  a 53-year  old  housewife  who  was 
admitted  to  the  hospital  after  being  found 
unconscious.  Ten  years  previously  she  was 
hospitalized  and  diagnosed  as  having  rheu- 
matic heart  disease  with  mitral  stenosis 
and  regurgitation,  well  controlled.  Her  bas- 
al metabolism  at  that  time  was  minus  11. 
She  had  had  a thyroidectomy  in  her  late 
20’s  for  a toxic  thyroid.  Since  the  opera- 
tion she  always  felt  languid,  with  a ten- 
dency to  obesity,  and  sensitivity  to  cold. 
She  was  maintained  on  a daily  ration  of 
thyroid  of  1 to  2 grains  and  her  basal  me- 
tabolic rate  varied  from  minus  5 to  minus 
17.  Her  rheumatic  heart  subsequently  did 
need  regulation  with  digitalis,  rest  and  salt 
restriction  for  auricular  fibrillation  and  a 
tendency  to  congestive  failure.  In  her  treat- 
ment there  was  a constant  challenge  be- 
tween Scvllae  and  Charybidis  in  that  an 
excess  of  thyroid  aggravated  her  heart  fail- 
ure and  inadequate  amounts  led  to  weak- 
ness, fatigue,  exhaustion,  and  falling  out  of 
hair. 

The  patient  died  five  days  later  and  the 
autopsy  revealed  a cerebral  embolus,  ap- 
parently from  the  fibrillating  auricle.  There 
was  no  mention  in  the  post-mortem  find- 
ing of  the  myxoedematous  state  which  was 
controlled  with  a daily  ration  of  thyroid. 

The  second  case  is  that  of  a 63-year  old 
minister  who  had  been  a patient  with  hy- 
pertensive cardiovascular  disease  for  a num- 
ber of  years.  He  became  definitely  decom- 
pensated in  1951.  Reduction  of  weight, 
low-sodium  diet,  digitalis,  mercurial  diuret- 
ics with  or  without  ammonium  chloride, 
and  resins  were  all  used  with  some  success. 
However,  in  consultation  with  Dr.  Charles 
Wolferth,  of  the  University  of  Pennsyl- 
vania, it  was  felt  advisable  to  administer 
radioactive  iodine  with  the  condition  con- 
sidered intractable  heart  failure.  On  June 
12,  1953,  15  millicures  of  iodine  131  were 
administered.  The  patient  reached  his 
height  of  improvement  after  about  three 
months,  requiring  less  mercurial  diuretics 
and  allowing  a reduction  of  the  resin  dose. 
However,  notes  on  December  28,  1953,  state 
that  in  early  December  he  caught  cold  and 


since  then  had  taken  on  weight.  The  edema 
of  his  legs  was  brawny,  face  puffed  up,  eye- 
lids edematous,  voice  husky.  His  wife  stated 
he  was  drowsy,  and  he  complained  of  fa- 
tigue and  exhaustion.  No  basal  metabolism, 
protein  bound  iodine,  or  radioactive  uptake 
tests  were  done,  but  on  clinical  observa- 
tion thyroid  extract — Armour’s,  x/\  grain — 
was  administered  in  conjunction  with  his 
cardiac  management.  A month  later  the 
patient  felt  much  improved.  His  voice  had 
cleared,  eyelids  and  face  had  lost  the  puffi- 
ness, and  there  was  a better  sense  of  well- 
being. The  thyroid  was  increased  to 
grain.  He  has  remained  on  this  schedule 
and  is  now  doing  satisfactorily. 

The  above  cases  illustrate  the  necessity 
of  thinking  of  early  myxoedema  in  every 
case  of  thyroidectomy  as  well  as  cases  treat- 
ed with  radioactive  iodine.  In  fact,  an 
axiom  could  well  be  formed  with  every 
case  of  thyroidectomy  and  radioactive 
iodine  or  with  an  anti-thyroid  treated  pa- 
tient; each  case  should  be  considered  a po- 
tential case  of  myxoedema,  which  in  turn 
would  lead  to  heart  disease  until  proven 
otherwise. 

I believe  clinical  observation  far  excels 
the  importance  of  laboratory  tests.  A basal 
metabolic  test  would  be  distorted  by  the 
associated  congestive  failure  in  the  above 
case  as  well  as  the  hypertension.  The  ra- 
dioactive uptake  would  not  be  accurate  be- 
cause of  previous  administration  of  radio- 
active iodine.  A protein  bound  iodine  de- 
termination would  possibly  help.  This  was 
performed  later,  but  the  emergency  rather 
demanded  therapy  than  laboratory  study. 
A basal  metabolism  in  February  of  1954 
was  minus  7;  a PBI  was  4.2. 

Before  summarizing  my  discussion  I 
would  like  briefly  to  say  a word  about  the 
various  concepts  concerning  laboratory 
tests  for  thyroid  function.  From  one  ex- 
treme, (as  quoted  by  Scherf1'):  “Estima- 
tion of  blood  cholesterol  may  be  more  val- 
uable than  the  determination  of  the  basal 
metabolism”,  to  another  extreme  (as  quot- 
ed by  Blackburn  of  Mayo  Clinic7),  it  is 
stated  that  techniques  employing  1-131  are 
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here  to  stay,  as  is  the  basal  metabolic  rate, 
which  will  probably  remain  the  most  wide- 
ly used  initial  evaluation  of  thyroid  func- 
tion. However,  Blackburn  states,  “None  of 
these  tests — nor  none  together — is  better 
than  the  use  by  the  physician  of  his  five 
senses,  his  training,  past  experience  to 
weigh  all  the  evidence  deciding  the  status 
of  his  patient’s  thyroid  function.”  I heartily 
agree  with  this  last  statement. 

In  conclusion  I would  like  to  reiterate 
the  following  concepts  to  which  I would  in- 
vite your  intention.  First,  the  necessity  for 
early,  almost  preclinical  diagnosis  of  myx- 
oedema  heart  before  advanced  pathological 
or  organic  changes  have  occurred.  Second, 
the  homostatic  concept  as  advanced  by  Dr. 
Paul  Starr,  that  myxoedema  is  a general 
systematic  disease.  Third,  the  evidence 
points  to  the  fact  that  hypercholesteremia 
as  induced  by  thyroidectomy,  either  par- 
tial or  total  oblation,  does  not  predispose 
to  coronary  sclerosis.  Fourth,  the  necessity 
of  regulating  the  thyroid  or  management 
of  myxoedema  cases  with  equal  care  as 
that  of  diabetics,  particularly  in  regard  to 
maintenance,  potency,  and  adjusted  dosage 
of  the  thyroid  extract.  Fifth,  the  caution 
of  not  overlooking  underlying  myxoedema 
when  the  predominating  clinical  disease 
present  may  be  the  preponderant  medical 
picture.  The  former  may  contribute  much 
to  the  illness  as  in  the  two  postoperative 
surgical  myxoedema  and  radioactive  in- 
duced cases.  Sixth,  and  finally,  a word  of 
caution:  one  should  not  be  prejudiced  by 
one  specific  thyroid  test,  for  each  such  test 
has  so  many  pitfalls.  No  other  disease  so 
challenges  the  judgment,  observation,  and 
close  management  for  therapeutic  success. 
The  myxoedema  heart  is,  as  Dr.  Paul  White 
states,  “A  reversible  heart  disease”. 

REFERENCES 

1.  Mussio-Fournier,  J.  C.:  Circulatory  Apparatus  in 

Myxoedema,  Proc.  Staff  Meet.  Mayo  Clin.  17:  212-215, 
Apr.  8,  1942. 

2.  Means,  J.  H.:  The  Thyroid  and  its  Diseases.  Philadel- 
phia: J.  B.  Lippincott  Co.,  1937. 

3.  Starr,  Paul:  Hypothyroidism.  Springfield,  111.:  C.  C. 

Thomas  Co.,  1954. 

4.  Ellis,  L.  B.,  et  al.:  The  Effect  of  Myxoedema  on  the 

Cardiovascular  System,  Am.  Heart  J.  43:  341-356 

(March)  1952. 

5.  Blumgart,  H.  L.,  Freedberg,  A.  S.,  Kurland,  G.  S.: 
Hypercholesterolemia,  Myxoedema  and  Atherosclerosis, 
Am.  J.  Med.  14:  665-673  (June)  1953. 

6.  Scherf,  David  & Boyd,  Linn  J.:  Cardiovascular  Disease. 
St.  Louis:  C.  V.  Mosby  Co.,  1939. 

7.  Blackburn,  Charles  M.:  Laboratory  Tests  of  Thyroid 

Function,  Collect.  Papers  Mayo  Clin.  45:  304-308,  1953. 


CUNICOPATHOLOGIC  CASE  REPORT 

John  M.  Kearney,  M.D.,a 
Bernadine  Z.  Paulshock,  M.D.,b 
and 

Donald  McCowan,  M.D.,c 

Wilmington,  Del. 

Presentation  of  Case* * 

Dr.  Paulshock:  The  patient,  a 57  year  old 
white  male,  was  first  seen  in  the  Out-Pa- 
tient Department,  August,  1947.  His  pre- 
senting complaints  included  2-3  episodes  of 
hemoptysis  over  the  preceding  month;  ex- 
ertional dizziness  for  about  2 years;  and 
chronic  recurrent  substernal  pain,  unrelated 
to  exercise  and  without  arm  or  neck  radia- 
tion, the  exact  nature  of  which  was  not 
specifically  described. 

Past  medical  history  was  relevant  for 
two  episodes  of  hemetemesis  and  melena. 
The  first,  in  1940,  was  treated  by  a posteri- 
or gastro-jejunostomy  performed  at  another 
hospital;  the  second  was  treated  medically. 
During  his  first  bleeding  episode,  a duodenal 
ulcer  is  said  to  have  been  visualized  by 
x-ray  examination.  Chronic,  heavy  alcohol 
ingestion  was  admitted. 

Physical  examination  showed  acne  rosacea 
and  a healed  abdominal  scar.  Blood  pres- 
sure was  140/80.  PFX  was  interpreted  as 
normal.  Hemogram  and  subsequent  labora- 
tory data  are  recorded  on  the  appended 
table. 

On  a bland  diet  and  phenobarbital 
throughout  the  next  year,  he  remained 
essentially  asymptomatic. 

First  Hospital  Admission  (August-Sept., 
1948).  Approximately  12  months  later  he 
was  admitted  to  the  Delaware  Hospital  be- 
cause of  bright  red  stools  of  4 days  dura- 
tion. His  admission  physical  examination 
was  normal  except  for  the  rosacea  and  ab- 
dominal scar.  The  liver  and  spleen  were 
not  palpable  and  no  mention  was  made 
of  any  remarkable  lymphadenopathy.  Dur- 
ing this  admission  an  upper  G.  I.  survey 
was  interpreted  as  showing  no  evidence  of 
esophageal  varices,  gastric  malignancy,  or 
ulcer.  There  was  marked  hypertrophy  of 

a Intern,  Delaware  Hospital, 
b Resident  in  Medicine,  Delaware  Hospital, 
c Resident  in  Pathology,  Delaware  Hospital. 

* Delaware  Hospital  Case  #173405,  presented  at  Staff  Clin- 
ical Pathology  Conference. 


160 


Delaware  State  Medical  Journal 


July,  1955 


the  gastric  rugae,  duodenal  and  jejunal 
mucosal  folds.  No  ulcer  of  the  jejunal  stoma 
was  visualized.  Barium  enema  was  normal. 
Chest  x-ray  revealed  a small  amount  of 
transverse  cardiac  enlargement,  with  some 
hilar  congestion.  There  was  no  evidence  of 
enlarged  hilar  lymph-nodes  nor  any  paren- 
chymal infiltration. 

Treatment  included  blood  transfusions 
and  a Sippy  regimen.  Laboratory  data  is 
summarized  on  the  appended  Table  I.  Bone 
marrow  aspirate  was  interpreted  as  being 
compatible  with  a leukemoid  hyperplasia. 
The  patient  was  gastroscoped  one  month 
after  discharge.  This  examination  demon- 
strated only  a normal  appearing  gastro- 
jejunostomy without  evidence  of  peptic  ul- 
cer or  any  other  pathology. 

Second  Hospital  Admission  (March-May , 
1949).  He  remained  well  until  six  months 
later  when,  after  several  highballs  and  a 
heavy  meal,  he  developed  epigastric  pain 
and  vomiting  and  shortly  thereafter  began 
to  pass  tarry  stools.  He  continued  to  note 
melena  for  several  days  before  presenting 
himself  for  admission  by  which  time  he  had 
a tachycardia  of  130,  a respiratory  rate  of 
20,  and  was  sweating  profusely.  Blood  pres- 
sure was  120/80.  Initial  therapy  included 
blood  transfusions  and  a Sippy  #1  regimen. 
Electrocardiogram  demonstrated  inverted  T 
waves  in  leads  1 and  2 and  in  the  left  pre- 
cordial leads,  the  interpretation  being  left 
heart  strain.  Three  weeks  after  admission 
a subtotal  gastrectomy  with  revision  of  the 
previous  gastro-enterostomy  was  performed. 
The  resected  specimen  showed  gastritis  and 
hyperplastic  gastric  epithelium.  Hematolog- 
ic data  during  this  admission  are  appended. 

Third  Hospital  Admission  (October, 
1949).  Following  discharge  in  May  1949, 
he  remained  well  until  October  when  he 
developed  a tender,  hot  nodule  in  his  left 
axilla.  Physical  examination  at  this  time 
demonstrated  in  addition  many  inguinal 
nodes  and  one  right  axillary  node  of  unde- 
scribed size  and  consistency.  The  splenic 
tip  was  palpated  for  the  first  time.  When 
excision  biopsy  of  the  left  axillary  node  was 
performed,  continuous  oozing  over  the  next 
several  hours  necessitated  admission  for 
blood  transfusion.  During  this  admission  a 
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TABLE  I 


O.P.D. 

8/47 

8/15/48 

1st  Admission 
8/17/48  8/19/48 

9/5/48 

2nd  Admission 
3/29/49  5/7/49 

3rd 

Admis. 

10/49 

O.P.D. 

7/50 

Final  Admission 
1/15/51  2/2/51 

13.7 

6.2 

8.8 

9.6 

11.1 

9.3 

11.2 

14.2 

8.1 

7.8 

12.4 

51.500 

31.900 

23,200 
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12 
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13 

7 
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16 

12 

— 
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3 

2 
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F 

1 

— 

4 
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1 

10 

— 

11 

2 

0 

— 

2 

— 

4 

lils 

ELETS 

3S 

IBS 

COAG. 

IE 

AC 

D SUGAR 
PROT. 

. FLOC. 

945,000 

5 min. 
0% 

2.9 
6 

6.10 
4.40 
1.70 

0 

1.9 

872,000 

4 

506.000 

5 

increased 

21 

6.23 

3.63 

2.60 

4 

15 

16 

8 

125,000 

3.4 

negative 

11 

119 

6.30 

2.95 

3.35 

8 

30,000 

soft  systolic  mitral  murmur  was  mentioned 
for  the  first  time.  Microscopic  examination 
of  the  resected  lymph  node  revealed  mul- 
tiple small  abscesses.  The  pathologic  diag- 
nosis was  “suppurative  lymphadenitis”. 


next  3-4  months  occasional  blood  trans- 
fusions were  administered  for  symptoms  of 
anemia.  Overall  weight  loss  of  40  pounds 
had  occurred  since  the  patient’s  first  visit 
in  1947. 


One  month  later  an  eroded,  inflamed 
looking,  hemorrhagic  ulcer  developed  on 
the  patient’s  posterior  pharyngeal  wall. 
After  therapy  with  parenteral  penicillin  for 
one  week,  this  ulcer  disappeared.  Bone  mar- 
row biopsy  of  the  sternum  was  performed 
at  this  time  and  was  interpreted  as  “mega- 
karyocytic  hyperplasia  and  fibrosis  compat- 
ible with  chronic  granulocytic  leukemia”. 

During  the  succeeding  6 months  the  axil- 
lary lymphadenopathy  regressed.  However, 
hepatomegaly  became  apparent,  as  well  as 
marked  splenomegaly,  the  lower  pole  of  the 
spleen  reaching  to  the  pelvic  brim.  Chest 
x-ray  was  normal  except  for  slight  elevation 
of  the  left  diaphragmatic  dome. 

In  the  Fall  of  1950  a course  of  x-ray 
therapy  to  the  spleen  was  begun  because  of 
overlying  pain  and  tenderness.  After  1200 
r in  air  over  12  days,  therapy  was  discon- 
tinued because  of  a decrease  from  over 
20,000  WBC  to  5000.  However,  great  symp- 
tomatic relief  was  obtained  and  the  size 
of  the  spleen  decreased  one-half.  Over  the 


Final  Hospital  Admission  (Jan. -Feb., 
1951) . The  patient  was  readmitted  in  Janu- 
ary, 1951  because  of  progressive  weakness 
and  increasing  dizziness.  Physical  examin- 
ation revealed:  pallor  of  all  mucous  mem- 
branes; fever  of  102°;  pulse  rate,  80;  moist 
rales  at  both  bases;  a soft  systolic  murmur 
at  both  mitral  and  aortic  area;  the  spleen 
filled  the  entire  left  abdomen;  the  liver  edge 
extended  3 fingerbreadths  below  the  right 
costal  margin  and  was  tender.  Chest  x-ray 
was  essentially  unchanged.  The  patient’s 
fever  increased  to  103°  the  second  hospital 
day.  From  this  day  he  received  a daily  8 
hour  infusion  for  the  next  two  weeks  of  10 
mg  of  ACTH  in  1000  units  of  5%  G/W. 
During  this  time  his  temperature  decreased 
until  he  became  afebrile.  The  day  before 
the  ACTH  was  discontinued,  his  fever  re- 
curred and  from  then  on  until  his  death  3 
days  later  he  manifested  intermittent  fever 
to  a high  of  103°  (rectal).  Blood  culture 
obtained  the  day  after  admission  demon- 
strated no  growth  in  15  days.  Despite  sup- 
portive therapy,  including  transfusions  both 
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of  red  cells  alone  and  of  whole  blood,  and 
oral  penicillin,  he  became  progressively 
weaker  and  expired  approximately  3 weeks 
after  his  admission. 

Discussion  of  Case 

Dr.  Kearney: 

The  case  this  morning  presents  four  out- 
standing features  for  our  consideration: 
anemia,  leukocytosis  or  leukemoid  reaction, 
thrombocythemia,  and  hepatosplenomegaly. 
We  also  have  a disease  chronic  over  at  least 
a four  year  period  in  a 57  year  old  white 
male,  with  episodes  of  G.I.  bleeding,  hem- 
optysis, substernal  pain,  suppurative 
lymphadenitis,  oral  ulceration,  and  an  over- 
whelming, septic  termination  of  life. 

A methodical  consideration  of  diseases 
characterized  by  these  four  features  will 
first  be  presented. 

The  causes  of  splenomegaly  are  so  va- 
ried that  they  encompass  the  entire  realm 
of  etiologic  classification  and  are  generally 
the  following.  Acute,  subacute,  and  chronic 
infections.  Specific  examples  are  typhoid,  in- 
fectious mononucleosis,  tuberculosis,  ma- 
laria, and  infectious  hepatitis.  Congestive 
splenomegaly  and  hyperplastic  splenomeg- 
aly include  items  such  as  cirrhosis,  portal 
vein  thrombosis,  and  the  anemias.  Infiltra- 
tive diseases  include  lipoid  retieuloendo- 
thelioses,  neoplasms,  and  cysts.  Next  there 
is  a list  of  conditions  and  diseases  stimulat- 
ing an  increased  platelet  count:  (1)  hem- 
orrhage; (2)  post-partum  period;  (3)  acute 
febrile  illness,  as  pneumonia;  (4)  severe  in- 
jury— e.g.  fracture  femur;  (5)  splenectomy; 
(6)  chronic  tuberculosis;  (7)  Hodgkin’s  dis- 
ease; (8)  after  blood  transfusions;  (9)  stren- 
uous exercise;  (10)  acute  rheumatic  fever; 
(11)  chronic  myeloid  leukemia;  (12)  poly- 
cythemia vera;  (13)  primary  thrombocy- 
themia hemorrhagica.  A fairly  complete 
review  of  diseases  presenting  a leukemoid 
blood  picture  may  be  quickly  presented.  A 
leukemoid  reaction  is  defined  as  white  blood 
count  over  50,000  or  a lower,  even  leuko- 
penic, count  with  premature  cells  in  the 
circulating  blood. 

Again  we  have  a group  of  infections. 
Myelocytic  responses  are  caused  by  pneu- 
monia, meningoeoccic  meningitis,  diphthe- 


ria, and  tuberculosis.  Lymphatic  responses 
can  be  caused  by  whooping  cough,  chicken 
pox,  infectious  mononucleosis,  cancer  of  the 
stomach,  and  syphilis.  Intoxications  such  as 
eclampsia,  severe  burns,  and  mercury  poi- 
soning stimulate  high  white  blood  counts. 
Malignancy  with  bone  metastases  can  cause 
a leukemoid  reaction,  as  can  severe  hemor- 
rhage, sudden  hemolysis,  and  pernicious 
anemia  in  recession.  From  these  standard 
textbook  analyses,  that  is  from  all  the  pos- 
sible diagnoses,  there  are  only  a few  we  can 
more  fully  discuss,  in  fact  need  to  discuss. 
In  the  group  of  infections,  the  chronic  dis- 
ease tuberculosis  is  forthcoming  as  a cause 
of  the  predominant  findings  in  our  case. 

Hodgkin’s  disease  and  myelocytic  leu- 
kemia in  the  malignant  group  of  diseases 
can  both  seriously  be  considered  in  our 
case. 

A diagnosis  of  Hodgkin’s  disease  is  made 
by  examination  of  representative  biopsy 
material.  Biopsied  lymph  nodes  may  be 
misinterpreted  as  chronic  lymphadenitis, 
but  the  course  of  the  disease  is  such  that 
other  nodes  become  available  for  examin- 
ation very  shortly.  A course  of  radiation 
with  dramatic  regression  of  enlarged  nodes 
has  been  considered  diagnostic. 

Hodgkin’s  disease  is  characterized  by 
polyleukocytosis,  platelet  increase,  and 
sometimes  splenic  enlargement.  This  dis- 
ease is  frequently  most  protean  in  its  man- 
ifestations. The  duration  of  this  case  with- 
out therapy  is  against  the  diagnosis.  Treat- 
ed cases  at  the  Memorial  Hospital,  New 
York  City,  from  1918  to  1943  ranged  from 
17.7%  to  23.6%  five  year  survival. 

In  thoroughness,  when  considering  a 
chronic,  mystifying  disease,  we  should  men- 
tion syphilis  which  can  give  any  or  all  the 
findings  we  have  here.  The  patient  had  a 
course  of  penicillin  for  one  week  which 
might  have  reversed  some  of  the  symptom- 
atology; however,  the  protocol  gives  little 
to  encourage  pursuit  of  this  diagnosis. 

The  report  of  a bone  marrow  biopsy  on 
the  third  hospital  admission  reads  “mega- 
karyocytic  hyperplasia  and  fibrosis  com- 
patible with  chronic  granulocytis  leukemia.’' 

An  investigation  of  megakaryocytic  hy- 
perplasia and  fibrosis  in  the  bone  marrow 
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opens  the  door  on  a very  interesting  his- 
tologic reaction  which  is  associated  with 
diseases  of  many  names  depending  upon 
slight  clinical  variations  or  the  observer’s 
point  of  view. 

In  a report  on  megakaryocytic  leukemia 
or  chronic  non-leukemic  myelosis,  Carpen- 
ter and  Flory  (1941)  describe  a condition 
characterized  by  1 to  12  million  platelets 
per  mm3,  splenomegaly  which  responds  to 
irradiation  and  infiltration  of  organs  with 
myelocytes  and  megakaryocytes  similar  to 
myelosclerosis  and  polycythemia  vera,  and 
seldom  lymph  gland  enlargement. 

Seventy  cases  reviewed  had  enough  vari- 
ety to  be  called  the  following:  (1)  Myeloid 
splenic  anemia;  (2)  Atypical  myeloid  leu- 
kemia; (3)  Aleukemic  myelosis;  (4)  Os- 
teosclerotic pseudoleukemia;  (5)  Chronic 
non-leukemic  myelosis;  (6)  Megakaryocyt- 
ic myeloid  splenomegaly;  (7)  Myelosclero- 
sis; (8)  Leukoerythroblastosis. 

These  are  generally  differentiated  from 
myeloid  leukemia  by  diversity  of  cell  types 
in  metaplastic  organs  and  bone  marrow, 
commonly  low  WBC,  with  low  proportion 
primitive  cells  circulating  and  constant 
presence  of  nucleated  RBC,  absence  of  leu- 
kemic infiltration,  and  presence  of  osteo- 
sclerosis and  myelofibrosis. 

Carpenter  and  Florey  present  a case  of 
a 33  year  old  white  male  who  was  exposed 
to  a tuberculous  sister  in  childhood,  had 
pneumonia  at  age  21,  had  “bad  kidneys” 
and  albuminuria  at  25.  He  had  dull  ache 
in  back,  arms  and  legs,  constipation,  and  a 
25  pound  weight  loss.  In  three  years  prior 
to  death,  this  patient  had  splenomegaly 
followed  by  leukemoid  blood  picture,  86,000 
per  mm;,  splenectomy,  many  episodes  of 
epistaxis  and  gum  bleeding.  X-ray  showed 
course  trabeculation  of  the  long  bones.  Ter- 
minally there  was  an  aplastic  phase  with 
WBC  of  2,600/mm3  and  anemia  of  2.5  mil- 
lion RBC. 

At  autopsy  there  was  generalized  osteo- 
sclerosis, generalized  myelofibrosis,  general- 
ized aplasia  of  the  bone  marrow,  myeloid 
metaplasia  of  adrenals,  anemia,  and  gen- 
eralized miliary  tuberculosis  with  massive 
miliary  tuberculosis  of  lungs,  liver,  miliary 


tubercles  of  adrenals,  pancreas,  abdominal 
lymph  nodes,  and  bone  marrow.  Caseonod- 
ular  tuberculosis  in  axillary  lymph  nodes. 
Also  chronic  appendicitis,  bilateral  fibrous 
and  fibrinous  pleurisy,  and  minimal  arterio- 
sclerosis. 

Discussion  of  pathogenesis  concludes  that 
this  is  probably  a variant  of  leukemia,  per- 
haps an  erythroleukemia  or  myeloid  meta- 
plasia secondary  to  osteosclerosis  and  mye- 
lofibrosis. It  is  mentioned  that  tuberculosis 
has  impressed  many  observers  as  a possible 
etiology  when  the  bone  marrow  is  hyper- 
plastic. 

Hemorrhagic  thrombocythemia  is  a dis- 
ease in  which  there  is  a hypochromic  mi- 
crocytic anemia  with  WBC  up  to  50,000, 
mostly  polys,  and  platelets  increased  to  1.5 
million. 

I am  going  to  assume  that  what  was  de- 
scribed in  the  bone  marrow  of  our  patient 
was  myelofibrosis,  a reaction  brought  on  by 
a variety  of  means:  toxic  chemicals,  bac- 
terial allergy,  cellular  proliferation  as  in 
leukemia,  and  perhaps  primary  as  in  Albers- 
Schonberg  disease  or  osteopetrosis  of  chil- 
dren. In  all  instances  there  is  a stimulus 
resulting  a bony  sclerosis  or  myelofibrosis 
giving  rise  to  cellular  proliferation  of  all  the 
elements  of  the  bone  marrow,  then  finally 
crowding  out  of  these  elements  and  stim- 
ulating extramedullary  myelopoiesis  and  re- 
sulting in  a myelophthisic  anemia  unre- 
sponsive to  all  therapy  but  transfusion. 

Howard  Crail  et  al  (1948)  reported  four 
cases  of  myelofibrosis  associated  with  tu- 
berculosis. In  these  cases  there  was  mye- 
lofibrosis and  extramedullary  hematopoie- 
sis arising  in  other  organs  of  the  reticu- 
loendothelial system.  There  was  a lukemoid 
reaction  presenting  immature  leukocytes 
and  normoblastic,  giant  platelets  and  mega- 
karyoblasts.  This  leukemoid  reaction  sounds 
similar  to  that  of  erythroleukemia. 

The  bone  marrow  revealed  depletion  of 
normal  hematopoietic  tissue  and  fat,  with 
fibroblastic  proliferation  and  megakaryocy- 
tic increase.  Early  in  the  disease  the  bone 
marrow  had  been  hyperplastic  but  late  re- 
sembled peripheral  blood. 
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Small  caseating  lesions  were  found  dif- 
fusely in  the  organs  of  all  cases  and  were 
filled  with  many  acid  fast  bacilli. 

Very  interesting  experimental  work  has 
shown  the  unsaponifiable  higher  alcohol  of 
the  tubercle  bacillus  capable  of  producing 
proliferation  of  fibroblasts  both  diffuse  and 
clumped.  This  is  a fascinating  subject  em- 
bracing the  large  field  of  fibrotic  and  hy- 
alinized  lesions  including  sarcoidosis  and 
Hodgkin’s  disease. 

Custer  says  that  tuberculosis  is  thought 
responsible  for  a diffuse  myelofibrosis  of 
bone  marrow  in  a few  cases  with  leukoery- 
throblastic  blood  picture  and  thromboey- 
themia. 

Most  cases  of  leukemoid  reaction  have 
apparently  occurred  in  patients  with  ex- 
tensive lymphatic  tuberculosis  or  involve- 
ment of  the  spleen. 

The  blood  picture  in  tuberculosis  may  be 
identical  with  myelogenous  leukemia  with 
a hyperplastic,  myeloid,  bone  marrow,  and 
again  acute  tuberculous  septicemia  may 
give  aplasia  of  bone  marrow. 

Acute  miliary  tuberculosis  usually  has  a 
moderate  hyperchromic  anemia  which  is 
progressive. 

It  is  interesting  to  note  in  regard  to  the 
thrombocythemia  of  our  patient  that  Ban- 
nerman  has  used  the  platelet  count  for  es- 
timating prognosis  of  his  cases. 

Finally,  with  but  little  left  covering  our 
suggestion  as  to  diagnosis,  will  be  a com- 
ment on  the  therapy.  Irradiation  of  the 
spleen  was  followed  by  decrease  in  the  size 
of  the  spleen  and  a drop  in  WBC.  This  may 
have  been  due  to  reducing  the  extramedul- 
lary hematopoiesis  that  these  patients  fre- 
quently need  because  of  the  barren,  mye- 
lofibrotic marrow  in  late  stages  of  the  dis- 
ease. Secondly,  the  steroid  effect  on  tuber- 
culous patients  is  defervescence,  appetite 
improvement,  temporary  regression  of  signs 
of  inflammation  as  disclosed  by  x-ray  ex- 
amination of  the  lungs.  In  the  larynx  edema 
decreases,  and  occasionally  the  tuberculin 
reaction  is  reversed — apparently,  a result 
of  the  suppression  of  allergy  and  its  inflam- 
mation. There  is  usually  an  immediate 
flare-up  of  the  disease  when  steroids  are 
withdrawn.  Cortisone  is  suggested  in  tu- 
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berculosis  therapy  only  if  there  is  an  as- 
sociated Addison’s  disease. 

Our  clinical  diagnosis  is  miliary  tubercu- 
losis, with  myelofibrosis  and  leukemoid  re- 
action. 

Autopsy  Findings 

Dr.  McCowan: 

An  autopsy  performed  approximately 
eight  hours  after  death  revealed  the  follow- 
ing significant  gross  findings: 

1.  Indurated,  coalescent,  gray-white 
nodules  0.2  to  1.5cm  in  diameter  in  the 
lower  lobe  of  each  lung  and  in  the  apex 
of  the  left  lung. 

2.  Hepatomegaly  (3300  grams)  with 
white  miliary  nodules  diffusely  scattered 
over  the  surface  and  throughout  the  paren- 
chyma. 

3.  Splenomegaly  (2725  grams)  with 
similar  diffuse  miliary  lesions. 

4.  Enlarged  kidneys  (400  and  375 
grams)  with  occasional  similar  miliary  le- 
sions on  the  cortices. 

5.  Generalized  lymphadenoapthy  with 
suppuration  of  some  of  the  hilar  nodes. 

6.  No  demonstrable  site  of  blood  loss. 

Microscopic  examination  revealed  coales- 
cent foci  of  caseation  necrosis  in  the  lungs, 
liver,  spleen,  and  lymph  nodes.  Kinyoun 
stained  sections  demonstrated  myriads  of 
acid-fast  bacilli  in  these  lesions  as  well  as  in 
blood  vessels.  The  tissue  reaction  of  tuber- 
culosis— histiocytes,  giant  cells,  and  lym- 
phocytes— was,  however,  conspicuously  ab- 
sent in  all  sections.  Neither  acid-fast  bacilli 
nor  tubercles  could  be  demonstrated  in  the 
bone  marrow  which  showed  crowding  out 
of  blood  cell  progenitors  by  advancing  fib- 
rous tissue. 

Review  of  the  axillary  node  biopsy  and 
second  sternal  marrow  biopsy  showed  a few 
acid-fast  bacilli  in  each. 

We  can  therefore  agree  with  Dr.  Kearney 
that  the  patient  did  indeed  have  miliary 
tuberculosis  and  myelofibrosis. 

The  association,  however,  is,  of  course, 
no  proof  that  the  tuberculosis  caused  the 
myelofibrosis  and  a leukemoid  reaction,  al- 
( continued  on  page  168) 
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The  Bricker  Amendment 

Thoughtful  Americans  of  all  walks  re- 
alize that  foreign  control  of  American 
life,  via  treaties  or  executive  agreements, 
poses  a greater  peril  to  our  liberty  and  our 
freedom  than  does  Communistic  infiltra- 
tion. Thoughtful  American  physicians  are 
doubly  concerned,  since  treaties,  believe  it 
or  not,  can  nullify  our  national  laws  and 
supercede  our  state  laws,  even  those  relat- 
ing to  local  medical  licensure!  As  a poig- 
nant example  of  these  facts,  read  this  let- 
ter: 

May  16,  1955 

Honorable  Estes  Kefauver,  Chairman 
Subcommittee  on  Constitutional  Amendments 
Committee  on  the  Judiciary 
U.  S.  Senate 
Washington  25,  D.  C. 

Dear  Mr.  Chairman: 

I would  like  to  take  this  opportunity  on  behalf 
of  the  American  Medical  Association  to  submit 
for  your  consideration  our  views  concerning 
S.J.Res.  1,  84th  Congress,  which  is  currently  be- 
ing studied  by  your  committee. 


The  American  Medical  Association  vigorously 
endorses  the  principles  of  a Constitutional  amend- 
ment designed  to  restore  to  the  states  and  to  the 
Congress  those  legislative  powers  which,  until  re- 
cent years,  had  been  thought  to  be  secured  to 
them  by  the  Constitution.  We  have  no  preference 
as  to  the  language  best  suited  to  accomplish  this 
purpose  but  feel,  as  citizens  and  physicians,  that 
recent  developments  make  such  an  amendmesnt 
vitally  necessary. 

It  has  become  plain  to  us  that  both  the  states 
and  the  Congress  have  suffered  an  erosion  of 
their  powers  through  past  usage  and  the  poten- 
tial future  use  of  the  treaty  power  and  the  Exec- 
utive Agreement.  Whether  such  a shift  of  power 
to  the  Executive  branch  of  the  government  was 
foreseen  and  intended  by  the  framers  of  the  Con- 
stitution or  whether  it  arises  from  faulty  con- 
struction of  that  document  by  the  Supreme  Court 
is  immaterial.  It  is  a fact  that  today  the  Presi- 
dent and  a small  minority  of  the  Senate  can  (a) 
override  state  constitutions,  laws  and  customs  in 
areas  never  before  supposed  to  be  proper  sub- 
jects for  federal  regulation,  (b)  expand  the  legis- 
lative powers  of  Congress  beyond  those  delegated 
in  the  Constitution  and  (c)  legislate  by  treaty 
rather  than  through  the  open  processes  of  a rep- 
resentative Congress.  Most  alarming  of  all,  the 
President  alone  can  do  all  of  these  things  by  the 
use  of  an  Executive  Agreement. 

It  serves  no  useful  purpose  to  reiterate  here  the 
convincing  arguments  already  made  on  behalf  of 
such  an  amendment  as  we  support  or  to  demon- 
strate the  error  and  confused  thinking  into  which 
its  opponents  have  fallen.  We  believe  that  reason- 
able men,  reviewing  the  record,  can  only  con- 
clude that  the  case  for  the  amendment  has  been 
more  than  adequately  made.  We  desire,  however, 
to  add  to  that  record  the  specific  reasons  for  our 
concern  as  physicians  and  to  invite  the  atten- 
tion of  the  Committee  to  a striking  demonstra- 
tion of  the  fact  that  Senate  ratification  of  treaties 
provides  a protection  more  illusory  than  real. 

Treaties  are  seldom  negotiated  under  circum- 
stances which  permit  persons  interested  an  oppor- 
tunity to  learn  what  is  being  done  in  their  behalf 
or  to  express  their  opinions  on  the  subject.  They 
are  presented  to  the  Senate  in  finished  form  and 
under  circumstances  making  alteration  of  the 
treaty  language  virtually  impossible.  Hearings 
are  normally  cursory,  without  copies  of  the  treaty 
concerned  being  made  available  for  public  scru- 
tiny. Consequently,  propositions  which  would  re- 
ceive full  and  complete  hearings  if  advanced  in 
the  normal  legislative  form  are  not  even  discov- 
ered by  the  public  until  after  they  have  become 
domestic  law.  Their  true  impact  is  only  realized 
after  litigation.  It  is  no  secret  that  the  Senate 
customarily  transacts  business  without  a quorum 
present.  There  is  no  prohibition  against  the  rati- 
fication of  treaties  by  voice  vote  with  only  a few 
Senators  on  the  floor. 

As  an  example,  we  remind  the  Committee  that 
on  June  14,  1952  the  Senate  of  the  United  States 
ratified  two  conventions  and  a treaty  with  only 
two  Senators  present.  The  Senator  who  was  on 
the  floor  did  not  even  vote,  the  sole  affirmative 
vote  being  cast  by  the  Senator  presiding.  Only 
a gentleman’s  agreement  prevents  a repetition  of 
this  travesty  today.  Surely,  our  fundamental 
rights  require  a much  stronger  safeguard. 

Other  witnesses  before  this  Committee  have 
clearly  indicated  the  threat  to  state  and  national 
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sovereignty  and  to  our  rights  as  citizens  in  pro- 
posals advanced  by  the  United  Nations  such  as 
the  International  Criminal  Court,  the  Genocide 
Convention,  the  Covenants  on  Human  Rights,  the 
Convention  on  Gathering  and  Transmission  of 
International  News  and  Right  of  Correction  and, 
indeed,  the  theory  of  certain  individuals  that  the 
Charter  of  the  United  Nations  can  be  broadened 
by  interpretation.  While  we  are  also  concerned 
with  these  dangers  as  individual  citizens,  the 
medical  profession  is  particularly  disturbed  by 
the  activities  of  two  of  the  international  organiza- 
tions in  which  the  United  States  participates. 

Both  the  World  Health  Organization  and  the 
International  Labor  Organization  are  engaged  in 
international  operations  affecting  the  practice  of 
medicine.  The  International  Labor  Organization 
alone  has  produced  103  conventions  to  date,  a 
large  number  of  which  if  adopted,  would  dras- 
tically alter  the  practice  of  medicine  and  the 
physician-patient  relationship  as  it  exists  in  the 
United  States  today.  Included  are  conventions 
governing  maternity  protection,  workmen’s  com- 
pensation, weekly  rest,  medical  examination  of 
young  persons,  sickness  insurance,  invalidity  in- 
surance, migration  for  employment,  social  secur- 
ity, and  medical  examination. 

It  is  not  surprising,  in  view  of  the  composition 
of  the  I.L.O.,  that  its  conventions  are  instruments 
of  statism  totally  repugnant  to  the  American  phi- 
losophy of  the  relationship  of  the  people  to  our 
government.  If  given  effect  as  internal  law  in  this 
country,  the  principles  embodied  in  these  con- 
ventions would  remake  the  social  and  economic 
structure  of  the  United  States.  We  stress  that  this 
would  he  accomplished  not  through  our  Constitu- 
tional legislative  processes  but  through  the  activ- 
ities of  a foreign  body. 

The  conventions  adopted  by  the  I.L.O.  are 
unique  in  another  way.  Under  its  constitution 
these  conventions  have  the  status  of  treaties  and 
must  be  considered  for  ratification  as  treaties  by 
the  member  governments,  including  the  United 
States.  Despite  the  fact  that  the  content  of  these 
conventions  is  repugnant  to  American  thinking, 
the  LTnited  States  is  one  of  the  very  few  nations 
of  the  world  in  which  ratification  alone  will  give 
effect  to  the  provisions  of  the  conventions  as  in- 
ternal law. 

It  is  appropriate  to  remind  the  Committee  that 
the  United  States  government  delegates  to  the 
International  Labor  Organization,  who  presum- 
ably follow  instructions  from  the  Executive  branch 
of  the  government,  have  cast  their  votes  in  sup- 
port of  some  of  the  most  radical  of  these  con- 
ventions. We  have  discussed  earlier  the  manner 
in  which  one  Senator  ratified  two  conventions 
and  a treaty  in  1952.  That  same  year  both  United 
States  government  delegates  to  the  International 
Labor  Organization  convention  voted  in  favor  of 
its  Maternity  Convention.  One  of  the  U.  S.  gov- 
ernment delegates  who  cast  our  vote  in  favor  of 
this  convention  sat  at  that  time,  and  sits  today, 
in  the  United  States  Senate.  Only  a gentleman’s 
agreement  prevents  him  from  ratifying  the  con- 
vention on  behalf  of  the  Senate  and  bringing  it 
into  effect  as  internal  law  in  the  United  States. 

I he  constitution  of  the  World  Health  Organiza- 
tion provides  that  regulations  passed  by  its  as- 
sembly “shall  come  into  force  for  all  members 
after  due  notice  has  been  given  of  their  adoption 
by  the  Health  Assembly  except  for  such  members 
as  may  notify  the  Director  General  of  rejection 
or  reservations  within  the  period  stated  in  the 
notice.”  This  international  organization  thus  has 
the  power  to  enact  legislation  binding  as  internal 


domestic  United  States  law  without  the  knowl- 
edge, much  less  the  approval,  of  the  Congress. 

We  are  concerned,  therefore,  that  propositions 
which  would  never  be  approved  by  the  American 
people  if  they  were  advanced  as  legislative  pro- 
posals and  subjected  to  full  hearings  may  become 
law  by  the  ratification  of  one  of  these  numerous 
conventions  bv  an  ill-advised  minority  of  the 
Senate.  We  believe  that  it  is  imperative  that  Con- 
stitutional protection  be  restored. 

The  American  Medical  Association  is  properly 
concerned  over  the  degree  to  which  the  use  of 
treaties  has  already  invalidated  state  laws  relat- 
ing to  the  practice  of  medicine.  We  are  concerned 
that  treaties  or  Executive  Agreements  may,  in 
the  future,  even  more  seriously  transfer  the  state 
regulation  of  medical  practice  into  the  hands  of 
those  who  are  unaware  of  the  requirements  or 
desires  of  the  people  of  the  several  states. 

We  invite  the  attention  of  the  Committee  to 
the  actual  operation  of  paragraph  2 of  Article  I 
of  the  Treaty  of  Friendship,  Commerce  and  Navi- 
gation between  the  United  States  and  Italy,  signed 
at  Rome  on  February  2,  1948.  The  following  com- 
munication from  the  Italian  ambassador  in  con- 
nection with  this  treaty  shows  how  the  laws  of 
several  states,  without  the  knowledge  or  consent 
of  the  people,  were  secretly  altered  by  treaty: 

“Ambasciata  d’Italia 
Washington,  D.  C. 

October  29.  1952 

Bureau  of  Examining  Boards 
State  Department  of  Health 
Lincoln  9.  Nebraska 

Dear  Sirs: 

Paragraph  2 of  Article  I of  the  Treaty  of 
Friendship.  Commerce  and  Navigation  signed  at 
Rome  on  February  2nd,  1948,  between  the  United 
States  and  Italy,  establishes  that,  in  conformity 
with  the  applicable  laws  and  regulations,  the  “na- 
tionals of  either  High  Contracting  Party,  be  per- 
mitted to  exercise  commercial,  manufacturing, 
processing,  financial,  scientific,  educational,  re- 
ligious, philanthropic  and  professional  activities, 
except  the  practice  of  law.” 

This  Embassy  contacted  some  time  ago  the  De- 
partment of  State  in  order  to  have  the  American 
interpretation  of  the  above-mentioned  article  in 
respect  to  the  exercise  of  the  medical  professions 
in  the  United  States  on  the  part  of  Italian  citi- 
zens. 

The  Department  answered  as  follows: 

“The  Treaty  provisions  would  require  the 
States,  each  according  to  its  own  procedure,  to 
admit  Italian  nationals  to  the  practice  of  medi- 
cine on  terms  as  favorable  as  those  on  which 
each  admits  its  own  citizens  or  other  nationals 
of  the  United  States.  Such  treaty  rights  would 
be  enforceable  by  Italian  nationals  in  the  State 
and  Federal  courts  of  justice.  State  laics  or  regu- 
lations forbidding  aliens  to  practice  medicine,  or 
prodding  conditions  more  burdensome  than  for 
the  State's  own  citizens,  would  be  inoperative 
with  respect  to  Italian  nationals.  The  examining 
and  licensing  authorities  remain,  however,  the 
State’s  own  and  nothing  in  the  Treaty  would  re- 
quire recognition  of  degrees  of  Italian  education- 
al institutions  or  the  rulings  of  Italian  examin- 
ing or  licensing  authorities." 

The  Department  added  that  it  did  not  possess 
detailed  information  relating  to  the  procedures 
adopted  by  the  various  States,  and  suggested  that 
the  Embassy  address  itself  to  the  American  Med- 
ical Association  of  Chicago. 
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The  Association  replied  to  the  Embassy’s  re- 
quest informing  that  the  best  course  to  take  was 
to  apply  to  the  Medical  Examining  and  Licensing 
Boards  of  the  various  States. 

This  Embassy  will,  therefore,  be  very  grateful 
to  you  for  kindly  answering  the  following  ques- 
tions: 

1)  Aside  from  the  question  of  the  recognition 
of  academic  titles,  are  there  in  your  State  laws 
or  regulations  forbidding  foreigners  to  practice 
medicine  or  dentistry? 

2)  If  so,  what  steps  have  been  taken  to  ren- 
der inoperative  such  laws  and  regulations  with 
respect  to  Italian  nationals? 

3)  What  procedure  should  an  Italian  citizen 
follow  to  obtain  recognition  in  your  State  of  the 
specific  treaty  rights  which  put  him  in  the  same 
position  of  a national  of  the  United  States  in 
regard  to  the  condition  of  citizenship,  when  ap- 
plying for  the  exercise  of  medicine  or  dentistry? 

This  Embassy  expresses  in  advance  its  best 
thanks  for  the  courtesy  of  your  reply. 

Very  truly  yours. 

Signed:  Alberto  Tarchiani 

Ambassador  of  Italy” 

It  is  plain  to  us  that  if  the  treaty  power  can 
invalidate  the  citizenship  requirements  of  state  li- 
censure, it  can  also  invalidate  state  medical  edu- 
cation and  professional  ability  requirements.  No 
less  an  authority  than  the  Dean  of  the  Harvard 
Law  School,  an  opponent  of  the  amendment, 
confirmed  this  fact  in  a colloquy  with  Senator 
Bricker  during  the  current  hearings 

Three  times  in  recent  years  the  House  of  Dele- 
gates of  the  American  Medical  Association,  the 
governing  body  of  the  organization,  has  unani- 
mously voted  to  support  the  principle  of  a con- 
stitutional amendment  of  the  type  under  con- 
sideration by  your  Committee.  Not  only  as  citi- 
zens, but  as  physicians,  we  have  become  aware 
of  the  threat  to  our  individual  rights  and  funda- 
mental beliefs  which  exist  as  a result  of  recent 
interpretations  of  the  Constitution.  We  are  con- 
vinced that  an  enlightened  citizenry,  able  to  ex- 
press itself  on  legislative  matters  to  its  state  and 
federal  representatives,  will  never  permit  the  en- 
actment of  unwise  laws  and  regulations  tending 
to  destroy  the  ability  of  the  profession  to  furnish 
the  high  quality  of  medical  care  which  our  peo- 
ple now  enjoy.  We  are  equally  convinced  that  a 
serious  threat  to  that  standard  of  medical  care 
now  exists  because  of  the  ability  of  those  who 
know  little  about  the  subject  to  wittingly  or  un- 
wittingly bring  about  major  changes  in  the  teach- 
ing and  practice  of  medicine  through  the  secret 
process  of  treaties  and  Executive  Agreements.  We 
urge  the  submission  by  the  Congress  to  the  peo- 
ple of  a constitutional  amendment  designed  to  re- 
store their  constitutional  right  to  have  their  do- 
mestic laws  enacted  by  an  open  and  public  legis- 
lative process. 

Sincerely, 

George  F.  Lull,  M.D. 

Secretary  and  General  Manager 

See  what  we  mean?  The  Bricker  Amend- 
ment, or  its  equivalent,  is  an  absolute  MUST. 

Then  pass  another  Amendment,  provid- 
ing that  ratification  of  a treaty,  or  an  Ex- 
ecutive Agreement  shall  require  the  votes  of 
two-thirds  of  the  total  membership  of  the 
Senate.  This  is  another  absolute  MUST. 


The  Long  Man 
Of  Wilmington 

The  largest  representation  of  a human 
figure  in  the  world  is  believed  to  be  the 
Long  Man  of  Wilmington,  at  Eastbourne 
on  the  southeast  coast  of  England. 

The  figure  is  240  feet  long  and  was 
carved  in  the  chalky  downs  along  the 
coast  by  the  inhabitants  of  Britain  1,000 
years  ago. 

Balto.-Sun  — 6-12-55 

COMING  MEETINGS 

Saint  Francis  Hospital 

Obstetrics  and  Gynecology  Conference — 
Every  Wednesday  8:00  A.M. 

Medical  Conference — Third  Wednesday 
10:00  A.M. 

Surgical  Conference  — Third  Tuesday 
8:30  A.M. 

Wilmington  General  Hospital 

Medical  Conference — Second  and  Fourth 
Saturday  8:30  A.M. 

Surgical  Conference  — First  and  Third 
Wednesday  8:30  A.M. 

Memorial  Hospital 

Medical  Conference  — Every  Tuesday 
8:30  A.M. 

Tumor  Conference — July  13-July  27  and 
August  10  and  24,  12  noon. 

Obstetrics  and  Gynecology  Conference — 
July  6 and  20,  12  noon. 

Surgical  Conference  — Every  Saturday 
8:00  A.M. 

Delaware  Hospital 

Urology  Conference — Every  Wednesday 
8:00  A.M. 

Medical  Conference  — Every  Thursday 
8:30  A.M. 

Surgical  Conference  — Every  Saturday 
8:30  A.M. 

Tumor  Conference — July  6 and  20,  Au- 
gust 3,  17,  31,  12  noon. 

Neuro  Surgery  Conference — July  13  and 
27,  August  10  and  24,  12  noon. 

Beebe  Hospital  Staff  Meetings — 1:00  P.M. 

— Lewes — July  15,  August  19. 
Nanticoke  Memorial  Hospital  Staff  Meet- 
ings— Seaford — 12:30  P.M.  July  7,  Au- 
gust 4. 

Milford  Memorial  Hospital  Staff  Meetings 
4:30  P.M.  July  12,  August  9. 
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(continued  from  page  16k) 
though  such  a pathogenesis  has  been  at- 
tributed to  similar  cases  reported  by  Crail 
et  al1  and  other  authors. 

Leukemia  is  considered  by  some  writers2’3 
the  most  common  cause  of  myelofibrosis. 
Can  leukemia  be  excluded  in  this  case?  I 
think  it  can  be  with  a reasonable  degree 
of  certainty.  In  the  first  place,  no  evidence 
of  leukemic  infiltration  or  leukemic  meta- 
plasia was  found  in  any  organ.  The  spleno- 
megaly was  due  largely  to  a marked  pro- 
liferation of  partially  matured  blood  cells 
of  all  types — granulocytes,  erythrocytes, 
and  megakaryocytes.  The  splenic  meta- 
plasia, in  other  words,  was  benign  (extra- 
medullary hematopoiesis)  as  opposed  to 
malignant  (leukemic  metaplasia).  Extra- 
medullary hematopoiesis  was  also  present, 
in  moderate  degree,  in  the  liver  sinusoids. 

On  the  other  hand,  in  favor  of  tubercu- 
lous myelofibrosis  and  an  associated  leu- 
kemoid  reaction  is  the  presence  almost  3(4 
years  before  death  of  a tuberculous  adeni- 
tis and  tubercle  bacilli  in  the  bone  marrow. 
Furthermore,  it  is  well  known  that  the  leu- 
kemoid  reaction  of  tuberculosis  can  exactly 
simluate  leukemia. 

Of  interest  and  perhaps  of  significance  is 
the  fact  that  other  reported  cases  of  tuber- 
culous myelofibrosis  have  been  associated 
with  atypical  tubercle  formation  (i.e.  lack 
of  tissue  reaction)  as  in  this  case. 

Acceleration  of  the  spread  of  tuberculosis 
by  ACTH  and  adrenal  cortical  steroids  is 
recognized  and  may  have  taken  place  here. 

Pathologic  Diagnosis 
Generalized  miliary  tuberculosis 
Myelofibrosis 

Extramedullary  hematopoiesis 
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BOOK  REVIEWS 

Textrook  of  Pediatrics.  By  Waldo  E.  Nel- 
son, M.  D.,  Professor  of  Pediatrics,  Temple 
University  School  of  Medicine.  With  the  Col- 
laboration of  Seventy  Contributors.  Sixth 
edition.  Pp.  1581,  with  478  illustrations. 
Cloth.  Price,  $15.00.  Philadelphia:  W.  B. 
Saunders  Company,  1954. 


This  new  edition  presents  a complete 
clinical  guide  to  the  practice  of  pediatrics. 
Coverage  of  disease  is  thorough  in  every 
respect.  A number  of  sections  have  been 
revised  and  expanded.  There  is  a new  sec- 
tion on  tumors.  While  it  is  a large  book, 
the  text  is  representative  of  current  pedi- 
atric thought  and  is  concisely  written.  It 
is  a book  which  ought  to  be  in  the  library 
of  every  teacher,  student,  and  practitioner 
of  pediatrics. 


Pediatric  Diagnosis.  By  Morris  Green.  M.  D.. 
Assistant  Professor  of  Pediatrics,  Yale  Uni- 
versity School  of  Medicine,  and  Julius  B. 
Richmond,  M.  D.,  Professor  and  Chairman 
of  the  Department  of  Pediatrics,  State  Uni- 
versity of  New  York  College  of  Medicine  at 
Syracuse.  Pp.  436.  Cloth.  Price,  $10.00. 
Philadelphia:  W.  B.  Saunders  Companv, 

1954. 

As  stated  in  the  preface:  ‘‘The  emphasis 
throughout  this  book  is  on  competence  in 
history  taking  and  physical  examination;  on 
the  accomplishment  of  early  diagnosis;  on 
the  application  of  information  from  the 
basic  sciences  to  clinical  situations;  on  the 
development  of  a functional  knowledge  of 
physical,  physiologic  and  psychologic  growth 
and  development;  and  on  differential  diag- 
nosis.” 

It  is  a very  comprehensive  book  in  its 
intended  field  and  one  which  can  very  read- 
ily be  used  for  deriving  information  or  ar- 
riving at  a diagnosis.  It  can  be  highly  rec- 
ommended. 


The  Care  of  Yocr  Skin.  By  Herbert  Lawrence, 
M.D.,  Cloth,  Pp.  95,  Price,  $2.50,  Boston;  Little, 
Brown  and  Company,  1955. 

This  is  the  story  of  acne  and  its  treat- 
ment : a complete  review  of  the  causes  and 
misconceptions  of  this  adolescent  malady. 
The  general  management  of  acne  is  out- 
lined intelligently  in  a narrative  form,  em- 
ploying language  the  layman  understands. 

The  author  goes  into  some  detail  in  ex- 
plaining the  sex  hygiene  involved  in  the 
adolescent.  This  section  of  the  discussion 
should  prove  quite  valuable  to  parents  of 
growing  children  because  it  offers  a prac- 
tical approach  to  the  sex  hygiene  problem. 

School  teachers,  parents,  counsellors, 
and  physicians  will  appreciate  the  useful- 
ness of  this  little  volume.  The  latter  will 
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find  it  a good  book  to  suggest  to  patients 
with  acne  problems.  The  patients  are 
prudently  directed  to  be  guided  by  the 
family  physician  in  the  matter  of  therapy. 

Handbook  of  Pediatrics.  By  Henry  K.  Silver, 
M.D.,  C.  Henry  Kempe,  M.D.,  and  Henry  B. 
Bruyn,  M.D.  Cloth,  Pp.  548,  Price,  $3.00.  Los 
Altos,  California:  Lange  Medical  Publications, 
1955. 

An  encyclopedia  of  pediatric  knowledge 
is  bound  within  the  pages  of  this  small 
book.  Chapter  13  on  Adolescence,  Chapter 
19  on  Disorders  of  the  Blood,  and  Chapter 
24  on  Metabolic  and  Endocrine  Disorders, 
are  complete  outlines  with  adequate  infor- 
mation on  present  day  diagnosis  and  treat- 
ment of  the  disorders  involved. 

Numerous  summary  tables,  outlines,  il- 
lustrations, and  a complete  index  make 
this  a very  useful  book  for  the  medical 
student,  hospital  resident,  and  busy  prac- 
ticing physician. 

Hydrocortisone,  Its  Newer  Analogs  and  Al- 
dosterone as  Therapeutic  Agents.  Annals  of 
the  New  York  Academy  of  Sciences,  Vol.  61, 
Art.  2,  pages  281-636.  Published  by  the  Acad- 
emy, May,  1955. 

This  is  an  inclusive  symposium  in  five 
parts,  including  pharmacology,  use  of  cer- 
tain synthetic  steroids  and  parenteral 
forms,  topical  use,  and  halogenated  ana- 
logs of  hydrocortisone.  References  are 
given  with  each  paper.  An  index  would 
have  added  greatly  to  the  reference  value 
of  this  most  interesting  volume. 

In  the  paper  on  asthma,  it  is  empha- 
sized that  hydrocortisone  is  not  a “magic 
drug.”  If  ephedrine,  epinephrine,  iodides 
or  aminophylline  control  symptoms  ade- 
quately hydrocortisone  should  not  be  used. 

This  volume  should  be  of  interest  to 
specialists  and  research  workers. 


Viral  Hepatitis  — Clinical,  Laboratory,  and 
Public  Health  Aspects.  By  Heinz  F.  Eichen- 
wald,  M.D.,  Chief,  Hepatitis  Investigations  Unit, 
Epidemiology  Branch,  Communicable  Disease 
Center,  U.  S.  Department  of  Health,  Education, 
and  Welfare,  Public  Health  Service  Publication 
No.  435,  1955.  Paper.  Pp.  59.  Price,  55  cents. 

This  pamphlet  deals  with  the  clinical 
aspects  of  viral  hepatitis.  The  practicing 
physician  will  find  it  a valuable  guide  in 
the  understanding  and  management  of  in- 
fectious and  serum  hepatitis  (Virus  A 
(I.H.)  and  Virus  B (S.H.)  ). 


Gamma  globulin  in  a dosage  of  0.05  cc. 
per  pound  of  body  weight  is  recommended 
for  prophylaxis  of  contacts,  provided  it  is 
understood  that  such  contacts  may  become 
asymptomatic  carriers  and  transmit  the 
infection  to  others.  Hygiene  and  sanita- 
tion are  paramount  in  the  prevention  of 
hepatitis. 


Pomp  and  Pestilence,  Infectious  Disease,  its 
Origins  and  Conquest.  By  Ronald  Hare,  M.D., 
Cloth,  Pp.  224,  Price,  $5.75,  New  York:  Philo- 
sophical Library,  Inc.,  1955. 

This  book  deals  with  the  history  of  man 
and  his  struggle  against  infection.  The 
story  of  parasites,  bacteria,  and  epidemic 
diseases  are  traced  through  the  ages.  Ex- 
tremely high  morbidity  and  mortality  as 
a result  of  the  various  diseases  are  empha- 
sized. 

Pulmonary  tuberculosis  in  Berlin,  for 
example,  increased  from  a death  rate  of 
76  per  100,000  in  1938  to  268  per  100,000 
in  1945.  Malnutrition  and  crowding  were 
contributing  factors. 

Some  epidemics  are  due  to  the  importa- 
tion of  a parasite  into  a population  previ- 
ously unacquainted  with  it,  and,  therefore, 
without  immunity.  Many  of  the  great  epi- 
demics of  history  belong  to  this  category 
and  include  the  Black  Death  in  Europe 
in  1345,  cholera  in  countries  outside  India 
in  1817  and  the  following  years,  smallpox 
among  the  North  American  Indians  in 
1633,  and  measles  in  the  Faeroe  Islands  in 
1846  and  in  Fiji  in  1875. 

Hygiene,  sanitation,  nutrition,  drugs, 
vaccines,  and  antibiotics  have  been  im- 
portant factors  in  eliminating  disease  and 
thus  prolonging  the  span  of  human  life. 
Man’s  mechanical  inventions  are  gradual- 
ly taking  over  the  front  lines  as  important 
killers,  such  as  highway  and  air  accidents 
and  weapons  of  war. 

This  book  is  primarily  of  historical  val- 
ue: the  statistics  on  mortality  of  various 
periods  in  many  countries  should  be  of 
interest  to  sociologists  and  epidemiologists, 
but  the  volume  would  not  be  of  any  clin- 
ical value  to  the  practicing  physician. 

Chapter  references  are  grouped  to- 
gether at  the  end  of  the  book  before  the 
index. 
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DRAMAMINE®  IN  VERTIGO 


Notes  on  the  Diagnosis  and  Management  of  “Dizziness” 


II.  False  Dizziness 


2.  Inability  to  Walk 
a Straight  Line 


3.  Inability  to  Stand  on 
One  Foot 

A patient’s  inability  to  stand 
on  one  foot  without  lurching 
may  be  a helpful  test  in  dis- 
tinguishing between  “ dizzi- 
ness” which  is  purely  psycho- 
genic and  that  which  is  of 
organic  origin. 


1.  Romberg’s  Sign 

The  patient  stands  with  his 
feet  together  and  his  eyes 

closed.  Inability  to  maintain 
equilibrium  may  indicate  lo- 
comotor ataxia  or  sclerosis  of 
the  posterior  columns  of  the 
spinal  cord  ( tabes  dorsalis ). 


False  dizziness  is  a sensation  of  sinking  or 
lightheadedness  which  is  often  of  psycho- 
genic origin.  It  should  be  distinguished  from 
true  “dizziness”  or  vertigo1  in  which  there  is 
a definite  whirling,  moving  sensation. 

Unsteadiness,  lightheadedness  and  similar 
manifestations  of  false  dizziness2  may  be  psy- 
chogenic or  the  result  of  arteriosclerosis,  hy- 
poglycemia, drug  sensitivity  and  general 
metabolic  disturbances  such  as  anemia  and 
malnutrition.  Hypertension  is  often  the  cause 
of  these  symptoms. 

Psychogenic  dizziness  probably  originates 
at  the  highest  brain  centers.  It  may  be  de- 
scribed as  a sense  of  uncertainty  with  occa- 
sional mild  lurching  but  not  to  the  point  of 
falling.  In  these  patients  there  is  no  nausea, 
no  disturbance  of  vestibular  pathways  and 
otologic  and  neurologic  examinations  are 
negative.  The  sensation  is  unaffected  by  head 
movement.  Symptoms  usually  disappear3 
with  complete  rest. 


Dramamine®  has  been  found  highly 
effective  in  many  of  the  conditions  already 
mentioned.  Maintenance  therapy  with  Dra- 
mamine will  often  keep  the  patient  from 
becoming  incapacitated  by  his  condition. 

Dramamine  is  also  a standard  for  the  man- 
agement of  motion  sickness  and  is  useful  for 
relief  of  nausea  and  vomiting  of  fenestration 
procedures  and  radiation  sickness  and  for  re- 
lief of  “true  dizziness”  of  other  disorders. 

Dramamine  (brand  of  dimenhydrinate)  is 
supplied  in  tablets  (50  mg.)  and  liquid  (12.5 
mg.  in  each  4 cc.).  G.  Dr  Searle  & Co.,  Re- 
search in  the  Service  of  Medicine. 


1.  Swartout,  R.,  Ill,  and  Gunther,  K.:  “Dizziness:”  Vertigo 
and  Syncope,  GP  S:35  (Nov.)  1953. 

2.  DeWeese,  D.  D.:  Symposium:  Medical  Management  of 
Dizziness.  The  Importance  of  Accurate  Diagnosis,  Tr.  Am. 
Acad.  Ophth.  58: 694  (Sept.-Oct.)  1954. 

3.  Kunkle,  E.  C.:  Central  Causes  of  Vertigo,  J.  South  Caro- 
lina M.  A.  50:161  (June)  1954. 
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SatUfa/Ucctn 

WEST  CHESTER,  PA. 


• A recognized  private  psychiatric  hos- 
pital for  the  treatment  of  all  nervous 
and  mental  illness,  including  alcoholism 
and  senility.  Complete  facilities  for  elec- 
troshock therapy,  insulin  therapy,  psy- 
siotherapy,  hydrotherapy  and  a well  or- 
ganized program  of  occupational  and  so- 
cial therapy  under  a certified  therapist. 
Referring  physicians  may  retain  super- 


vision of  patients.  Located  on  a beautiful 
28-acre  tract  . . . buildings  are  well 
equipped  and  attractively  appointed. 
Capacity:  75  beds,  single  room  occu- 
pancy. Complete  information  upon  re- 
quest. 

Apply — Superintendent 

DARLINGTON  SANITARIUM.  INC. 
WEST  CHESTER.  PENNSYLVANIA 
Telephone:  West  Chester  3120 


^13ordeM6  \ 
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ICE  CREAM 


IT'S  GOJ 
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Upjohn 


KALAMAZOO 

Indicated  wherever  oral 
cortisone  or  hydrocortisone 
is  effective  Available  in  5 mg. 
tablets  in  bottles  of  30  and  100 
Usual  dosage  is  Vi  to  1 tablet  three  or 
four  times  daily 


* 


*Trademark  for  the  Upjohn  brand  of  prednisone  (delta-1- cortisone) 


To  kj&ep  you 

pMted^ootfvo... 


on  up-to-date  techniques  for  detecting  and  treating  cancer,  tve 
have  • • • 

• • • in  our  professional  film  library,  films  on  nearly  150 

subjects  covering  cancer  diagnosis,  detection  and  treatment, 
available  on  loan  • • • 

• • • our  monthly  publication,  “ Cancer  Current 
Literature,”  an  index  to  articles  on  neoplastic  diseases  from 
American  and  foreign  journals. 

for  information  about  these 
and  other  materials,  write 
your  state  Division  of  the 

American  Cancer  Society 
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Baynard  Optical 
Company 

Prescription  Opticians 


We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5TH  AND  MARKET  STS. 
WILMINGTON,  DELAW  ARE 


about 

46  CALORIES 

per  1 8 gram  slice 

A 


INGREDIENTS 

WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 


cJnMt%efaiiy 


Under  License  By  National  Bakers  Services,  Inc.,  Chicago 


Enjoy  instant,  plentiful  hot  water 


For  downright  convenience, 
comfort  and  health  of  your 
family  — you  should  have 
an  ample,  reliable  supply 
of  hot  water!  With  an  Auto- 
matic Gas  Water  Heater  in 
your  Home,  you're  sure  of 
all  the  hot  water  you  want, 
when  you  want  it.  For  light- 
ening household  tasks, 
bathing,  cleaning,  dish- 
washing, laundering  and 
many  other  uses.  Besides,  you  save  time  and 
worry,  for  you’re  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation  of 
an  Automatic  Gas  Water  Heater  in  your  home  now. 
Ask  your  Plumber,  or  stop  in  to  see  us. 


DELAWARE  POWER  E LIGHT  CO. 


With  an  Automatic  Gas 

WATER  HEATER 
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me 

Brand  of  meclizine  hydrochloride 


* 

HCI 


Probably  30  to  50%  of  all  travelers  experience 
some  degree  of  pleasure-spoiling  malaise,  anorexia, 
nausea,  and  vertigo.  For  these  motion-sensitive 
vacationers,  you  can  prescribe 

new  BONAMINE  CHEWING  TABLETS  to  insure  happier 
travel,  no  matter  what  the  method  of  transportation. 

For  the  convalescent  or  the  invalid  traveling 
for  his  health,  Bonamine  helps  to  avoid  the  strain 
imposed  by  vertigo,  nausea  and  vomiting. 

Also  indicated  for  control  of  nausea,  vomiting 

and  vertigo  associated  with  labyrinthine  and  vestibular 

disturbances,  Meniere’s  syndrome  and  radiation  therapy. 


BONAMINE  rarely  causes  drowsiness 
or  other  unwanted  reactions. 


Supplied  on  prescription  only: 

chewing  tablets  (New)  — 25  mg.,  candy-coated, 
mint-flavored.  Packages  of  8. 


tablets  — 25  mg.,  scored  and  tasteless.  Boxes  of  8 
and  bottles  of  100  and  500. 


PFIZER  LABORATORIES,  Brooklyn  6,  N. 
Division,  Chas.  Pfizer  & Co.,  Inc. 


Y. 
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Physicians’  and  Surgeons’ 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

Tile  Only  Plan  Which  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  8-6471 
If  it's  insurable  tee  can  insure  it 


"■■■ 


■ 


LEDERLE 

POLIOMYELITIS 
IMMUNE  GLOBULIN 

(human) 


For  the  modification 
of  measles  and  the 
prevention  or  attenuation 
of  infectious  hepatitis 
and  poliomyelitis. 


LEDERLE  LABORATORIES  DIVISION 
American  Cijamimid company  Pearl  River,  New  York 


EVERYTHING  NEW  IN  DRUGS 

FOR  DOCTORS  ONLY! 

% 61380  4 

6-1380  is  Brittingham’s  unlisted  telephone  number  for 
the  use  of  doctors  only  . . . Phone  your  prescriptions  to 
us  and  we  will  deliver  them  by  fast  motorcycle  to  any 
point  in  the  city  or  suburbs  . . . No  charge,  of  course! 

BRITTINGHAM’S 

PHARMACY 


MEDICAL  ARTS  BUILDING 
FAIRFAX  SHOPPES 


DELAWARE  TRUST  BUILDING 
EDGEMOOR 
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Upjohn 


KALAMAZOO 


•Trademark  for  the  Upjohn  brand  of  prednisolone  (delta-l-hydrocortisone) 


FRAIM’S  DAIRIES 

Qua/ity  SPiccfuclb 

SPittce  J900 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Del.  Phone  6-8225 


To  keep 

your  car  running 

Better-Longer 

use  the 

dependable  friendly 
Services  you  find  at 
your  neighborhood 


Service 

Station 


(M 


owers 


Geo.  Carson  Boyd 

at  216  West  10th  Street 


Phone  8-4388 


rOUA, 


Phone:  LA  4-7695 


• Collected  for 
members 
of  the 
STATE 
MEDICAL 
SOCIETY 
230  W.  41st  ST. 
NEW  YORK 
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‘ANTEPAR’ 


for  "This  Wormy  World" 


PINWORMS 

ROUNDWORMS 

*SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

'TABLETS  OF  'ANTEPAR' Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg. , Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 

IfcjP  BURROUGHS  WELLCOME  & C0.(U.S.A.)  INC. 
TZa  Tuckahoe,  New  York 


e maintain 
prompt  city- wide 
delivery  service 
for  prescriptions. 

•si* 

5? 

CAPPEMPS 

Drug  Store  of  Service 

DELAWARE  AVE.  at  DUPONT  ST. 

Dial  6-8537 


JOHN  G.  MERKEL 
& SONS 

ZP/t as/c/aus ■'//cs/h'/cu 

rPa£cia/olt/ — ra/tW  f/u/t/Ute& 


PHONE  4-8818 


801  N.  Union  Street 
Wilmington,  Delaware 
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ECKERD’S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 
900  Orange  Street  Manor  Park 
WILMINGTON,  DELAWARE 


A Store  for  . . . 

Qlua/ity  t (finr/ef/ 

J)i /to  c?/te  £T/  tiftf  <A?cudciot(& 

LEIBOWITZ’S 

224-226  Market  Street 
Wilmington,  Delaware 


George  T.  Tobin  & Sons 

BUTCHERS 


NEW  CASTLE,  DELAWARE 

Phone  N.  C.  3411 


PARKE 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  11,  Pa. 


Foot-so-Port 
Shoe  Construction 
and  its  Relation 
to  Weight 
Distribution 


• Insole  extension  and 
of  heel  where  support  is 


at  inner  corner 


• Special  Supreme  rubber  heels  are  longer  than 
most  anatomic  heels  and  maintain  the  appearance 
of  normal  shoes. 


• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 


• Innersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

• Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  orthopedic  advice. 

• Over  nine  million  pairs  of  men's.women's  and  chil- 
dren's Foot-so-Port  Shoes  have  been  sold. 

• By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio,  club 
feet  and  all  types  of  abnormal  feet  than  any  other 
manufacturer. 


Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 
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for  strong,  sturdy,  solid  growth 


Lactum 


NUTRITIONALLY  SOUND  FORMULA 


L I 0 U I D OR 
POWDERED 

FOR  INFANTS 


Lactum  "’-fed  babies  get  all  the  proved  benefits  of  a 
cow’s  milk  and  Dextri-Maltose®  formula.  Mothers 
appreciate  the  convenience  and  simplicity  of  this 
ready-prepared  formula.  Physicians  are  assured  the 
important  protein  margin  of  safety  for  sturdy  growth. 


Lactum-fed  babies  are  typically  sturdy  babies  because  Lactum 
supplies  ample  protein  for  sound  growth  and  development. 

The  generous  protein  intake  of  babies  fed  milk  and 
carbohydrate  formulas  such  as  Lactum  promotes  the  formation 
of  muscle  mass.  It  also  provides  for  good  tissue  turgor 
and  excellent  motor  development.1 

(1)  Jeans,  P.  C.,  in  A.  M.  A.  Handbook  of  Nutrition, 
ed.  2,  Philadelphia,  Blakiston,  1951,  pp.  275-278. 
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In  streptococcus, 
staphylococcus, 
pneumococcus  infections  — 
in  over  80  percent  of  all 
bacterial  infections 

you  encounter ... 
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in  severe  urinary  tract  infectior 


outstanding  efficacy 


Chloromycetin’ 


Because  of  increased  frequency  of  resistance  of  pathogenic 
microorganisms  to  available  antibiotics,1,2  sensitivity  studies 
provide  criteria  helpful  in  selection  of  the  most  effective  agent. 
Recent  in  vitro  studies  and  clinical  experience  emphasize  the 
outstanding  efficacy  of  CHLOROMYCETIN  (chloramphenicol, 
Parke-Davis)  against  microorganisms  commonly  encountered 
in  patients  with  severe  urinary  tract  infections.1'8  “For  severe 
urinary  infections,  chloramphenicol  has  the  broadest  spectrum 
and  is  the  most  effective  antibiotic.”1 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain 
blood  dyscrasias  have  been  associated  with  its  administration,  it  should 
not  be  used  indiscriminately  or  for  minor  infections.  Furthermore,  as  with 
certain  other  drugs,  adequate  blood  studies  should  be  made  when  the 
patient  requires  prolonged  or  intermittent  therapy. 

References  (1)  Jones,  C.  P;  Carter,  B.;  Thomas,  W.  L.,  & Creadick,  R.  N.: 
Obst.  & Gynec.  5:365,  1955.  (2)  Balch,  H.  H.:  Mil.  Surgeon  115:419,  1954. 
(3)  Altemeier,  W.  A.;  Culbertson,  W.  R.;  Sherman,  R.;  Cole,  W.,  & Elstun, 
W.:  J.A.M.A.  157:305,  1955.  (4)  Kutscher,  A.  H.;  Sequin,  L.;  Lewis,  S.; 
Firo,  J.  D.;  Zegarelli,  E.  V.;  Rankow,  R.,  & Segall,  R.:  Antibiotics  & 
Chemotherapy  4:1023,  1954.  (5)  Clapper,  W.  E.;  Wood,  D.  C.,  & Burdette, 
R.  I.:  Antibiotics  & Chemotherapy  4:978,  1954.  (6)  Sanford,  J.  E;  Favour, 
C.  B.;  Harrison,  J.  H.,  & Mao,  E H.:  New  England  J.  Med.  251:810,  1954. 
(7)  Sanford,  J.  E;  Favour,  C.  B.,  & Mao,  EH.:  J.  Lab.  & Clin.  Med.  45:540, 
1955.  (8)  Felshin,  G.:  J.  Am.  M.  Womens  A.  10:51,  1955. 
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PARKE,  DAVIS  & COMPANY  Detroit,  Michigan 


Abdominal  tenderness 

— usually  confined  to  the  lower  quad- 
rants and  at  times  found  only  over  the 
cecum  — is  the  most  frequently  appearing 
physical  manifestation  of  amebiasis.* 1 


KOHN2  gives  a simple,  quick  method  for  identifying  Endamoeba 
histolytica  in  the  feces.  A small  amount  of  feces  is  first  dis- 
persed in  saline  solution.  If  the  feces  are  formed  and  amebic  cysts 
are  likely  to  be  present,  solution  1 is  used  ( 1 cc.  liquefied  phenol, 
0.6  cc.  glacial  acetic  acid  and  50  cc.  distilled  water).  When  feces 
are  fluid  and  vegetative  forms  are  suspected,  solution  2 is  substi- 
tuted (0.9  cc.  liquefied  phenol  and  50  cc.  distilled  water).  Two  or 
three  drops  of  the  proper  reagent  are  placed  on  the  slide  and  a loop- 
ful of  the  feces-saline  dispersion  is  added ; a cover-glass  is  applied. 
The  solutions  afford  a rapid  means  of  differentiation  by  changing 
the  refractive  index  of  the  cells.  When  the  reagent  for  identifying 
cysts  is  used,  chromatoid  bodies  in  the  cells  stand  out  clearly  as 
rods,  bars  or  short  spindle-shaped  bodies.  Solution  2 outlines  details 
of  the  nuclear  structure,  vacuoles  and  ingested  material  in  the 
trophozoites. 

# For  nondysenteric  colonic  amebiasis  — MILIBIS® 

1 tablet  3 times  a day  for  from  7 to  10  days  is  most  commonly  used 
and  “has  an  efficiency  of  nearly  80  per  cent.”3 

• For  hepatic  amebiasis  —ARALEN®  phosphate 

2 tablets  daily  for  from  2 to  3 weeks— “because  of  the  toxicity  of 
emetine  and  because  of  the  efficiency  of  chloroquine  [Aralen],  chloro- 
quine  has  taken  the  place  of  emetine  as  the  drug  of  choice.”3 

SUPPLIED:  Milibis  — tablets  of  0.5  Gm. 

Aralen  phosphate — tablets  of  0.25  Gm. 


NC.  NEW  YORK  18,  N.  Y.  • WINDSOR,  ONT. 

Milibis  and  Aralen,  trademarks  reg.  U.S.  Pat.  Off., 
brand  of  glycobiarsol  and  chloroquine,  respectively. 

1.  Martin,  G.  A.,  Garfinkel,  B.  T.,  Brooke,  M.  M.,  Weinstein,  P.  P.,  and 
Frye,  W.  W.:  J.A.M.A.,  151:1055,  Mar.  28,  1953. 

2.  Kohn,  J.:  Jour.  Trop.  Med.,  53:212,  Nov.,  1950. 

3.  Information  Please:  OP,  4:91,  Sept.,  1951. 
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does  your 
diuretic 


acidosis? 


diuresis  without  depletion  of  alkaline  reserve— avoiding 
dangers  of  acid-base  imbalance  — is  character- 
istic of  the  organomercurials.  In  contrast,  the 
diuretic  activity  of  carbonic  anhydrase  inhibitors, 
acidifying  salts,  and  the  resins  depends  on  pro- 
duction of  acidosis. 


TABLET 


N 


IN 


(18.3  MG.  OF  3-CHL0R0MERCURI 
-2-METH0XY-PR0PYLUREA  IN  EACH  TABLET) 


• action  not  dependent  on  production  of  acidosis 

• no'Vest"  periods...  no  refractoriness 

a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN 


BRAND  OF  MERALLURIDE  INJECTION 


SODIUM 


' ' LABORATORIES,  INC.,  MILWAUKEE  1,  WISCONSIN 
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now  available 
for  clinical  use. 


Meticortelone  possesses  antirheumatic  and  anti-inflammatory 
effectiveness  and  hormonal  properties  similar  to  those  of  Meticor- 
ten,1-5 the  first  of  the  new  Schering  corticosteroids.  Both  are  three  to 
five  times  as  potent,  milligram  for  milligram,  as  oral  cortisone  or  hydro- 
cortisone. Meticortelone  and  Meticorten  therapy  is  seldom 
associated  with  significant  water  or  electrolyte  disturbances. 

Meticortelone  is  an  analogue  of  hydrocortisone,  as  Meticorten 
is  of  cortisone.  The  availability  of  these  new  steroids,  both  discovered 
and  introduced  by  Schering,  provides  the  physician  with  two  thera- 
peutic agents  of  approximately  equal  effectiveness. 

Meticortelone  is  now  available  as  5 mg.  buff-colored  tablets, 
scored,  bottles  of  30  and  1 00.  In  the  treatment  of  rheumatoid  arthritis, 
dosage  begins  with  an  average  of  20  to  30  mg.  (4  to  6 tablets)  a day. 
This  is  gradually  reduced  by  2.5  to  5 mg.  until  daily  maintenance 
dosage,  which  may  be  between  5 to  20  mg.,  is  reached.  The  total 
24-hour  dose  should  be  divided  into  four  parts  and  administered  after 
meals  and  at  bedtime.  Patients  may  be  transferred  directly  from 
hydrocortisone  or  cortisone  to  Meticortelone  without  difficulty. 


Bibliography:  (1)  Bunim,  J.  J.;  Pechet,  M.  M„  and  Bollet.  A.  J.:  J.A.M.A.  757:311,  1955. 
(2)  Waine,  H.:  Bull.  Rheumat.  Dis.  5:81,  1955.  (3)  Tolksdorf,  S.,  and  Perlman,  E:  Fed.  Proc. 
14:311,  1955.  (4)  Herzog,  H.  L.,  and  others:  Science  727:176,  1955.  (5)  King,  J.  H.,  and 
Weimer,  J.  R.:  Experimental  and  clinical  studies  on  Meticorten  (prednisone)  and  Meticor- 
telone (prednisolone)  in  ophthalmology,  A.M.A.  Arch.  Ophth.,  to  be  published.  (6)  Boland, 
E.  W.:  California  Med.  52: 65,  1955;  abs.  Curr.  M.  Digest  22:53,  1955.  (7)  Dordick,  J.  R.,  and 
Gluck,  E.  J.:  J.A.M.A.  755:166,  1955.  (8)  Margolis.  H.  M.,  and  others:  J.A.M.A.  755:454, 
1955.  (9)  Barach,  A.  L.;  Bickerman,  H.  A.,  and  Beck,  G.  J.:  Dis.  Chest  27:515,  1955. 
(10)  Arbesman,  C.  E.,  and  Ehrenreich,  R.  J.:  J.  Allergy  26:189,  1955.  (11)  Skaggs,  J.  T.; 
Bernstein,  J.,  and  Cooke,  R.  A.:  J.  Allergy  26:201,  1955.  (12)  Schwartz,  E.:  J.  Allergy,  26:206, 
1955.  (13)  Robinson,  H.  M.,  Jr.:  J.A.M.A.  755:473,  1955.  (14)  Dordick,  J.  R.,  and  Gluck,  E.: 
Preliminary  Clinical  trials  with  prednisone  (Meticorten)  in  systemic  lupus  erythematosus, 
A.M.A.  Arch.  Dermat.  & Syph.,  in  press.  (15)  Nelson,  C.  T.:  J.  Invest.  Dermat.  24:377,  1955. 

first  of  the  new  Schering  corticosteroids 


PREDNISONE,  SCHERING  (METACORTANDRACIN) 


• replacing  the  older  corticosteroids  in 

rheumatoid  arthritis1'2'6-8  certain  skin  disorders  such  as  disseminated 
intractable  asthma9-12  lupus  erythematosus,13'14  acute  pemphi- 

eye  disorders5  gus,13-15  atopic  dermatitis15  and  other 

allergic  dermatoses 

• more  active  than  hydrocortisone  or  cortisone,  milligram  for  milligram 

• relatively  free  of  significant  water  or  electrolyte  disturbances  5 

Meticorten  is  available  as  5 mg.  scored,  white  tablets  in  bottles  of  30  and  100. 
Meticortelone,*  brand  of  prednisolone  (metacortandralone). 

Meticorten,*  brand  of  prednisone  (metacortandracin).  •XM. 
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DELTRA 


©TABLETS 


(PREDNISONE,  MERCK) 

(Formerly  METACORTANDRACIN) 


CH:  Oil 
C -- 0 


C H ; 0 H 
C-0 


CORTONE®  . 

(Cortisone.  Merck) 

The  original  brand 
of  Compound  E 


HYDROCORTONE® 

(Hydrocortisone.  Merck) 

The  original  brand 
of  Compound  F 


ch2  oh 

cUo 


DELTRA® 

(Prednisone,  Merck) 

Formerly 

Metacortandracm 


DELTRA  is  the  Merck  brand  of  the  new  steroid,  prednisone 

(Formerly  METACORTANDRACIN) 


DELTRA  is  a new  synthetic  analogue  of  cortisone. 
DELTRA  produces  anti-inflammatory  effects  simi- 
lar to  cortisone,  but  therapeutic  response  has  been 
observed  with  considerably  lower  dosage.  With 
DELTRA,  favorable  results  have  been  reported  in 
rheumatoid  arthritis  with  an  initial  daily  dosage  of 
20  to  30  mg.  and  a daily  maintenance  dose  range 
between  5 and  20  mg. 

Salt  and  water  retention  are  less  likely  with 
recommended  doses  of  DELTRA  than  with  the 
higher  doses  of  cortisone  required  for  comparable 
therapeutic  effect. 


Indications  for  DELTRA;  Rheumatoid  arthritis, 
bronchial  asthma,  inflammatory  skin  conditions. 

SUPPLIED:  DELTRA  is  supplied  as  5 mg.  tablets 
(scored)  in  bottles  of  30. 


Philadelphia  1,  Pa. 
division  of  MERCK  & CO.,  Inc. 
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Indicated  wherever  oral 
cortisone  or  hydrocortisone 
is  effective  Available  in  5 mg. 
tablets  in  bottles  of  30  and  100 
Usual  dosage  is  '/a  to  1 tablet  three  or 
four  times  daily 


^Trademark  for  the  Upjohn  brand  of  prednisone  (delta-1- cortisone) 


KALAMAZOO 


Upjohn 


6611 
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NEWS 


for  every  Doctor  who  smokes 

for  every  patient  who  seeks  smoking  advice 


NEW  WATER-ACTIVATED  FILTER  REMOVES 
UP  TO  92%  OF  NICOTINE,  76%  OF  TARS 
FROM  ANY  CIGARETTE,  PLAIN  OR  FILTER-TIP* 


Uses  Oriental  “Hookah”  Technique  to  Cleanse,  Cool  Smoke, 
Leaving  Full  Tobacco  Taste  and  Flavor 


Aquafilter,  the  unique  water-activated  filter, 
offers  a new,  practical  approach  to  the  problem 
of  how  to  limit  and  control  nicotine  and  tar  in- 
take without  reducing  the  pleasure  of  smoking. 


how  Aauafllter  washes  out  nicotine  and  tars 


^ The  Aquafilter,  a replace- 

The  mainstream  of  smoke  from 

Ik.  V able  cartridge  of  absorbent 

the  average  king  size  cigarette,  in 

[j  material,  holds  about  one 

tests  conducted  under  standards 

U milliliter  of  water— enough 

established  by  the  U.  S.  Govern- 

to  trap  three  to  four  times  its 

ment,  shows  only  8%  of  nicotine 

weight  in  nicotine.  Acting  as  a min- 

and  24%  of  tars  passing  through 

iature  condenser,  the  Aquafilter 

the  Aquafilter.  Temperature  of 

chills  gaseous  nicotine  to  the  liq- 

smoke  is  lowered  three  to  four 

uid  phase.  At  the  same  time  it 

times  more  effectively  than  by  any 

strips  the  smoke  of  tars. 

other  smoking  method  tested.* 

•independent  testing  laboratory  reports 
available  on  request. 

The  AQUAFILTER  will  soon  be  available  throughout  the  United  States  and  Canada 

CORPORATION  • 270  Park  Avenue  • Neit  York  17,  N.  Y. 


/jr/unfillor 
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READING  TIME-1  MINUTE 


A FEW  FACTS  FOR  THE 
BUSY  DOCTOR  WHO  WANTS  THE 

Latest  Information  About 
Filter  Tip  Cigarettes 


Your  patients  are  interested  in  cigarettes! 
From  the  large  volume  of  writing  on  this  sub- 
ject, Brown  & Williamson  Tobacco  Corp. 
would  like  to  give  you  a few  facts  about  V iceroy. 

Only  Viceroy  gives  you,  your  patients,  and 
all  cigarette  smokers  20,000  Filter  Traps  in 
every  filter  tip.  These  filter  traps,  doctor,  are 


composed  of  a pure  white  non-mineral  cellu- 
lose acetate.  They  provide  the  maximum 
filtering  efficiency  possible  without  affecting 
the  flow  of  smoke  or  the  full  flavor  of  Viceroy’s 
quality  tobaccos. 

Smokers  report  Viceroys  taste  even  better 
than  cigarettes  without  filters. 


ONLY  VICEROY  GIVES  YOU 


20,000  Filter  Traps 


N EVERY  FILTER  TIP 


TO  FILTER-FILTER-FILTER 
YOUR  SMOKE 
WHILE  THE  RICH-RICH 
FLAVOR  COMES  THROUGH 


King-Size  Filter  Tip 

YlCEROY 

World’s  Most  Popular  Filter  Tip  Cigarette 
Only  a Penny  or  Two  More  Than  Cigarettes  Without  Filters 


Viceroy 

filter  ^7 ip 

CIGARETTES 

KING-SIZE 
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KARO  SYRUP  SOLVES  A SUMMER  PROBLEM 


Karo  is  the  answer  when  other  carbohydrate  modifiers  cause  flatu- 
lence, colic,  fermentation  or  allergy.  It  is  bacteria  free  and  hypo- 
allergenic . . . produces  no  reactions.  It  is  easily  digested  and  assimi- 
lated by  premature  and  newborn  infants,  well  or  sick. 

Babies  gain  weight  rapidly  on  Karo  formulas.  One  ounce  provides 
120  calories  of  solid  nutrition  derived  from  dextrose,  dextrins  and 
maltose.  The  palatability  of  Karo  encourages  full  feedings. 

Karo  mixes  readily  in  all  proportions  with  cow’s  milk,  evaporated 
milk  and  water.  Available  at  all  grocery  stores.  Light  or  dark  Karo  Syrup 
may  be  used  interchangeably  in  the  formula. 

The  foundation  of  the  individualized  formula  for  3 generations 

CORN  PRODUCTS  REFINING  COMPANY 

17  Battery  Place.  New  York  4.  N.Y. 


NO  ONE  IS  COMPLETELY  IMMUNE 

BONAMINE 

BRAND  OF  MECLIZINE  HYDROCHLORIDE 


Motion  sickness  affects  people  of  all  ages 
because  almost  everyone  is  sensitive  to 
labyrinthine  irritation  induced  by  travel 
on  land  and  sea  and  in  the  air. 


Supplied: 

Bonamine  Tablets  ( scored  and 

tasteless ) 25  mg. 


New 

Bonamine  Chewing  Tablets  25  mg. 


Bonamine  has  proved  unusually  effective  to 
prevent  and  treat  this  minor  but  distressing 
complaint.  And  a new  agreeable  method 
of  administration  is  now  offered  by  the 
incorporation  of  this  well-tolerated  agent,  with 
its  prolonged  action,  in  a pleasantly 
mint-flavored  chewing-gum  base.  90%  of  the 
drug  content  becomes  available  in  only  five 
minutes  of  chewing. 

Bonamine  is  also  indicated  for  the  control  of 
nausea,  vomiting  and  vertigo  associated  with 
labyrinthine  and  vestibular  disturbances, 
Meniere’s  syndrome  and  radiation  therapy. 


zer 


PFIZER  LABORATORIES,  Brooklyn  6,  N Y. 
Division,  Chas.  Pfizer  & Co.,  Inc. 


’trademark 
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once  in  a while 


you’ll  meet  a patient 
who  doesn’t  need 


Billiard-ball  bare  or  covered  with  hair,  many  scalps  you  see  need 
SELSUN.  It’s  effective  in  81  to  87%  of  all  seborrheic  dermatitis 
cases  — and  in  92  to  95%  of  dandruff  cases.  Itching,  burning  symptoms 
disappear  with  just  two  or  three  SELSUN  applications.  Scaling  is 
controlled  with  just  six  to  eight  applications.  Easy  to  use,  SELSUN  is 
applied  and  rinsed  out  while  washing  the  hair.  /"I  Q f)  j. 

In  4-fluidounce  bottles,  on  prescription  only.  vAXnJTMX 


’SELSUN  Sulfide  Suspension 
Selenium  Sulfide,  Abbott 
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Physicians’  and  Surgeons’ 

PROFESSIONAL 
Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  Which  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  8-6471 


If  it’s  insurable  ice  can  insure  it 


Post-Graduate  Course  in 

GYNECOLOGY  and  OBSTETRICS 

Hahnemann  Medical  College  and  Hospital 

Philadelphia,  Pennsylvania 

DESIGNED  ESPECIALLY 
for  those  in 
GENERAL  PRACTICE 

2-4  P.M.  Wednesdays 
September  28th  thru  December  14th 

Approved  by  the  American  Academy  of 
General  Practice 

for  formal  credit 
FEE  $50.00 

For  detailed  prospectus  information.  Write: 

Bruce  V.  Macfadyen,  M.  D. 
Hahnemann  Medical  College 
230  North  Broad  Street 
Philadelphia  2,  Pa. 


when  hormones 


are  preferred  therapy. . . 

SCHERING  HORMONES 

assure  superior  quality 

Schering’s  high  standards  and  quality  control  assure  products  of 
unchanging  potency  and  purity  for  uniform  action  and  clinical  efficacy. 

minimal  cost 

Manufacturing  know-how  and  continuing  research  by  Schering 


provide  preparations  of  highest  quality  at  minimum  cost. 


specific 

androgen  therapy 
anabolic 

in  tissue  wasting 

Oral:  10  and  25  mg.  Buccal:  10  mg. 


ORETON® 

Methyl 

METHYLTESTOSTERONE 


Delaware  State  Medical  Journal 


August,  1955 


xviii 


'Seconal  Sodium’ 

( SECOBARBITAL  SODIUM,  LILLY  ) 

a barbiturate  of  rapid  action  . . . short  duration 

When  simple  insomnia  is  the  presenting  complaint, 
a bedtime  dose  of  'Seconal  Sodium’  is  often  indi- 
cated. Its  hypnotic  effect  is  prompt— within  fifteen 
to  thirty  minutes;  relaxation  and  sleep  follow  quickly. 

Your  patient  awakens  refreshed  and  well  rested. 

Available  in  1/2,  3/4,  and  1 1/2-grain  pulvules. 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6.  INDIANA, 


QUALITY  / RESEARCH  / INTEGRITY 


DELAWARE  STATE  MEDICAL  JOURNAL 

Issued  Monthly  Under  the  Supervision  of  the  Publication  Committee 
Owned  and  Published  by  the  Medical  Society  of  Delaware 
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“INSANITY”  AS  A DEFENSE  IN 
CRIMINAL  CASES* 

M.  A.  Tarumianz,  M.D.,** 
Farnhurst,  Del. 

In  the  long  history  of  judicial  proce- 
dure in  Western  Culture  the  number  of 
times  “insanity”  has  been  offered  as  a de- 
fense in  criminal  cases  is  undoubtedly 
relatively  small.  The  sensation  which  such 
cases  causes,  however,  and  the  publicity 
given  them  through  the  modern  instru- 
ments of  communication  — newspapers, 
radio,  and  television  — assign  to  this 
defense,  even  in  a few  cases,  an  exag- 
gerated importance  and  frequency  in  the 
mind  of  the  public. 

The  defense  of  insanity  is  not  new  in 
the  history  of  criminal  cases.  During  the 
reign  of  Edward  I (1272-1307),  insanity 
was  admitted  in  the  courts  of  England 
as  an  excuse  for  crime.  During  the  time 
of  Edward  III,  about  the  middle  of  the 
fourteenth  century,  “absolute  madness” 
was  accepted  as  a complete  defense  in 
criminal  cases.  Following  this  theory  of 
“absolute  madness”  the  mind  of  insane 
persons  was  compared  to  that  of  a wild 
beast.  From  this  theory  came  the  test  of 
“raving  madness.”  A person  whose  mind 
was  that  of  a wild  beast  could  not  know 
right  from  wrong.1  The  “raving  mad- 
ness” test  was  elaborated  in  the  famous 
McNaghten  case  in  which  the  verdict  had 
been  not  guilty  because  of  insanity.  In 
connection  with  this  case  the  British  Lord 
Justices  in  1848  enunciated  a formula  for 
determining  criminal  responsibility.  This 
formula  has  been  used  in  every  state  in 
this  country  for  adjudging  whether  a per- 
son accused  of  a criminal  act  was  “labor- 
ing under  such  a defect  of  reason  from 
disease  of  the  mind  as  not  to  know  the 
nature  and  quality  of  the  act,  or  if  he  did 
know  it,  that  he  did  not  know  he  was 
doing  what  was  wrong.”2  Then  in  1868 
in  this  country  the  theory  of  Irresistible 
Impulse  was  added  to  the  McNaghten 

* Read  before  The  Judicial  Council,  3rd  Judicial  Circuit, 
Atlantic  City,  July  7,  1955. 

**  Superintendent  of  the  Delaware  State  Hospital,  the 
Governor  Bacon  Health  Center,  and  the  Delaware  Colony 
for  the  Feebleminded. 


Rules.3  In  the  case  of  State  v.  Jones  in 
New  Hampshire  in  1871  the  McNaghten 
Rule  was  repudiated  as  a test  of  criminal 
responsibility.  In  this  murder  case  the 
jury  was  instructed:  “If  the  defendant 
killed  his  wife  in  a manner  that  would 
be  criminal  and  unlawful  if  the  defendant 
were  sane,  the  verdict  should  be  not 
guilty  by  reason  of  insanity,  if  the  killing 
was  the  off-spring  or  product  of  mental 
disease  in  the  defendant.”4  This  decision 
of  the  New  Hampshire  court  is  now 
known  as  the  New  Hampshire  Rule.  This 
rule  implies  guilty  intent  as  well  as  a 
prohibited  act  as  fundamental  in  criminal 
responsibility.5 

Toward  the  end  of  the  eighteenth  cen- 
tury psychiatrists  were  asked  to  assist 
the  courts  by  giving  opinions  on  whether 
a defendant  was  capable  of  knowing  right 
from  wrong  or  whether  the  defendant 
knew  that  what  he  was  doing  was  wrong. 
Discontent  with  these  formulations  has 
been  voiced  by  leaders  in  American  psy- 
chiatry for  a long  time. 

Opposition  has  come  not  only  from 
psychiatrists  but  from  learned  represent- 
atives of  the  legal  profession.  The  opin- 
ion on  this  matter  writen  by  one  of  the 
members  of  this  panel,  Chief  Judge  Biggs, 
in  the  case  of  Smith  v.  Baldi  is  frequently 
quoted.  Judge  Biggs  clearly  and  briefly 
stated  the  dilemma  of  the  psychiatrist  in 
this  situation  when  he  wrote : “The  law, 
when  it  requires  the  psychiatrist  to  state 
whether  in  his  opinion  the  accused  is  ca- 
pable of  knowing  right  from  wrong,  com- 
pels the  psychiatrist  to  test  guilt  or  in- 
nocence by  a concept  which  has  almost 
no  recognizable  reality.”8 

In  the  case  of  Durham  v.  United  States 
there  has  been  considerable  evidence  of 
dissatisfaction  with  “the  right-and  wrong 
test”.  The  opinion  of  Professor  Sheldon 
Glueck  of  the  Harvard  Law  School  was 
quoted  in  this  connection.  Professor 
Glueck  stated : “It  is  evident  that  the 
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knowledge  tests  unscientifically  abstract 
out  of  the  mental  make-up  but  one  phase 
or  element  of  mental  life,  the  cognitive, 
which,  in  this  era  of  dynamic  psychology, 
is  beginning  to  be  regarded  as  not  the 
most  important  factor  in  conduct  and  its 
disorders.  In  brief,  these  tests  proceed 
upon  the  following  assumptions  of  an  out- 
worn era  in  psychiatry:  (1)  that  lack  of 
knowledge  of  the  ‘nature  or  quality’  of 
an  act  (assuming  the  meaning  of  such 
terms  to  be  clear),  or  incapacity  to  know 
right  from  wrong,  is  the  sole  or  even  the 
most  important  symptom  of  mental  dis- 
order; (2)  that  such  knowledge  is  the 
sole  instigator  and  guide  of  conduct,  or 
at  least  the  most  important  element  there- 
in, and  consequently  should  be  the  sole 
criterion  of  responsibility  when  insanity 
is  involved;  and  (3)  that  the  capacity  of 
knowing  right  from  wrong  can  be  com- 
pletely intact  and  functioning  perfectly 
even  though  a defendant  is  otherwise 
demonstrably  of  disordered  mind.”7 

The  decision  of  the  Court  of  Appeals 
for  the  District  of  Columbia,  enunciated 
on  July  1,  1954,  by  Judge  Bazelon  with 
the  concurrence  of  Judges  Edgerton  and 
Washington  is  indeed  a milestone  of  prog- 
ress in  the  effort  of  courts  to  deal  justly 
with  the  criminal  who  is  mentally  ill. 
Judge  Bazelon  stated,  ‘‘The  rule  we  now 
hold  must  be  applied  on  the  retrial  of  this 
case  and  in  future  cases  is  not  unlike  that 
followed  by  the  New  Hampshire  court 
since  1870.  It  is  simply  that  an  accused 
is  not  criminally  responsible  if  his  unlaw- 
ful act  was  the  product  of  mental  disease 
or  mental  defect.”8 

The  problem  of  dealing  with  crime  is  a 
great  and  very  serious  one  in  our  modern 
life.  Although  we  as  a nation  are  dedi- 
cated to  the  principle  of  “justice  for  all” 
as  one  of  the  fundamental  rights  of  our 
citizens,  when  someone  interferes  with 
our  individual  rights  we  find  it  hard  to 
be  dispassionate.  Also,  there  is  still  in- 
herent in  the  public  mind  and  unfortu- 
nately at  times  in  some  of  the  courts  in 
this  country,  the  idea  of  retribution,  that 
the  wrong-doer  must  “pay”  for  his  crime 
rather  than  that  the  rehabilitation  of  the 
offender  should  be  sought  whether  by 


fines,  probation,  incarceration  or  other 
penal  process.  Robert  A.  Feary,  an  officer 
of  the  United  States  Department  of  State, 
in  discussing  the  concept  of  criminal  re- 
sponsibility, expressed  the  following  view 
regarding  our  system  of  penology.  “From 
time  immemorial  the  antidote  to  crime 
has  been  punishment,  conceived  as  serv- 
ing the  double  function  of  inflicting  de- 
served retribution  on  the  evil-doer  and 
of  deterring  others.”9 

Dr.  Glueck  also  gave  the  following  very 
convincing  opinion  concerning  the  need 
which  people  experience  for  the  punish- 
ment of  others.  “This  is  the  unconscious 
need  that  the  members  of  a society  feel 
for  a reenforcement  of  their  own  restric- 
tive mechanisms  through  the  medium  of 
the  example  of  others.  Thus  we  have  the 
seemingly  bloodthirsty  payment  in  kind 
for  the  wrong  done,  an  eye  for  an  eye,  a 
life  for  a life,  as  in  the  ancient  ‘lex  tali- 
onis’.  An  integral  part  of  this  attitude 
is  the  concern  expressed  that  the  offender 
may  escape  the  punishment  he  deserves.”10 

Crime  has  not  been  understood  proper- 
ly. Who  is  a criminal?  “A  criminal  is 
a man  who  is  unable  to  subjugate  his 
personal  desires  for  the  good  of  society. 
This  inability  to  withhold  the  realization 
of  personal  desire  until  some  future  date, 
or  to  give  it  up  entirely  for  the  welfare 
of  the  group,  may  be  considered  an  ab- 
normality and  is  a primitive  reaction  to 
life  situations.”11 

Another  psychiatrist  in  defining  crime 
wrote : “Crime  is  one  of  the  many  pos- 
sible expressions  of  human  motives.  In 
general,  the  criminal  is  one  who  has  no 
inhibitions  in  acting  out  his  unconscious 
impulses;  he  is  in  conflict,  perpetually, 
with  others  and  with  himself.”12 

There  are  numerous  and  different  kinds 
of  crimes,  but  basic  in  the  etiology  of 
crimes  is  fear.  Fear  must  be  distinguished 
from  terror  which  may  be  a state  of  in- 
tense but  short-lived  fear  caused  by  the 
use  of  violence  against  an  individual. 
Fear  may  be  a basic,  prolonged  reaction 
stemming  from  deprivation  and  other 
psychological  trauma  in  early  childhood 
and  enduring  throughout  life  unless  the 
victim  of  fear  is  helped  to  understand 
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himself  and  to  have  experiences  which 
serve  to  dissipate  his  fears.  Whether  we 
are  dealing  with  “petty  stealing  to  avert 
starvation  or  actual  felony  to  maintain  a 
certain  standard  of  living,  the  motivating 
force  is  the  same,  viz.,  fear  of  losing  what 
the  individual  ego  feels  is  necessary  for 
successful  living”.13  “The  early  feeling  of 
insecurity  may  produce  and  often  does, 
an  adult  who  fails  to  reach  the  highest 
possible  development  because  of  a fear  of 
giving  up  even  the  slightest  amount  of 
security  which  is  present  in  order  to  real- 
ize higher  ambitions.  If  the  child  is  ag- 
gressive he  may  attempt  to  physically 
harm  the  object  which  has  endangered 
the  fundamental  feeling  of  security  . . . 
Stealing,  running  away,  or  other  atten- 
tion gaining  mechanisms  may  be  used  and 
may  become  a permanent  part  of  the  per- 
sonality picture  developing  almost  habit- 
ual aspects  . . .14 

One  of  the  most  serious  crimes  with 
which  both  the  law  and  psychiatry  must 
deal  is  murder.  Murder  may  be  expressed 
in  many  ways.  “Generally  speaking,  it 
seems  that  aggressive  behavior  will  en- 
sue when  ego  strength  is  insufficient  to 
combat  the  destructive  forces  derived 
from  early  oral  aggression”.15 

A very  shocking  kind  of  murder  is  that 
performed  sadistically.  The  cruelty  in- 
flicted on  the  victim  with  subsequent 
death  is  an  end  in  itself.  There  is  con- 
siderable evidence  that  cruelty  is  sexually 
motivated.  The  sense  of  mastery  which 
the  sadistic  murderer  has  over  the  fear 
and  helplessness  of  his  victim  is  stimu- 
lating to  the  murderer  who  long  may 
have  suffered  from  feelings  of  inadequacy. 
The  majority  of  sadistic  murders  are 
committed  by  younger  criminals.16 

A quite  common  type  of  murderer  is 
one  whose  victim  is  the  person  he  most 
loved.  Such  a murderer  is  often  suicidal 
himself  and  has  shown  symptoms  of  a 
depressive  psychosis  before  the  homicide. 
Suicide  is  frequently  seen  as  a form  of 
aggression  against  the  self.  The  depres- 
sive psychotic  person  does  violence  against 
some  one  who  is  almost  a part  of  him- 
self. After  the  homicide  the  wish  for 
suicide  may  be  lost  as  the  psychotic  has 


in  a sense  already  killed  himself  in  de- 
stroying someone  whom  he  may  have  seen 
almost  as  an  alter  ego.11 

Murder  frequently  symbolizes  suicide. 
The  urge  to  destroy  oneself  is  turned  out- 
ward instead  of  inward  and  is  channelled 
into  an  aggresive  act  against  some  other 
person.  Especially  in  a mental  illness  like 
schizophrenia  murder  may  serve  as  a de- 
fense against  the  ego  disintegration  oc- 
curring in  the  mentally  ill  person.  There 
is  much  evidence  that  in  the  schizophrenic 
person  feelings  of  rage  play  an  important 
part.  This  rage,  stemming  from  frustra- 
tions during  early  years,  if  not  discharged, 
builds  up  in  the  schizophrenic.  He  be- 
comes progressively  isolated  and  alienated 
from  his  fellows  and  at  the  same  time, 
through  projection  of  his  feelings  toward 
others,  sees  an  increasing  number  of  ene- 
mies and  threatening  forces  against  him. 
If  the  schizophrenic’s  ego  is  not  destroyed, 
he  must  discharge  his  hatred  in  some 
manner.  After  a period  of  unbearable 
tension  and  extreme  anxiety,  manifested 
through  depression  or  agitation  with  an- 
ger playing  an  important  role,  the  more 
active  type  may  commit  murder  in  a des- 
perate attempt  to  prevent  the  psychosis. 
“Only  an  aggressive  act  of  great  magni- 
tude will  suffice,  the  choice  depending  on 
the  relative  strength  of  inhibitions,  social 
sense,  etc.”18 

Cases  in  which  a parent  murders  a child 
are  usually  symbolic  of  suicide  through  a 
process  in  which  the  parent  sees  the  child 
as  himself.  Psychiatric  examination  in 
cases  of  child  murder  by  parents  has 
shown  the  murder  as  not  primarily  an  ex- 
pression of  conscious  or  unconscious 
hatred  against  the  child.  Schizophrenic 
and  manic-depressive  psychotic  mothers 
especially,  often  project  their  symptoms 
on  to  their  children.  Through  this  process, 
“the  child  becomes  analogous  to  an  organ 
in  the  mother’s  body.”  The  mother’s  sui- 
cidal urge  may  be  converted  into  a drive 
to  kill  both  the  child  and  herself.  How- 
ever, after  killing  the  child  the  mother 
may  feel  relieved  of  her  symptoms,  which 
she  believes  she  has  destroyed  in  the 
child.  A mentally  ill  mother  may  have  a 
desire  for  suicide  to  escape  from  the  vicis- 
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situdes  of  life  whether  these  are  real  or 
imagined,  and  the  child  represents  a part 
of  her  personality  through  which  she  can 
escape.19  Of  course  some  aggressive  ten- 
dencies against  the  child  may  exist,  as  in 
the  case  of  a mother  who  lost  her  first 
child  or  one  whose  offspring  has  resulted 
from  seduction. 

Another  very  serious  type  of  offense  is 
the  sex  offense  which  may  or  may  not 
eventuate  in  murder.  The  murder  of  a 
raped  victim  may  result  from  the  intense 
fear  reaction  after  the  gratification  of  un- 
controllable sexual  impulses.  Dr.  Ben 
Karpman  described  the  case  of  a youth 
who  suddenly  stabbed  a girl  sitting  in 
front  of  him  in  a movie.  This  boy  had  an 
abnormal  sex  drive  which  impelled  him  to 
torture  women  to  death.20 

In  the  case  of  William  Hierens,  the  sev- 
enteen year  old  University  of  Chicago  stu- 
dent who  in  1947  murdered  three  per- 
sons as  well  as  committed  more  than  500 
burglaries,  the  motivation  was  not  overt 
sex  gratification,  as  through  rape,  but  the 
fetishism  of  collecting  women’s  under- 
garments. The  history  of  this  youth  re- 
vealed that  at  the  age  of  nine  he  had  be- 
gun to  steal  women’s  underclothes.  At 
first  he  could  have  sexual  orgasms  by 
wearing  these  garments.  This  gave  way 
to  sexual  stimulation  through  the  excite- 
ment of  stealing  the  garments.  After 
Hieren’s  arrest  he  was  found  to  possess 
trunks  full  of  women’s  sheer  underthings. 
He  explained  his  murders  as  his  efforts  to 
escape  detection  on  being  discovered  burg- 
larizing.21 

That  unconscious  motivation  figures  in 
many  crimes  is  attested  to  by  Dr.  Bernard 
Glueck,  who  found  that  “68  percent  of  the 
male  sex  offenders  examined  deny  any,  or 
at  most,  partial  sexual  gratification  at  the 
time  of  the  offense.  The  most  common 
motivation  is  the  attempt  to  prove  that 
they  are  sexually  potent,  that  they  are 
not  castrated  and  that  their  sexual  func- 
tion is  normal.  This  need  arises  from  the 
very  intense  feelings  of  genital  inade- 
quacy and  impotence  suffered  by  these 
men.22 

A series  of  cases  in  the  state  of  Dela- 
ware came  to  my  attention  several  years 


ago  when  I as  State  Psychiatrist  and  my 
staff  at  the  Mental  Hygiene  Clinic  were 
requested  by  the  court  to  examine  eleven 
young  men,  all  eighteen  or  nineteen  years 
of  age,  who  had  been  in  a number  of  pred- 
atory acts  in  a small  town  in  the  state. 
These  youths  represented  a very  complex 
problem.  They  were  “individuals  from 
some  of  the  better  homes  who  have  ap- 
parently had  opportunity  for  social  train- 
ing . . . individuals  of  better  than  average 
intelligence  in  every  case  . . . individuals 
who  appear  to  be,  at  least  superficially, 
outgoing  and  socially  inclined,  and  . . . 
most,  if  not  all,  of  these  young  men  went 
to  a school  which  is  considered  to  be  a 
very  good  one.’’  The  problem  was  “also 
complicated  by  the  fact  that  in  very  few, 
if  any,  of  these  cases”  was  “the  monetary 
consideration  an  important  factor  and  also 
because  in  most,  if  not  all,  the  cases,  the 
thrill  or  excitement  involved  in  the  preda- 
tory act  was  an  important  factor.”23 
Our  study  of  these  youths  showed  that 
“none  of  them,  not  even  the  ‘leaders’, 
could  be  stated  to  have  a satisfactory  mas- 
culine indentification  (this  in  spite  of  the 
fact  that  most  of  them  took  part  in  ath- 
letics). There  was  considerable  evidence 
that  the  mothers,  in  most  of  these  cases, 
were  the  dominating  characters  in  the 
families  and  the  fathers  played  secondary 
roles.  In  some  of  the  cases,  the  fathers 
were  either  decidely  passive,  too  busy,  or 
or  perhaps  were  too  disinterested.  In  some 
of  them,  the  permissiveness  of  the  parents 
itself  functioned  as  a sign  of  disinterest 
rather  than  as  evidence  of  acceptance.” 

It  was  further  noted  “that  almost  every 
member  of  the  group  spoke  of  being 
‘bored’  at  school,  and  at  the  same  time, 
the  teachers  complained  of  the  negative 
behavior  of  the  individual.  It  would  seem 
that  in  spite  of  the  athletic  program  at 
school,  these  young  men  were  not  suffi- 
ciently challenged  to  keep  their  interest 
active  in  school  and  to  challenge  their 
better-than-average  intelligence.24 

The  legal  requirement  of  establishing 
the  mental  competence  of  the  accused  at 
the  time  of  the  anti-social  act,  and  whether 
he  was  therefore  criminally  responsible 
for  the  crime  of  which  he  was  accused, 
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has  caused  much  confusion  and  delay  in 
the  adjudication  of  such  cases.  Another 
result  of  this  requirement,  which  until 
recently  has  been  in  force  in  29  states 
with  14  additional  states  using  this  form- 
ulation with  the  theory  of  irresistible  im- 
pulse, has  been  the  great  cost  to  the  state 
of  prolonged  litigation  such  as  appeals 
and  re-trials. 

A case  in  which  the  matter  of  criminal 
responsibility  was  involved  is  that  of 
People  v.  Caruso.'-3  The  defendant’s  infant 
child  had  died.  At  the  time  of  the  death 
it  appeared  to  the  defendant  that  the  at- 
tending physician  had  laughed  at  what 
had  happened.  In  grief  and  rage  the 
father  choked  the  doctor  who  fell  to  the 
floor.  Then  the  father  took  a knife  and 
twice  stabbed  the  doctor,  killing  him. 
Certainly  the  defendant  had  the  intent  to 
kill,  but  he  had  not  premeditated  this  or 
deliberated  on  the  means.  In  his  over- 
whelming grief  and  uncontrollable  rage 
the  defendant  did  not  know  what  he  was 
doing.  The  verdict  of  murder  in  the  first 
degree  was  reversed  and  Caruso  was 
granted  a new  trial. 

The  role  of  the  psychiatrist  in  court 
should  be  to  give  an  opinion  on  the  mental 
condition  of  the  defendant.  The  psychia- 
trist should  not  be  required  to  fit  his  testi- 
mony into  a formula  determining  whether 
the  defendant  knows  right  from  wrong  or 
whether,  knowing  right  and  wrong,  he 
knew  that  this  particular  act  was  wrong. 
As  has  been  pointed  out  already,  psychia- 
trists have  had  much  experience  with 
mentally  ill  persons  who  knew  right  from 
wrong  and  were  not  possessed  by  an  “ir- 
resistible impulse”  but  were  quite  incap- 
able of  controlling  their  behavior.26 

The  case  of  Monte  Durham27  is  a very 
interesting  one,  especially  since  he  had 
been  hospitalized  as  a mental  patient  prior 
to  his  second  conviction  which  was  for 
passing  bad  checks.  He  was  already  on 
probation  from  violating  the  National 
Motor  Theft  Act.  He  was  treated  at  St. 
Elizabeth’s  Hospital  for  two  months  after 
his  first  commitment,  for  15  months  after 
the  second,  and  soon  after  completing  his 
sentence  for  the  conviction  on  passing  bad 
checks,  he  violated  the  conditions  of  his 


release.  Again  he  was  referred  to  the  Dis- 
trict Court  for  a lunacy  hearing  and  ad- 
judged of  unsound  mind.  After  readmis- 
sion at  St.  Elizabeth’s  in  February  1951, 
he  was  again  discharged  in  May  1951. 
Scarcely  two  months  later,  on  July  13, 
1951,  Durham  committed  the  criminal  act 
of  housebreaking,  the  offense  which  led 
to  the  appeal.  From  this  appeal  has  re- 
sulted what  is  now  being  called  in  the 
literature  “The  Durham  rule.” 

One  other  point  which  should  be  made 
is  the  advisability  of  psychiatric  examina- 
tion of  a defendant  before  trial  rather 
than  after  trial.  Especially  is  this  im- 
portant when  a defendant  is  accused  of  a 
serious  offense.  In  the  case  of  Durham  v. 
United  States  the  fact  that  Durham’s 
mental  condition  before  trial  had  not  been 
determined  was  an  important  point  in  the 
appeal.  The  defendant’s  mother  testified 
to  pre-trial  behavior  in  her  son  which 
seemed  indicative  of  mental  illness,  but 
the  court  had  no  official  evidence  on  this 
point.  The  trial  court  had  rejected  Dur- 
ham’s plea  of  insanity  stating  in  part:  “I 
don’t  think  it  had  been  established  that 
the  defendant  was  of  unsound  mind  as  of 
July  13,  1951,  in  the  sense  that  he  didn’t 
know  the  difference  between  right  or 
wrong  or  that  even  if  he  did,  he  was  sub- 
ject to  an  irresistible  impulse  by  reason 
of  the  derangement  of  the  mind  . . . There 
is  no  testimony  concerning  the  mental 
state  of  the  defendant  as  of  July  13,  1951, 
and  therefore  the  usual  presumption  of 
sanity  governs.  While  if  there  was  some 
testimony  as  to  his  mental  state  as  of  that 
date,  the  burden  of  proof  would  be  on  the 
Government  to  overcome  it.  There  has 
been  no  such  testimony,  and  the  usual  pre- 
sumption of  sanity  prevails.”28 

In  1929  the  Delaware  Legislature,  at  the 
time  it  created  the  Mental  Hygiene  Clinic, 
provided  that  the  State  Psychiatrist  and 
his  staff  at  the  Mental  Hygiene  Clinic 
should  “observe,  examine,  study,  and  treat 
any  person  charged  with  any  offense  in, 
or  subject  to  any  court  within  the  state, 
when  requested  to  do  so  by  a judge  or 
judges  thereof.”29  It  is  our  custom  to  ex- 
amine before  their  trials  all  persons 
charged  with  homicide  or  other  serious 
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offense.  In  fact  the  courts  of  the  state 
have  considered  crime  as  possibly  result- 
ing from  a personality  defect  with  definite 
mental  aberrations.  Crimes  included  in 
this  group  are  cases  of  assault  and  bat- 
tery, indecent  exposure,  homosexuality, 
assault  on  children,  obscene  letters,  arson, 
and  similar  types  of  offenses.30  It  has 
been  the  practice  of  the  courts  in  the  state 
of  Delaware  to  adhere  to  the  New  Hamp- 
shire Rule  rather  than  to  the  McNaghten. 
The  courts  have  accepted  the  opinion  of 
the  State  Psychiatrist  regarding  the  men- 
tal condition  of  an  offender.  They  have 
accepted  the  idea  that  a defendant  may 
know  what  is  right  or  that  his  particular 
act  is  wrong  but  because  his  thinking  may 
be  so  blunted  or  distorted  because  of  a 
paranoic  condition,  or  some  other  mental 
condition,  he  can  no  longer  act  in  accord 
with  what  he  knows  is  right. 

The  Durham  Rule,  which  Judge  Bazelon 
and  his  associates  have  given  for  the 
guidance  of  the  re-trial  of  Monte  Durham 
and  other  similar  cases,  should  eliminate 
some  of  the  difficulty  which  psychiatrists 
have  experienced  in  serving  the  courts.  It 
should  also  make  the  testimony  of  psychi- 
atrists more  useful  to  the  courts,  for  there 
should  no  longer  exist  such  a dichotomy 
as  legal  insanity  and  medical  insanity. 

This  decision  should  make  possible  more 
effective  treatment  of  offenders  whose 
aberrant  conduct  has  been  due  to  mental 
disturbance.  Instead  of  being  incarcerated 
in  penal  institutions  to  “serve  time”  in 
paying  “their  debt  to  society”  and  at  the 
expiration  of  the  time  perhaps  automatic- 
ally being  returned  to  the  community  to 
continue  their  aberrant  behavior,  these 
persons  will  be  confined  for  treatment  for 
as  long  a period  as  their  conditions  re- 
quire. The  states  will  be  forced  to  provide 
facilities  for  the  treatment  and  custody  of 
such  offenders,  recognizing  them  for  what 
they  are  — mentally  sick  persons. 
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THE  EMANCIPATION  OF  THE 
MENTAL  HOSPITAL 

Fritz  A.  Freyhan,  M.D.,* 
Farnhurst,  Del. 

The  psychiatrist  in  a mental  hospital 
finds  himself  in  many  ways  in  the  para- 
doxical situation  of  attempting  treatment 
in  an  anti-therapeutic  climate.  The  con- 
ventional hospital  for  psychiatric  patients 
is  a state  institution,  requires  commit- 
ment, is  located  outside  of  city  limits  and 
imposes  on  the  patient  a social  order  of 
restriction,  dependence  and  disindividual- 
ization.  People  in  general  continue  to 
equate  mental  illness  with  social  danger- 
ousness and  demand  protection  in  form  of 
security  policies.  There  are  mental  pa- 
tients who  need  to  be  restricted,  as  there 
are  contagious  patients  who  need  to  be  iso- 
lated. For  the  latter  patients  a special 
unit  attached  to  the  general  hospital  serves 
this  purpose.  A somewhat  similar  ar- 
rangement would  seem  logical  for  mental 
hospitals  but  meets  with  many  obstacles 
and  difficulties.  Some  of  them  are  of  more 
recent  origin  than  is  usually  realized. 


* Clinical  Director,  Delaware  State  Hospital. 
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The  Centennial  Issue  of  Mental  Hos- 
pitals, published  recently  in  its  original 
form  of  1855,  must  have  profoundly  sur- 
prised many  who  attribute  every  progress 
to  the  present.  In  this  issue  which  was 
published  when  the  St.  Elizabeth’s  Hos- 
pital in  Washington,  D.C.,  was  opened  are 
comments  which  deserve  to  be  quoted.  We 
read  this  about  the  opinions  of  the  first 
superintendent;  “The  organization  of  the 
institution  is  based  upon  the  latest  princi- 
ples of  moral  management  with  as  little 
restraint  as  is  practicable  in  managing  this 
difficult  class  of  persons.  Bed  straps, 
muffs  and  mittens  exist  but  are  seldom 
employed  and  bed  straps  only  are  applied 
to  females.  Dr.  Nichols  believes  that  the 
condition  of  the  patients  is  dependent 
upon  the  character  of  their  attendants.” 

Discussing  what  was  then  called  “moral 
treatment”  a prominent  psychiatrist  from 
Scotland  stated:  “The  character  of  the 
moral  management  is  activity  without  ex- 
citement, progress  and  the  combination  of 
self-government  with  the  appeal  to  the  in- 
tellect and  sentiments.  There  is  always 
something  to  expect,  to  prepare  for;  some 
anticipation,  or  some  retrospect.  Patients 
are  participators  in  every  arrangement. 
They  are  identified  with  the  recreations, 
as  well  as  the  labor  of  the  community. 
They  are  led  to  understand  that  each  pro- 
gressive step  is  not  merely  for  them  but 
by  them.” 

Finally,  the  superintendent  of  a large 
New  York  “Asylum”  makes  this  comment 
which  must  seem  strangely  up-to-date: 
“In  the  lunatic  hospital  as  in  society  and 
in  the  state,  the  individual  must  be  prom- 
inent. The  very  disease  for  which  he  is 
admitted  tends  ultimately  to  destroy  indi- 
viduality. For  this  reason,  his  identity 
must  be  preserved,  his  just  claims  recog- 
nized, his  self-respect  encouraged,  and  his 
mind  incited  to  useful  or  refining  occupa- 
tion.” 

Being  confronted  with  such  views,  it  is 
quite  obvious  that  neither  public  opinion 
nor  medical  practice  have  fulfilled  the 
hopes  of  1855.  It  is  not  my  intention  to 
analyze  the  factors  which  retarded  the 
progress.  I want  to  discuss  some  develop- 
ments in  clinical  and  social  psychiatry 


which  promise  real  advance  toward  the 
emancipation  of  the  mental  hospital. 

Perhaps  the  most  feared  and  extraordi- 
nary aspect  of  the  mental  hospital  atmos- 
phere has  always  been  the  element  of  dis- 
turbed and  uncontrolled  behavior  of  men- 
tally ill  patients.  While  the  number  of  pa- 
tients with  such  changes  in  social  conduct 
is  much  smaller  than  is  generally  assumed, 
one  can  hardly  deny  the  fact  that  noise, 
destructiveness  and  violence  contaminate 
the  climate  and  deprive  other  patients  of 
a sense  of  tranquility.  For  this  reason,  it 
has  never  been  possible  to  dispense  with 
restrictive  measures  designed  to  keep  dis- 
turbed patients  reasonably  controlled.  Is- 
olation rooms,  mechanical  restraints,  con- 
tinuous baths,  cold  packs  and  empty  wards 
devoid  of  destructible  objects  were  the 
answer.  In  recent  years,  maintenance 
electro-convulsive  treatments  amounting 
to  hundreds  of  treatments  per  patient 
were  added.  With  the  introduction  of 
Chlorpromazine  and  Reserpine,  however, 
marked  changes  have  taken  place  which, 
for  the  first  time,  permit  the  abolition  of 
these  restrictive  measures  and  make  pos- 
sible a reorganization  of  clinical  manage- 
ment. Our  clinical  experiences,  results 
and  opinions  on  the  effectiveness  of  these 
drugs,  will  be  reported  elsewhere. 

Research  programs  with  both  drugs  are 
still  in  progress.  Therapy  with  Chlorpro- 
mazine, however,  has  been  quite  extensive 
and  primarily  responsible  for  the  following 
changes.  Mechanical  restraints  have  be- 
come unnecessary.  Certain  patients,  who 
because  of  chronically  disturbed  behavior 
had  been  in  one  form  of  restraint  or 
another  for  five  years  and  more,  have  re- 
sumed regular  social  activities  due  to 
Chlorpromazine.  Destructiveness  has 
ceased  to  be  a daily  occurence.  The  de- 
partment of  hydrotherapy,  previously 
highly  active  on  all  admission  and  dis- 
turbed wards,  has  been  discontinued. 
Electro-convulsive  and  insulin  treatments 
have  been  replaced  to  a considerable  ex- 
tent by  drug  therapies.  What  is  most  im- 
portant, however,  is  the  fact  that  these 
drugs  bring  about  a harmonization  of  agi- 
tated, tense,  and  disturbed  patients  with- 
out clouding  consciousness.  This  means 
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that  psychotherapy  and  social  reactivation 
can  be  initiated  quite  early  during  the 
course  of  treatment.  It  is,  therefore,  ap- 
parent that  the  passing  of  the  disturbed- 
ward  atmosphere  has  far-reaching  effects 
on  the  organization  of  the  hospital.  But 
it  is  equally  certain  that  a general  change 
in  thinking  is  necessary  in  order  to  take 
full  advantage  of  these  changed  condi- 
tions. The  greatest  danger  to  the  recovery 
of  the  patient  remains  the  social  isolation 
imposed  by  the  general  belief  that  every 
mental  patient  should  be  kept  hospitalized 
until  fully  recovered. 

One  should  not  overlook  that  in  mental 
disorders  as  in  physical  diseases  treatment 
must  often  be  directed  at  functional  res- 
toration rather  than  cure.  A patient  with 
rheumatic  heart  disease  can  leave  the  hos- 
pital if  treatment  has  been  effective  in  re- 
turning him  to  a state  of  compensation. 
We  know  today  that  hospital  discharge 
rates  of  schizophrenic  patients  were  sub- 
stantially higher  50  years  ago  because  psy- 
chiatrists were  afraid  of  the  demoralizing 
influence  of  prolonged  hospital  life  on  the 
patient’s  capacity  for  social  living.  What 
is  not  generally  recognized  today  is  the 
degree  to  which  overcautiousness  inter- 
feres with  a favorable  outcome  of  mental 
illness.  Certain  inconsequential  delusions 
are  of  the  order  of  valvular  murmurs: 
they  constitute  pathology  but  do  not  re- 
quire continuous  treatment.  The  danger 
of  over-treatment  and  excessively  long 
hospitalization  are  undoubtedly  problems 
which  must  be  earnestly  reconsidered. 

Equally  important  are  recent  develop- 
ments in  social  psychiatry  which  were  ini- 
tiated in  England.  A few  months  ago,  I 
had  the  opportunity  to  visit  psychiatric 
hospitals  in  England  and  on  the  continent. 
I had  heard  much  about  the  Warlingham 
Park  Hospital.  This  is  a mental  hospital 
near  London  which  is  comparable  to  the 
average  state  hospital  in  this  country.  My 
visit  there  was  a very  striking  experience 
indeed.  While  the  hospital  itself  is  old, 
its  social  management  is  courageously 
modern.  There  are  no  locked  wards.  All 
patients  leave  the  wards  during  the  day 


and  are  busily  engaged.  Principles  of  self- 
administration are  stressed  as  much  as 
possible.  The  patients  mix  freely  on  the 
grounds.  There  is  no  separation  of  the 
sexes  in  the  dining  halls.  Resentment 
against  the  hospital  administration  is  min- 
imal since  there  is  little  interference  with 
the  patients’  personal  matters.  Some  pa- 
tients cook  their  own  meals,  others  decide 
how  to  decorate  the  rooms  or  what  flowers 
to  plant  in  the  gardens.  This  delegation 
of  authority  and  responsibility  is  very  ef- 
fective in  strengthening  the  patients’  ini- 
tiative and  stimulating  social  attitudes. 
Even  psychotic  patients  are  permitted  to 
enter  the  hospital  on  a voluntary  basis. 

In  the  beginning  of  this  regime,  there 
was  much  public  resistance  and  criticism, 
particularly  in  case  of  escapes.  Gradually, 
however,  people  in  the  community  began 
to  understand  the  new  purpose  of  the  hos- 
pital. Volunteers  were  encouraged  to  par- 
ticipate in  all  hospital  activities  and  wives 
or  husbands  of  patients  were  permitted  to 
be  present  at  group  therapy  sessions.  The 
doctors  divide  their  time  between  hospital 
duties  and  community  services.  They  visit 
patients  in  their  homes,  hold  clinics  in 
general  hospitals  and  organize  “social 
clubs”  for  former  patients.  The  general 
emphasis  on  group  therapy  and  group  re- 
sponsibility is  of  great  therapeutic  signifi- 
cance since  it  creates  a social  order  in 
which  patient,  family  and  community  dis- 
cover common  interests.  This  is  an  im- 
portant lesson  to  learn. 

The  successful  social  reform  of  the 
mental  hospital  is  the  joint  responsibility 
of  the  medical  profession.  It  can  never  be 
the  sole  task  of  psychiatrists.  The  avail- 
ability of  new  drug  therapies  makes  the 
expansion  of  psychiatric  services  in  gen- 
eral hospitals  more  plausible  than  ever. 
The  disappearance  of  turbulence  and  dis- 
order in  mental  hospitals  will  help  to  dis- 
pel public  aversion.  We  must  be  ready  to 
recognize  that  the  management  of  mental 
illness  demands  radical  reforms  of  which 
the  emancipation  of  the  mental  hospital  is 
the  most  vital  one. 
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THE  SEX  OFFENDER 
His  Prognosis  with  Treatment 

Harry  S.  Howard,  M.D.,* 
Farnhurst,  Del. 

The  problem  of  the  “sexual  offender” 
has,  within  recent  years,  been  given  a 
considerable  amount  of  attention  through- 
out the  United  States.  Various  states  have 
set  up  commissions  and  facilities  for  the 
study  and  care  of  these  individuals  and 
the  public  has  been  aroused  particularly 
by  the  so-called  sexual  crimes. 

This  paper  will  consider  twenty-one 
such  consecutive  cases  referred  to  the 
Delaware  State  Hospital,  Mental  Hygiene 
Clinic,  for  examination  and  treatment. 

It  should  be  noted  that  the  entire  list 
includes  only  three  in  which  children 
were  directly  involved  and  that  in  none 
of  these  was  violence  included.  There 
were  five  cases  where  the  problem  was 
essentially  overt  homosexuality.  The  rest 
were  voyeurs  and  exhibitionists  and  a 
few  involved  coprolalia  or  aggressiveness 
through  the  use  of  the  telephone. 

It  might  further  be  stated  that  of  all 
the  cases  treated,  only  one  showed  recidi- 
vistic  tendencies  and  only  one  was  re- 
quired to  return  for  further  treatment 
even  though  the  treatment  period  was 
short  in  all  the  other  cases.  The  writer, 
of  course,  points  out  that  this  may  only 
mean  that  if  these  individuals  did  return 
to  their  former  patterns  of  behavior,  they 
did  not  again  fall  into  the  arms  of  the 
law.  The  fact  that  this  is  a small  state 
with  a fairly  static  population  tends  to 
give  the  offenders  the  benefit  of  the  doubt. 

It  should  also  be  pointed  out  that  by 
far  the  greatest  number  of  these  individ- 
uals were  male  and  that  a considerable 
portion  of  them  were  married. 

This  writer’s  clinical  impression  bears 
out  the  impression  of  Palson  and  Ab- 
rahamson  (J.  of  Nervous  and  Mental  Dis- 
eases, Vol.  119  No.  2,  Feb.  1954),  that 
wives  or  mothers  of  the  offenders  played 
a significant  role  in  the  personality  dy- 
namics of  the  offenders.  Also,  in  almost 
every  case  the  individual  gave  the  im- 
pression of  being  of  about  average  intel- 
ligence and  generally  passive  individuals, 
many  of  less  than  average  stature  — and 

* Clinical  Director,  Mental  Hygiene  Clinic,  Delaware  State 
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by  far  the  greatest  proportion  between 
20  and  35  years  old. 

In  only  two  cases  were  more  than  one 
form  of  sexual  deviation  involved.  One 
an  adolescent  boy  indulged  in  fetishism 
which  included  the  larceny  of  women’s 
clothes  and  of  girls  purses  at  school  and 
exhibitionism;  and  one  a well  developed 
male  who  indulged  in  both  exhibitionism 
and  voyeurism. 

Treatment  in  most  cases  was  of  short 
duration,  less  than  15  hours  in  most  of 
them  and  with  apparently  satisfactory 
results.  Analysis  was  not  attempted. 
Many  of  the  cases  were  able,  under  treat- 
ment, to  express  hostility  toward  pertin- 
ent females  in  their  lives. 

One  such  case  will  be  discussed  briefly 
to  point  up  the  personality  factors  in- 
volved and  its  treatment. 

P.,  a white  male,  age  35,  married  ap- 
proximately one  year  — no  children,  in- 
dustrial engineer,  World  War  II  veteran, 
honorable  discharge.  P.  was  referred  to 
Mental  Hygiene  Clinic  because  of  his 
compulsion  to  telephone  unknown  women 
and  to  make  suggestive  remarks  to  them. 
He  was  arrested  when  he  repeatedly 
drove  his  car  around  the  home  of  one  of 
his  victims.  Once  the  police  started  to 
question  him  he  quickly  confessed  and 
provided  a list  of  the  women  he  had 
called.  His  statement  regarding  getting 
caught  was  “I  was  relieved.” 

The  history  revealed  that  his  father 
had  been  arrested  for  a similar  charge  a 
number  of  years  before.  Further  social 
history  obtained  from  P.  was  that  his 
father  was  a fairly  serious  alcoholic,  that 
his  mother  had  almost  always  worked  and 
that  father  had  worked  when  he  was 
sober.  Mother  was  the  dominant  char- 
acter in  the  family  and  her  continuous 
nagging  of  the  alcoholic  father  was  very 
upsetting  to  P.  As  a result  P.  was  often 
tempted  to  strike  his  father  but  never  did 
so.  His  statement  — “I  once  spit  into 
his  face”  — gives  some  concept  of  his 
state  of  tension. 

P.  states  that  he  himself  was  a very 
good  boy,  regularly  turning  all  of  the  pro- 
ceeds of  his  newspaper  route  and  small 
business  over  to  his  mother.  Once  when 
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he  was  employed  he  turned  his  check  over 
to  his  mother  and  it  was  only  when  his 
mother  told  him  that  he  found  out  he  had 
received  a salary  increase. 

Upon  his  return  from  war  service  he 
again  moved  in  with  his  parents,  and  re- 
sumed the  same  pattern  of  behavior.  He 
was  quite  upset  when  he  learned  that  his 
father’s  foolish  speculations  had  cost  him 
all  of  his  savings,  but  to  express  these 
feelings  openly  would  endanger  his  de- 
pendent status  and  so  he  did  nothing. 
Later,  when  he  married  he  continued  to 
live  with  his  parents  while  rationalizing 
his  need  to  do  so. 

During  the  course  of  his  therapy  P. 
revealed  anxiety  regarding  his  wife’s  at- 
titude toward  him.  He  was  extremely 
grateful  when  she  did  not  immediately 
divorce  him  when  he  was  arrested,  and 
he  spoke  of  putting  “blinders”  on  himself 
to  avoid  looking  at  other  women  in  the 
presence  of  his  wife. 

It  was  soon  obvious  that  he  identified 
his  wife  with  his  mother  and  that  he  felt 
he  must  remain  passive  and  conforming 
in  his  relationship  to  her.  It  was  also 
soon  obvious  both  to  the  therapist  and  the 
patient  that  he  identified  himself  with  his 
weak  father  and  only  when  he  recognized 
his  father’s  dissipation  as  a technic  of 
retaliation  against  the  aggressive  and 
castrating  mother  that  he  recognized  the 
displacement  of  hostility  and  developed 
insight  into  his  own  behavior.  Following 
this  the  patient  was  able  to  move  out  of 
his  “mother’s  house.”  He  became  more 
accepting  of  his  father  and  his  relation- 
ship to  his  father  improved  considerably. 

He  also  spontaneously  reported  an  im- 
proved relationship  to  fellow  employees. 
A markedly  increased  degree  of  self  es- 
teem and  aggressiveness  was  noted. 

Similar  results  were  obtained  with  sev- 
eral exhibitionists  and  with  two  of  the 
cases  of  pedophilia. 

Results  with  overt  homosexuals  obvi- 
ously were  not  as  successful  in  terms  of 
removing  the  deviated  behavior,  but  im- 
provement in  personality  was  noted  in  a 
few. 

In  summary,  this  writer  would  point 
out  that  the  less  malignant  forms  of  sex 


deviations  are  readily  treatable  and  that 
the  usual  pessimism  in  managing  these 
cases  is  unwarranted. 


EFFECT  OF  CHLOPROMAZINE  MEDICATION 
On  Children  with  Severe  Emotional  Disturbance 

James  A.  Flaherty,  M.D.,* 
Delaware  City,  Del. 

At  the  Governor  Bacon  Health  Center 
some  150  emotionally  maladjusted  chil- 
dren between  the  ages  of  4 and  16  years 
are  in  residential  treatment.  The  emo- 
tional problems  of  all  of  these  children, 
evaluated  prior  to  admission,  were  con- 
sidered too  severe  to  be  treated  on  an  out- 
patient basis.  A number  of  the  children 
come  from  homes  broken  by  death,  di- 
vorce, or  the  absence  of  one  or  both  par- 
ents because  of  physical  or  mental  illness. 
Some  of  them  are  in  the  custody  of  social 
agencies  and  have  known  more  than  one 
foster  home.  In  cases  in  which  the  homes 
are  still  intact,  most  of  the  children  in 
the  Center  have  been  severely,  if  not  com- 
pletely, rejected  by  the  parents  or  parent- 
substitutes.  Bewildered  and  hurt  by  con- 
ditions as  well  as  actions  and  attitudes 
of  others  which  they  have  not  understood 
and  with  which  they  could  not  cope,  these 
children  have  acted  out  their  fears  and 
resentments  in  aggressive  and  anti-social 
behavior,  or  they  have  developed  neurotic 
mechanisms  such  as  bed-wetting,  nail- 
biting,  facial  tics  and  hysterical  symp- 
toms. A few  have  withdrawn  from  reali- 
ty, escaping  their  problems  in  fantasy 
and  through  bizarre  behavior. 

The  child  who  is  acting  out  his  emotion- 
al problems  frequently  is  hyperactive,  un- 
able to  perform  satisfactorily  in  school, 
aggressive  and  hostile  to  peers  and/or 
adults,  is  truant  and  incorrigible.  His  anti- 
social behavior  may  include  theft,  lying, 
destruction  of  property.  Such  a child 
may  resist  efforts  to  reach  him,  particular- 
ly the  efforts  of  the  adults  in  his  environ- 
ment. 

The  Center,  at  present,  also  provides 
for  the  children  of  the  state  care  and 
treatment  for  cerebral  palsy,  epilepsy,  and 
cardiac  diseases.  Frequently  children  of 
these  three  units  present  severe  emotional 
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problems  in  addition  to  their  physical  con- 
dition. 

The  staff  is  constantly  challenged  to  find 
ways  in  which  to  help  the  children  adjust 
to  their  environment.  At  times  to  protect 
them  from  doing  physical  harm  to  them- 
selves or  to  others  it  has  been  necessary 
to  use  sedation,  isolation,  or  occasionally 
restraint. 

In  1954,  after  the  publication  of  Leh- 
mann and  Hanrahan’s  study  of  the  con- 
trolling effect  of  Chlorpromazine  (10- 
(3  dimenthylaminopropyl)  -2-chloropeno- 
thiazine  hydrochloride)  on  psychiatric  pa- 
tients and  the  findings  of  Altschule,  Bow- 
er, and  Cook,  chlorpromazine  was  given  to 
nine  boys  at  the  Center  who  were  acutely 
disturbed  and  were  chronically  acting  out 
their  problems.  With  the  initial  use  of 
chlorpromazine  on  maladjusted  children, 
Gatski  observed  that  these  severely  dis- 
turbed acting-out  children  became  more 
manageable,  more  communicative,  more 
cooperative,  and  established  better  rapport 
with  therapists,  improvement  being  evi- 
dent within  a week  after  medication  with 
the  drug  was  begun  and  continuing  as 
long  as  the  children  received  the  drug. 
These  findings  led  to  further  studies  of 
the  effect  of  chlorpromazine  on  severely 
disturbed  acting-out  children  in  the  Center 
population. 

In  the  period  between  January  and 
June,  1955,  sixteen  children  at  the  Center 
were  receiving  thorazine.  This  group 
comprised  fourteen  males  and  two  fe- 
males. The  ages  ranged  from  6 years- 
4 months  to  15  years-5  months.  Among 
the  sixteen  children  are  three  from  the 
cerebral  palsy  unit,  two  from  the  epilep- 
tics unit,  one  from  the  cardiac-bedrest 
group,  and  ten  from  the  cottage  (mal- 
adjusted) group.  All  of  these  children 
were  hyperactive,  intractable,  hostile  and 
aggressive.  Some  were  subject  to  severe 
temper  tantrums,  during  which  they 
kicked,  screamed,  threw  articles,  some- 
times banged  their  heads  or  otherwise 
hurt  themselves.  One  of  the  cerebral 
palsied  children  emitted  piercing  screams 
for  prolonged  periods  when  he  could  not 
have  his  way  or  receive  the  attention 
which  he  constantly  craved. 


The  thorazine  dosage  administered  to 
the  children  in  this  group  has  varied 
from  10  mg.  given  four  times  daily 
(q.i.d.)  to  250  mg.  four  times  daily.  Two 
children  have  received  25  mg.  three  times 
daily  (t.i.cl.)  two  25  mg.  q.i.d.,  three  50 
mg.  q.i.d.,  one  50  mg.  t.i.d.  Three  have 
had  alternating  doses  of  50  mg.  b.i.d.,  and 
25  mg.  b.i.d.  Two  received  10  mg.  q.i.d. 
One  child  who  suffered  psychotic  episodes 
was  controlled  with  doses  of  thorazine 
which  were  started  at  75  mg.  q.i.d.,  and 
gradually  increased  to  250  mg.  q.i.d. 

Personnel  who  evaluated  the  effect  of 
thorazine  medication  on  these  children 
noted  definite  positive  change  in  twelve 
of  the  children,  no  change  in  two,  “not 
much  change”  in  two.  The  twelve  in 
whom  positive  behavior  changes  were 
seen  were  reported  as  being  more  quiet, 
less  aggressive,  easier  to  manage,  less  ir- 
ritable and  threatening. 

The  side  effects  observed  were  drowsi- 
ness, which  occurred  during  the  first  few 
days  of  thorazine  medication  and  one  case 
of  pseudo-parkinsonism  in  the  patient  re- 
ceiving 1000  mg.  daily.  While  he  was  in 
isolation  and  under  thorazine  treatment 
the  psychologist  reported  “The  effects  of 
treatment  could  be  noted  in  his  slight 
drowsiness  and  the  monotony  of  his  voice, 
unmodulated  by  emotion.  There  was  pos- 
tural rigidity  and  his  graphic  productions 
showed  evidence  of  a fine  tremor.” 

A brief  review  of  several  case  studies 
of  these  children  will  point  up  more  vivid- 
ly the  changes  in  behavior  which  seem 
typical  in  the  emotionally  maladjusted 
children  who  have  been  treated  at  the 
Center. 

B.R.,  a 10  year  old  white  boy  was  re- 
ferred for  residential  treatment  after  six 
months  of  individual  therapy  at  the  Men- 
tal Hygiene  Clinic.  This  child  had  experi- 
enced insecurity  and  rejection  from  birth. 
There  was  a younger  sister  and  an  older 
illegitimate  half-brother,  the  child  of  the 
mother.  The  patient  was  unwanted  and 
rejected  by  his  mother.  The  father  un- 
dertook the  care  of  this  child  and  his 
sister.  After  the  parents  separated  this 
boy  and  his  sister  went  to  different  foster 
homes  arranged  by  their  father.  The 
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mother  interfered  and  would  remove  the 
children  at  times  to  the  home  of  her 
parents.  While  the  boy  was  in  the  grand- 
mother’s home  he  was  neglected  and  re- 
jected in  favor  of  the  mother’s  other  son. 
At  the  time  of  the  divorce  the  mother 
gained  custody  of  this  boy  and  his  sister. 
For  a time  the  two  children  were  in  a 
boarding  school.  After  the  father  re- 
married, through  legal  procedure,  he  re- 
gained the  children,  who  then  came  to  live 
with  him  and  the  stepmother.  Two  sons 
have  resulted  from  the  second  marriage. 
This  boy  was  referred  to  the  Mental 
Hygiene  Clinic  and  through  them  to  us 
because  he  was  difficult  to  control,  had 
temper  tantrums,  was  sensitive  and  ner- 
vous, fought  continually  with  his  sister, 
was  aggressive  and  annoying  to  other 
children,  and  showed  little  interest  in 
school  work.  The  child  had  received  in- 
dividual therapy  from  one  of  the  psychi- 
atric case  workers  almost  continuously 
during  the  two  years  he  has  been  in  resi- 
dence. For  a period  of  eight  months  he 
was  seen  on  a weekly  basis  by  a child 
psychiatrist  on  the  Center  staff.  The 
child’s  progress  at  the  Center  had  been 
marked  by  “ups  and  downs.”  His  school 
work  improved  but  the  two  teachers  with 
whom  he  has  worked  in  the  Center  school 
reported  his  behavior  as  disturbing  to  the 
class  and  his  academic  progress  less  than 
was  to  be  expected  of  a chlid  of  his  in- 
tellectual potential  (Altitude  Q 124).  On 
visits  to  his  home  the  boy’s  behavior  was 
still  unacceptable  to  his  parents  although 
he  seemed  better  able  to  accept  criticism 
and  correction. 

In  May  1955,  thorazine  treatment  was 
started  with  this  child,  the  dosage  being 
25  mg.  q.i.d.  orally.  At  the  end  of  the 
first  month  of  thorazine  medication,  his 
teacher  noted  continued  improvement. 
The  step-mother  reported  this  boy  as  “ex- 
ceptionally well-behaved”  over  a weekend. 
He  was  “quiet,  pleasant,  which  is  in 
marked  contrast  to  previous  behavior.” 

D.C.,  a girl  of  13  came  to  the  attention 
of  the  Family  Court  for  violation  of  the 
curfew.  Because  of  the  girl’s  extreme  re- 
sistance, the  Mental  Hygiene  Clinic  staff 
were  unable  to  administer  psychological 


or  neurological  tests  to  her.  Although 
she  was  equally  uncooperative  in  the  psy- 
chiatric interview,  she  was  observed  to 
be  withdrawn  and  wras  evaluated  as  a 
“decidedly  disturbed  youngster.”  When 
she  was  4 years  old,  this  child  had  been 
tested  by  the  Mental  Hygiene  Clinic  and 
found  to  be  functioning  at  the  “defective 
level  in  all  spheres.”  Soon  after  her  11th 
birthday  a school  psychologist  tested  her 
and  found  her  mentally  retarded  but 
working  above  her  capacity  in  school  sub- 
jects in  her  regular  grade.  During  her 
12th  year  she  was  in  an  individual  prog- 
ress class  in  a public  school,  which  de- 
scribed her  conduct  as  unsatisfactory,  re- 
porting her  “contentious,  pugnacious,  and 
disagreeable.”  In  this  school,  however, 
her  academic  material  and  handwork  were 
rated  “good”.  This  child  was  born  out 
of  wedlock  to  a 16  year  old  girl  who  re- 
jected her  from  birth.  Her  care  had  been 
the  responsibility  of  her  maternal  grand- 
mother from  the  beginning.  When  the 
girl  was  5 the  grandmother  received  legal 
custody  of  her.  Since  that  time  the 
mother  maintained  a common-law  rela- 
tionship from  which  resulted  three  other 
daughters,  one  of  whom  died  in  infancy. 

D.C.  is  physically  well-developed  and 
well-nourished.  From  her  grandmother’s 
reports  she  seemed  to  have  developed 
normally  and  to  have  been  toilet-trained 
early  and  without  unusual  effort.  She 
reached  menarche  at  the  age  of  13  years, 
5 months.  The  physical  examination  at 
the  Center  revealed  a slight  decrease  in 
visual  acuity  in  each  eye.  A severe  hear- 
ing loss  in  the  left  ear  was  revealed  by 
audiological  and  otological  examination. 

A psychologist  at  the  Center  found  the 
girl  surprisingly  cooperative  not  long 
after  she  had  resisted  efforts  to  test  her 
at  the  Mental  Hygiene  Clinic.  In  spite 
of  her  cooperation  in  the  test  situation 
and  her  apparent  maximum  effort,  how- 
ever, the  test  results  indicated  that  she 
was  functioning  on  a border  line  level  of 
intelligence  (I.  Q.  70)  with  achievement 
in  school  subjects  at  about  the  low  fourth- 
grade  level.  Projective  data  showed  one 
outstanding  theme:  “Inadequacy,  rejec- 
tion, expectation  of  rejection  or  unhappi- 
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ness  and  anger,  immobility  and  with- 
drawal . . The  projective  data  also  in- 
dicated some  problems  in  the  area  of  sex- 
uality. 

Because  the  girl  was  apparently  so  dis- 
turbed she  was  retained  in  the  infirmary 
from  the  time  of  admission  until  nearly 
three  months  had  elapsed.  She  was  very 
unruly  on  the  ward,  defiant  and  challeng- 
ing. She  often  hurt  other  children  and 
called  them  foul  names.  She  threatened 
to  run  away  and  several  times  did  leave 
the  building  without  permission  but  was 
returned  by  an  attendant  before  she  got 
very  far  away. 

On  one  occasion  she  impulsively  broke 
a window  in  the  solarium.  On  being  ques- 
tioned she  could  not  tell  how  or  why  she 
did  this.  Several  times  she  was  put  in 
seclusion  when  she  was  particularly  dis- 
turbed. 

While  this  girl  was  in  the  Infirmary, 
she  attended  the  classes  held  in  the  hos- 
pital building.  For  several  weeks  she  did 
no  classwork  but  reading.  Her  reading 
was  on  the  5th  grade  level.  Frequently 
she  did  nothing  but  wander  around  the 
room.  She  was  neither  very  obedient  nor 
cooperative. 

Once  when  she  was  quite  upset  and  had 
been  taking  the  clothes  of  the  other  chil- 
dren from  a closet,  claiming  them  as  hers, 
she  attempted  to  run  away.  On  being  re- 
turned to  the  ward  she  became  so  dis- 
turbed and  aggressive  that  it  was  neces- 
sary to  sedate  her  with  neutral  pack.  The 
assistance  of  several  persons  was  neces- 
sary to  accomplish  this.  When  she  was 
removed  from  the  pack,  she  was  given 
Elixir  of  Phenobarbital  immediately  on 
being  put  to  bed  on  the  ward.  The  pheno- 
barbital dosage  was  discontinued,  and  25 
mg.  thorazine  q.i.d.  were  ordered.  The 
following  day  the  nurse  reported  “quiet 
day.”  Five  days  later  the  same  nurse 
wrote  on  the  chart,  “appears  more  co- 
operative since  thorazine.” 

About  one  month  later  the  ward  nurse 
observed  this  girl  as  “very  uncooperative 
this  p.m.  — using  a great  deal  of  foul 
language.”  She  was  put  in  isolation  and 
25  mg.  thorazine  were  given  orally.  Early 
in  the  next  month  the  thorazine  dosage 


for  this  girl  was  increased  to  50  mg. 
morning  and  night,  25  mg.  at  noon  and 
afternoon.  The  nurses  described  her  ward 
behavior  as  “fairly  cooperative”. 

After  being  on  thorazine  medication 
intermittently  for  about  two  months, 
D.C.  had  improved  to  the  extent  that  her 
removal  to  a cottage  was  possible. 

In  recognition  of  this  girl’s  special  need 
and  severe  problem  with  control  she  was 
not  required  to  attend  the  regular  school 
after  she  went  to  live  in  a cottage.  She 
had  expressed  a desire  to  be  allowed  to 
“take  care”  of  some  of  the  patients.  (Her 
grandmother  had  stated  in  the  evaluation 
interview  that  the  girl  liked  “to  wait  on 
people.”).  She  was  permitted  to  help  the 
teacher  who  works  with  the  epileptic 
children.  This  teacher  reported  that  her 
“helper”  is  being  “cooperative,  willing  to 
be  of  any  assistance  she  can  . . . Even 
though  she  does  not  have  a ‘regular  sched- 
ule’ here,  she  voluntarily  does  arithmetic, 
reading,  etc.”  The  teacher  also  observed 
that  “during  one  of  our  children’s  severe 
seizures,  she  doesn’t  hesitate  to  ask  if 
help  is  needed.” 

The  occupational  therapist  noted  a de- 
cided change  in  the  girl’s  behavior.  “She 
is  almost  always  cheerful  and  often  gives 
suggestions  and  help  to  others  . . .” 

The  general  report  of  the  staff  who 
evaluated  the  effect  of  thorazine  medica- 
tion on  this  girl  was  expressed  thus: 
“There  seems  to  be  definite  improvement. 
Sleeps  a great  deal.  Is  less  erratic,  re- 
sponds better  to  environment.  Has  not 
displayed  any  psychotic  behavior  as  she 
did  before,  but  can  still  be  irritable,  ob- 
noxious, and  threatening  at  times.” 
Conclusion 

While  the  use  of  chlorpromazine  in 
children  suffering  severe  emotional  mal- 
adjustments is  still  too  recent  to  permit 
definitive  conclusions,  nevertheless,  cer- 
tain compelling  impressions  of  its  value 
are  evident.  The  experience  of  the  staff 
at  the  Governor  Bacon  Health  Center 
with  this  drug  seems  to  indicate  its  ef- 
fectiveness in  the  control  of  acting  out 
children.  Children  receiving  thorazine 
medication  experience  diminished  aggres- 
siveness and  hostility  and  are  more  ap- 
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proachable.  In  many  cases  the  children 
themselves  acknowledge  these  feelings  and 
appreciate  their  ability  to  control  acting 
out  impulses.  A series  of  psychological 
tests  are  now  in  progress  with  the  chil- 
dren at  the  Center  who  are  being  treated 
with  thorazine.  The  results  of  this  study 
will  be  reported  later. 

Summary 

1.  Thorazine  (Chlorpromazine)  was  used 
to  control  aggressive,  destructive  and 
hostile  impulses  in  a group  of  16  act- 
ing-out children. 

2.  The  value  of  thorazine  in  controlling 
the  overactivity  and  aggression  of 
emotionally  disturbed  children  is  dem- 
onstrated in  the  small  series  reported 
here. 

3.  The  children  themselves  are  aware  of 
their  ability  to  exercise  more  adequate 
control  of  their  acting-out  impulses. 

4.  The  effective  dosage  of  thorazine  in 
children  is  considerably  higher  than 
originally  proposed.  Daily  rations  of 
3.5  mg.  per  kilo  are  well  tolerated. 

5.  The  incidence  of  untoward  effects  has 
been  reassuringly  low.  Subjective  re- 
ports of  fatigue  and  “being  tired”  are 
not  uncommon.  Pseudo-parkinsonism 
occurred  in  one  case  receiving  20  mg. 
per  kilo  for  five  weeks.  These  symp- 
toms were  relieved  by  slight  reduction 
of  dosage  and  Cogentin. 

6.  With  the  diminished  hostility  effected 
by  thorazine,  the  children  related  bet- 
ter to  adults  and  peers.  It  may  be  use- 
ful, therefore,  in  accelerating  warm 
and  effective  relationships  with  ther- 
apists. 

7.  In  a group  of  16  children,  each  of 
whom  was  a chaotic  focus  of  aggres- 
sive and  acting-out  behavior,  thorazine 
has  enabled  them  to  become  more  con- 
trolled, less  anxious  and  defiant  and 
better  able  to  accept  ambient  limits. 


ALCOHOLISM 

A.  W.  Gottschall,  M.D.,* 
Farnhurst,  Del. 

In  order  to  have  a better  understanding 
of  the  psychoses  that  are  due  to  alcohol, 
it  is  proper  that  we  have  a little  under- 
standing of  this  condition  known  as  al- 


coholism. Alcoholism  is  a chronic  progres- 
sive disease  of  unknown  etiology  or  cause 
characterized  by  an  abnormal  response, 
uncontrollable  drinking,  to  the  ingestion 
of  alcoholic  beverages.  Many  theories  as 
to  causation  have  been  advanced,  but  no 
single  cause  has  yet  been  demonstrated. 
The  abnormal  response  of  alcoholics  may 
take  many  behavior  patterns  and  in  the 
early  stages  of  the  disease  produces  one 
or  more  of  a variety  of  symptoms.  One 
of  these  is  the  blackout,  better  described 
as  a temporary  loss  of  memory  without 
a loss  of  consciousness  for  variable  peri- 
ods while  under  the  influence  of  alcohol. 
Another  manifestation  is  the  desire  for  a 
drink  in  the  morning  after  having  been 
intoxicated  before  retiring.  Usually,  there 
is  a loss  of  appetite  accompanied  by  aver- 
sion to  food.  The  patient  usually  worries 
about  his  particular  drinking  habits  which 
are  marked  by  a feeling  of  uneasiness. 

The  disease  is  incurable  in  the  sense 
that  the  alcoholic  patient  can  never  ex- 
hibit a normal  response  to  alcohol.  Alco- 
holism can  be  arrested,  however,  and  re- 
currences prevented  by  divorcing  the  pa- 
tient from  alcoholic  beverages  for  the  rest 
of  his  natural  life.  Although  there  may 
be  differences  in  relative  incidents,  alco- 
holism occurs  in  all  racial  and  religious 
groups  and  in  both  sexes  at  any  age.  The 
therapy  of  alcoholism  has  been  very  in- 
definite and  has  varied  with  each  worker 
in  the  field. 

A review  of  the  literature  reveals  a 
wide  range  of  rationale  in  the  handling 
of  these  patients.  By  large,  therapy  has 
been  strictly  medical  or  psychiatric.  Med- 
ical treatment  has  been  either  by  means 
of  drugs  or  by  replacement  therapy.  Drug 
therapy  has  largely  employed  the  revoltive 
agents  such  as  apomorphine  and  emetine 
which  by  conditioning  produce  in  the  pa- 
tient an  aversion  to  alcohol.  The  replace- 
ment methods  have  attempted  to  supply 
essential  food  substances  and  vitamins  to 
restore  the  patient  physically.  Psychiatric 
methods  have  ranged  from  simple  psycho- 
therapeutic measures  to  highly  complex, 
long,  drawn  out  psychoanalysis.  Varia- 
tions in  the  therapy  have  depended  upon 
the  type  of  patient,  that  is,  the  psychotic, 
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the  feebleminded,  the  hobo  and  various 
levels  of  society. 

A survey  of  therapy  is  available  to  the 
interested  worker,  that  is,  in-patient  or 
out-patient.  Availability  of  laboratory  or 
research  facilities,  etc.,  and  upon  the  atti- 
tude of  the  therapeutists  to  the  problem. 

It  can  not  be  accepted,  however,  that 
all  alcoholics  as  a group  are  mentally  ill. 
My  impression  is  that  the  percentage  of 
the  mentally  sick  among  these  patients  is 
no  greater  than  it  is  in  the  general  popu- 
lation. I believe  that  the  average  alcoholic 
can,  with  knowledge,  guidance  and  de- 
termination, meet  his  problems  as  well 
as  his  fellowmen  meet  theirs.  Any  sys- 
tem of  therapy  must  recognize  the  facts, 
that  regardless  of  the  method  employed, 
a program  must  be  outlined  for  the  pa- 
tient to  enable  him  to  maintain  total  ab- 
stinence. The  system  must  be  flexible 
enough  to  recognize  that  each  patient  is 
an  individual  who  must  be  evaluated  and 
advised  on  an  individual  basis  that  takes 
into  consideration  the  total  man.  The  sys- 
tem must  encompass  both  medical  and 
psychotherapeutic  methods  in  its  ration- 
ale. 

The  subject  of  the  use  and  the  effects 
of  alcoholic  liquors  whether  they  are  con- 
sidered from  a sociological,  physiological 
or  psychiatric  point  of  view,  still  provokes 
much  discussion  and  a wide  divergence  of 
opinion.  We  are  here,  however,  concerned 
only  with  psychiatric  aspects.  Psycholog- 
ical knowledge  and  experience  show  that 
a practice  so  universal  as  that  as  the  use 
of  alcohol  must  exist  because  it  satisfied 
some  deeply  seated  psychological  need. 
This  need,  it  often  appears,  is  for  relief 
from  the  tension  which  has  been  induced 
by  anxiety,  frustration  and  conflicts.  Anx- 
iety is  such  a constant  universal  experi- 
ence of  mankind  and  alcohol  is  so  effective 
in  alleviating  it  that  its  use  has  become 
very  wide.  While  the  normal  person  has 
his  anxieties,  he  is  able  to  manage  them 
without  resorting  to  measures  that  tend 
to  disturb  his  personality.  His  personality 
has  grown  to  be  well  organized  and  his 
tolerance  for  anxiety,  guilt  and  frustra- 
tion is  adequate.  His  need  for  relief  from 
these  factors  is  small. 


In  contrast,  if  the  individual’s  tensions 
are  extreme  or  his  tolerance  for  anxiety 
and  frustration  is  low,  he  may  resort  to 
excessive  drinking,  even  to  intoxication 
and  this  blotting  out  of  reality  as  an  easy 
means  of  relief  and  handling  his  difficul- 
ties. Any  act  that  really  results  in  a re- 
duction of  anxiety  tends  to  become  a habit. 
Although  too  frequently,  therefore,  the 
use  of  alcohol  as  a means  of  relief  and  es- 
cape becomes  habitual.  The  strength  of 
the  habit  depends  upon  the  degree  of  anx- 
iety which  prompts  it.  At  the  same  time 
also  the  alcoholic  below  the  level  of  con- 
scious awareness  develops  an  obsessive  nu- 
cleus of  thoughts  and  feelings  that  drink- 
ing, and  only  drinking,  will  effectively 
quiet  the  maladjustments  that  make  life 
uncomfortable  or  even  unbearable.  Alco- 
hol serves,  too,  to  create  a vicious  circle 
that  aids  in  fixing  the  habit.  Its  use  tends 
to  release  inhibitions.  In  turn,  this  threat 
of  their  release  stimulates  anxiety,  for  the 
relief  of  which  more  alcohol  is  required. 
Thus,  alcojiol  is  liable  to  defeat  the  ends 
for  which  it  is  taken. 

Alcohol  is  a great  deceiver.  It  produces 
the  euphoric  mood  and  a feeling  of  mental 
stimulation.  Inhibitory  factors  are  weak- 
ened. As  a result,  the  patient  expresses 
himself  more  freely  and  acts  with  more 
ease  and  less  self-restraint.  Because  of 
the  heightening  of  his  sensory  thresholds, 
the  patient’s  sense  of  fatigue  is  dimin- 
ished. As  a matter  of  fact,  alcohol  has  a 
depressing  effect  on  all  psychological  func- 
tions yet  measured.  The  relation  between 
alcohol  and  the  so-called  alcoholic  psy- 
choses is  not  as  simple  as  formerly  as- 
sumed. In  many  incidences,  alcohol  serves 
merely  to  release  a reaction  that  is  pri- 
mary psychogenic  with  factors  intrinsic 
in  the  personality.  In  other  cases  there  is 
such  an  interplay  of  psychogenic  and  me- 
tabolic factors  that  the  picture  becomes 
complex.  In  Korsakoff’s  syndrome  and  in 
chronic  alcoholic  deterioration,  the  psycho- 
sis is  probably  not  as  formally  believed  due 
to  the  toxic  effect  of  the  alcohol  itself,  but 
to  vitamin  B deficiency.  Even  in  these 
structures  of  the  personality  influences, 
the  picture  one  should  remember,  too, 
that  alcoholism  may  be  a symptom,  some- 


186 


Delaware  State  Medical  Journal 


August,  1955 


times  the  most  obvious  symptom  of  an- 
other psychosis  such  as  paresis  or  manic 
depressive  psychosis. 

Let  us  consider  first  a condition  known 
as  pathological  intoxication.  Occasionally, 
a mentally  unstable  person  may  on  par- 
taking of  even  a small  amount  of  alcohol 
suffer  from  a transitory  mental  state 
much  more  striking  in  the  nature  and 
severity  of  the  symptoms  than  ordinary 
drunkenness,  and  it  is  known  as  patholog- 
ical intoxication.  The  onset  is  dramatically 
sudden.  This  morbid  condition  is  in  effect 
a dream  state  suddenly  produced  by  alco- 
hol and  is  more  prone  to  occur  in  persons 
of  an  epileptoid  or  hysterical  temperament. 
Consciousness  is  impaired,  and  the  patient 
is  confused,  disoriented,  suffers  from  illu- 
sions, hallucinations  of  sight  and  transi- 
tory delusions.  Activity  is  exaggerated, 
impulsive  and  aggressive  even  to  the  point 
of  destructiveness.  The  emotional  disturb- 
ances are  profound  and  may  consist  of 
rage,  anxiety  or  of  depression  perhaps 
with  suicidal  attempts.  The  disorder  lasts 
from  a few  minutes  to  a day  or  more  and 
is  usually  followed  by  a prolonged  sleep, 
after  awakening  from  which  there  is  an 
amnesia  for  the  entire  episode. 

The  alcoholic  needs  not  reformation  but 
information.  He  needs  the  spiritual  medi- 
cine of  Alcoholics  Anonymous  as  well  as 
the  physical  medicine  of  the  physician. 
These  unfortunates  are  not  inherently 
wicked.  They  are  mostly  of  a cross  sec- 
tion of  our  citizenry  — often  superior 
citizens.  In  many  cases,  their  desperate 
stages,  such  as  Delirium  Tremens,  reveal 
them  to  be  suffering  from  a glandular  de- 
ficiency — rapidly  correctable  by  certain 
hormones  which  seems  to  overcome  their 
excessive  desire  for  alcohol.  Dr.  James  J. 
Smith  (Bellevue,  New  York)  has  been 
using  large  doses  of  A.C.E.  (Adrenal  Cor- 
tex Extract)  in  acute  cases  of  DT’s  and 
his  results  are  very  gratifying.  He  based 
his  treatment  on  the  fact  that  the  physical 
and  mental  signs  of  terminal  alcoholism 
often  resemble  the  fatal  crisis  of  Addi- 
son’s Disease  — therefore,  the  use  of 
A.C.E.  Recently  Thorazine  has  been  used 
as  an  effective  adjunct  in  therapy.  It  in- 
duces relaxation  and  sleep  without  stupor, 


controls  vomiting  and  abolishes  the  anxi- 
ety and  tension  so  often  experienced  by 
chronic  alcoholics  and  it  helps  these  pa- 
tients to  be  more  receptive  to  psychother- 
apy. 


THORAZINE  THERAPY 
Difficulty  in  Predicting  the  Outcome 

George  DeCherney,  M.D.,* 
and 

A.  Beaudry,  M.D.,** 

Farnhurst,  Del. 

The  usual  indications  for  Thorazine  are 
the  symptomatic  control  of  almost  any 
kind  of  excitement,  be  it  of  organic  or 
functional  origin.  The  drug  is  extremely 
effective  in  reducing  severe  anxiety,  modi- 
fying the  course  of  acute  paranoid  psy- 
chosis, and  changing  acutely  assaultive, 
destructive,  hostile,  agitated  patients  into 
quiet,  calm,  manageable  individuals.  At 
the  present  time  wre  would  like  to  report 
three  cases  in  which  the  manifest  symp- 
toms wTere  that  of  retardation,  muteness, 
withdrawal,  seclusiveness,  negativism,  and 
no  evidence  of  any  increased  psycho- 
motor activity.  While  we  recognize  that 
all  symptoms  are  defenses  against  anx- 
iety, and  that  basically  there  are  very  few 
conditions  which  do  not  have  anxiety  as 
the  core  of  neurosis  or  psychosis,  we  are 
only  reporting  here  on  the  manifest  symp- 
toms. However,  we  would  like  to  point 
out  here  that  we  feel  one  of  the  chief  ac- 
tions of  the  drug  is  the  dispelling  of  anx- 
iety. With  the  dissipation  of  anxiety 
there  is  then  no  need  for  the  defenses  or 
symptoms  which  act  as  a bulwark  against 
this  anxiety  and  the  conflictual  ideational 
content.  As  a result  of  this  change  the 
overt  manifestations  of  the  clinical  pic- 
ture of  the  mental  disorder  is  altered. 
The  following  are  three  case  illustrations: 
(1)  M.  S.,  55  year  old  woman,  was  ad- 
mitted to  Delaware  State  Hospital  on 
March  31,  1955  with  a diagnosis  of  schiz- 
ophrenic reaction,  schizo-affective  type. 
This  was  her  fourth  attack.  On  this  ad- 
mission the  patient  was  withdrawn,  nega- 
tivistic,  would  not  respond  to  any  ques- 
tioning, and  would  not  accept  any  food. 
She  seemed  listless  and  stuporous.  On 
April  16,  1955  she  started  on  Thorazine, 

* Respectively,  Senior  Physician  and  **  Acting  Senior  Physi- 
cian, Delaware  State  Hospital. 


August,  1955 


Delaware  State  Medical  Journal 


187 


200  mgms.,  I.M.,  daily.  Because  she  re- 
mained seclusive,  untidy,  and  still  nega- 
tivistic,  the  drug  was  increased  to  400 
mgms.  I.M.  daily.  Four  days  after  the 
initiation  of  the  drug  she  became  more 
alert,  pleasant,  and  began  to  eat.  The  pa- 
tient began  to  take  a personal  interest  in 
herself.  She  talked  about  her  problems 
freely  and  stated  that  she  had  been  active- 
ly hallucinated.  Because  of  the  tremen- 
dous improvement  she  was  changed  from 
Thorazine  I.M.  to  Thorazine  P.O.  The 
drug  was  discontinued  on  May  26,  1955 
at  which  time  the  patient  was  friendly, 
co-operative,  and  receptive  to  psycho-ther- 
apy. She  was  completely  free  of  psychotic 
symptoms  and  had  gained  some  insight 
into  her  problems.  The  patient  was  there- 
fore placed  on  trial  visit  on  June  23,  1955. 

(2)  A.  G.,  41  year  old  female,  was  ad- 
mitted to  the  Delaware  State  Hospital 
June  11,  1955  with  a diagnosis  of  a para- 
noid reaction,  paranoid  state.  Three 
weeks  prior  to  admission  she  stated  she 
had  heard  voices  calling  her  derogatory 
names.  She  stopped  working  and  became 
completely  withdrawn.  The  patient  re- 
mained in  her  room  and  began  to  think 
that  people  were  watching  her.  It  was  at 
this  point  she  felt  she  needed  protection 
from  these  “people”,  and  as  a result  ad- 
mitted herself  to  this  hospital.  On  admis- 
sion she  was  withdrawn,  preoccupied,  se- 
clusive, appeared  to  be  actively  hallucinat- 
ing, blocked,  and  uncommunicative.  On 
June  12,  1955  she  started  on  Thorazine 
Therapy,  receiving  200  mgms.,  I.M.,  daily. 
While  in  the  hospital  the  picture  altered. 
In  addition  to  being  withdrawn,  preoc- 
cupied, and  hallucinated,  she  was  ex- 
tremely depressed  and  guilt-ridden.  On 
June  18th,  six  days  after  the  administra- 
tion of  the  drug,  she  appeared  less  de- 
pressed, began  to  socialize,  and  became 
quite  active  on  the  ward.  She  then  began 
to  talk  about  some  of  her  emotional  diffi- 
culties rather  readily,  and  was  able  to 
gain  some  reassurance  from  the  inter- 
views. At  the  present  time  she  is  still  in 
the  hospital,  completely  free  of  any  psy- 
chotic symptoms  and  seems  to  be  better 
intergrated.  She  is  in  good  spirits  and  is 
optimistic  about  the  future. 


(3)  A.  B.,  56  year  old  married  woman 
was  admitted  to  Delaware  State  Hospital, 
January  21,  1955  diagnosed:  involutional 
psychotic  reaction.  On  admission  patient 
was  extremely  depressed,  withdrawn,  had 
numerous  somatic  complaints  and  nihilis- 
tic ideas.  She  seemed  blocked  and  nega- 
tivistic.  The  patient  held  her  body  in  an 
erect,  rigid  fashion  and  at  times  appeared 
to  be  motionless.  She  was  given  two 
courses  of  electro-convulsive  therapy  only 
to  relapse  to  her  previous  withdrawn, 
negativistic  state.  On  May  24,  1955  Thor- 
azine 200  mgms.,  I.M.,  daily,  was  started. 
After  being  on  the  drug  for  seven  days 
she  became  more  communicative,  social- 
ized, friendly,  and  worked  around  the 
ward.  She  became  more  spontaneous. 
There  was  no  evidence  of  the  psychotic 
symptoms  that  were  previously  described. 
Because  of  this  tremendous  improvement 
she  was  taken  off  the  drug  June  9,  1955. 
She  remained  friendly,  active  on  the 
ward,  cheerful,  optimistic,  and  amenable 
to  psycho-therapy.  The  patient  was  dis- 
charged on  July  18,  1955. 

We  recognized  that  these  three  case 
illustrations  are  not  conclusive.  However, 
we  feel  that,  in  view  of  the  results  of  the 
drug  therapy  in  these  three  patients, 
there  is  no  rule  for  determining  and  pre- 
dicting the  outcome  of  Thorazine  therapy 
by  manifest  symptoms  alone. 


THORAZINE  (CHLORPROMAZINE)  AND 
SERPASIL  THERAPY 

In  Hyperactive  Patient  of  Low  Mentality 

Hal  W.  Geyer,  M.D.,* 

Stockley,  Del. 

The  patient  referred  to  in  this  case  is  a 
white  male,  born  November  13,  1943.  At 
the  age  of  two  he  began  to  show  a hyper- 
active pattern  with  such  behavior  as  push- 
ing and  pulling  on  the  other  children,  roll- 
ing on  the  floor  and  totally  devoid  of  any 
toilet  training  and  not  receptive  to  any. 
Irregularity  of  habits  such  as  daytime 
sleeping  and  nighttime  hyperactivity.  Al- 
so, a gross  feeding  problem.  As  he  grew 
older  the  pattern  of  behavior  became 
more  intensified  and  at  the  age  of  five  it 
was  totally  impossible  for  the  family  to 
manage  him.  He  was  admitted  to  the  Del- 
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aware  Colony  on  November  11,  1947. 

Upon  admission  to  the  Colony  his  be- 
havior was  studied  and  the  following  was 
reported.  He  was  extremely  hyperactive, 
very  destructive  with  clothing,  toys,  or 
anything  that  he  could  grasp.  He  showed 
a gross  pattern  of  autocombativeness  such 
as  beating  his  forehead  upon  anything  in 
sight.  When  extraneous  objects  were  not 
available  he  beat  his  forehead  with  his 
fist.  He  developed  large  hematomas  about 
the  frontal  and  temporal  regions.  When 
exhausted  from  this  behavior  he  lies  and 
screams  as  if  in  a temper  tantrum  until 
he  regains  his  strength  and  the  beating 
continues.  Sedation  appeared  to  have  no 
effect.  He  required  the  maximum  of  nurs- 
ing and  attendant  care  and  at  times  re- 
quired three  or  four  attendants  to  restrain 
him  from  injuring  himself  or  others.  After 
a year  at  the  Colony  he  developed  new 
factors  in  his  behavior  such  as  bird-like 
whistles,  smearing  and  manifesting  a co- 
prophagic  pattern.  He  also  lost  weight  as 
he  was  a severe  feeding  problem. 

This  psychopathologic  framework  of 
weird  and  bizarre  behavior  continued  gath- 
ering momentum  until  it  was  felt  that  the 
possibility  of  a prefrontal  leucotomy  might 
be  indicated  to  alleviate  this  condition.  His 
medical  record  read  like  a pharmaceutical 
catalog  of  sedation,  but  nothing  appeared 
to  improve  the  situation.  His  physical  con- 
dition began  to  show  the  ravages  of  this 
psychiatric  behavior. 

On  July  11,  1955,  a program  of  Thor- 
azine and  Serpasil  medication  was  inaug- 
urated and  this  patient  was  the  first  on 
the  list  for  treatment.  Physical  examina- 
tion on  that  date  disclosed  a grossly  hy- 
peractive twelve  year  old  white  male  very 
noisy,  manifesting  squealing,  whistling 
and  cackling  noises.  Gross  examination 
revealed  an  impressionable  microcephalic. 
His  forehead  showed  fresh  contusions  with 
a large  organized  mass  in  the  center  from 
previous  trauma  inflicted  upon  himself 
during  his  head-banging  episodes.  He  was 
making  every  endeavor  to  smear  accom- 
panied with  a coprophagic  pattern.  There 
was  a marked  contusion  of  the  right  eye 
and  many  areas  on  the  lower  extremity. 
When  spoken  to  he  was  not  responsive 


but  at  times  manifested  a very  silly  grin 
accompanied  by  peculiar  sounds  compar- 
able to  hebephrenic  giggling.  Blood  pres- 
sure and  laboratory  findings  were  within 
the  normal  limits.  Neurological  examina- 
tion, limited  somewhat  due  to  his  hyper- 
activity, revealed  equal  sided  motorpower. 
Reflexes,  physiological.  Ocular  movements 
normal  and  pupil  reaction  to  light  was 
normal  and  equal.  Patient’s  weight  was 
38  pounds. 

Patient  was  started  on  100  mg.  of  Thor- 
azine q.i.d.  with  1 mg.  of  Serpasil  q.i.d. 
with  close  observation  for  the  known  reac- 
tions to  the  drug  such  as  jaundice,  any 
dermatic  changes,  tremor,  or  constipation. 
This  medication  was  enhanced  with  25 
mg.  of  Thorazine  with  2 cc  of  procaine 
hydrochloride  i.m.  at  the  superior  aspect 
of  the  gluteal.  A change  was  noted  in  ap- 
proximately four  hours.  The  demonstra- 
tion of  his  behavior,  although  it  did  not 
change,  did  not  show  the  definite  pattern 
manifested  before  the  treatment  started. 
On  July  12,  1955  the  Thorazine  dosage 
was  increased  to  150  mg.  q.i.d.  This  was 
enhanced  several  times  with  the  intra- 
muscular injections  of  the  drug.  On  July 
18,  1955  this  patient  had  responded  very 
well  with  this  program  of  treatment.  He 
was  totally  out  of  restraint,  demonstrat- 
ing no  smearing  or  coprophagyic  pattern, 
a total  absence  of  head  banging,  and  was 
walking  about  the  grounds  adjacent  to 
the  infirmary  under  the  supervision  of  an 
attendant.  On  July  19,  1955  his  medica- 
tion was  cut  back  to  50  mg.  of  Thorazine 
q.i.d.  due  to  a somewhat  lethargic  pattern, 
not  alarming  in  nature,  which  disappeared 
very  shortly.  He  was  examined  that  date 
by  the  superintendent  and  was  placed  on 
the  ward  with  children  comparable  to  his 
level  and  age  and  has  up  to  the  present 
date  responded  very  well  and  still  shows 
signs  of  improvement.  No  side  effects  were 
manifested  from  the  drugs  up  to  this 
writing. 

The  most  dramatic  factors  in  this  case 
are;  a total  relief  from  restraint,  a total 
absence  of  smearing  and  coprophagy,  no 
head  banging,  a response  when  his  name 
is  called,  and  a friendly  almost  recogniz- 
ing attitude.  He  will  now  take  your  hand 
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and  indicate  he  would  like  to  go  for  a walk. 
Although  he  must  be  fed,  his  appetite  has 
increased  and  he  is  more  normal  in  his 
reception  to  food.  The  contusions  are 
clearing  and  the  organized  mass  above- 
mentioned  appears  to  be  reducing.  This 
patient  is  approaching  a point  whereby  a 
training  program  appropriate  to  his  men- 
tal level  may  be  inaugurated. 


SEXUALLY  FRUSTRATED  PATIENTS 

A Common  Misconception 

W.  Kohlmeyer,  M.D.,* 
Farnhurst,  Del. 

Since  Freud  drew  attention  to  the  im- 
portant role  of  sexuality  as  a causation 
factor  in  nervous  and  mental  illness,  sexual 
frustration  has  been  accepted  as  the 
cause  of  many  symptoms,  such  as  anxiety, 
hostility,  irritability,  disturbances  of  sleep 
and  appetite.  Physicians  have  become 
very  alert  to  this  possibility  and  as  soon 
as  they  find  difficulties  in  sexual  adjust- 
ment they  will  often  assume  that  this  is 
the  “root  of  all  evil”.  While  concentrat- 
ing on  the  striking,  overt  symptomatol- 
ogy, one  may  fail  sometime  to  recognize 
that  in  many  cases  sexuality  is  only  one 
of  the  disturbed  functions  in  a more  pro- 
foundly disorganized  personality.  In  our 
present  time,  medicine  is  unfortunately 
ruled  to  a certain  extent  by  stereotyped 
associations,  like  heart  failure — digitalis 
or  infection — penicillin,  and  the  associa- 
tion neurotic  symptom — sexual  disturb- 
ance seems  to  become  integrated  into 
medical  knowledge  in  the  same  way.  The 
finding  of  disturbed  sexuality  will  lead  to 
therapeutic  advice.  Marriage  will  be  rec- 
ommended, or  a friendship.  The  patient’s 
mind  has  already  been  prepared  for  this 
by  the  numerous  ‘popular’  psychological 
publications  along  this  line.  Even  though 
direct  action  may  not  be  the  result  of  this 
advice,  it  is  probable  that  it  will  strongly 
influence  the  thinking  of  the  patient,  in 
many  cases  to  such  an  extent  that  mar- 
riage will  be  taken  as  a way  out  of  a more 
serious  emotional  problem. 

Unfortunately  a person  in  nervous  dis- 
tress is  in  no  position  to  choose  a partner 
for  life  and  will  most  likely  make  a neu- 
rotic choice,  or  else  two  people  will  be  at- 


tracted to  each  other  through  their  mu- 
tual understanding  and  acceptance  of 
neurotic  problems.  The  result  may  be  the 
union  of  two  partners  who  were  barely 
able  to  cope  with  life  individually,  and 
soon  find  themselves  in  even  deeper  diffi- 
culties in  their  attempt  to  master  life  to- 
gether. 

The  following  histories  of  cases  I saw 
in  recent  years,  prior  to  coming  to  this 
country,  may  be  given  as  examples. 

A.  D.,  a 24  year  old  married  woman, 
had  been  shy  and  nervous  all  her  life.  She 
had  feelings  of  inferiority  and  worried 
excessively  that  her  work  would  not  be 
acceptable,  first  at  school  and  later  in  the 
office  where  she  worked  as  a clerk.  The 
patient  had  difficulty  in  establishing  sat- 
isfactory relations  with  the  opposite  sex, 
and  this  led  to  some  preoccupation.  There 
was  also  considerable  trouble  with  her 
menstruation.  She  felt  sick  and  nause- 
ated, vomited,  had  sharp  pains  and  had 
to  miss  work  two  or  three  days  each 
month.  The  family  physician  recom- 
mended sexual  intercourse  and  marriage. 
Consequently,  at  the  age  of  21  she  became 
involved  with  a young  man  who  was  her 
opposite  in  personality  traits : easy  going, 
rather  conceited  about  his  abilities  and 
his  success  in  life.  She  became  pregnant 
and  they  had  to  get  married,  although  the 
patient  had  misgivings  from  the  begin- 
ning about  the  wisdom  of  such  a mar- 
riage. The  birth  of  two  children  followed 
at  short  intervals.  The  physician  had 
been  correct  in  predicting  the  disappear- 
ance of  her  menstrual  problems.  How- 
ever, the  loud  and  superficial  attitude  of 
her  husband  increased  her  psychological 
difficulties  to  such  an  extent  that  she  had 
severe  anxiety  attacks,  could  not  breathe 
normally,  and  was  unable  to  cope  with 
her  duties  as  housewife  and  mother.  She 
felt  overwhelmed  by  the  responsibility  of 
caring  for  the  two  children,  and  developed 
vaginism  as  a defense  against  the  irre- 
sponsible sexual  habits  of  her  husband 
which  she  was  afraid  would  lead  to  an- 
other pregnancy. 

G.  E.,  34,  an  unmarried  business  wo- 
man, had  been  brought  up  in  a very 
wealthy  home  and  had  had  an  excellent 
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education.  She  was  of  extroverted  and 
friendly  personality  and  had  been  popular 
at  college.  However,  her  overly  strict  up- 
bringing resulted  in  a rather  reluctant 
and  defensive  attitude  toward  the  other 
sex.  This  was  increased  by  the  fear  that 
masculine  attention  was  given  her  mainly 
because  of  her  money.  She  consulted  a 
psychiatrist  during  her  college  years 
about  difficulty  in  concentrating  on  her 
studies  and  her  stage  and  examination 
fright.  The  doctor  attributed  this  to  a 
lack  of  sexual  gratification.  She  followed 
his  advice  and  started  an  affair  with  a co- 
student. This  young  man  took  advantage 
of  her  financially  several  times,  and  be- 
cause of  his  own  maladjustment  was  quite 
unable  to  give  real  affection.  Although 
she  continued  to  be  attracted  to  him  she 
broke  off  the  affair  eventually  for  ration- 
al reasons  and  upon  the  insistence  of  her 
family.  When  I examined  her  two  years 
later  she  had  a severe  obsessive-compul- 
sive neurosis,  her  thoughts  circling 
around  sex,  with  a washing  compulsion 
and  fear  of  germs  to  an  almost  delusional 
degree.  In  therapy  these  symptoms 
could  be  traced  back  to  episodes  in  the 
love  affair,  which  she  had  experienced  as 
something  extremely  distasteful  because 
of  the  material  interests  of  her  partner. 
She  had  never  subsequently  been  free  for 
another  friendship  or  sex  relationship, 
due  to  excessive  suspicion  that  her  failure 
would  be  repeated. 

G.  L.,  a 26  year  old  man  of  Italian  de- 
scent, had  been  brought  up  in  England 
in  an  extremely  puritan  home.  He  had  al- 
ways been  a shy,  retiring,  anxious  person 
who  showed  a need  to  be  accepted  by  his 
environment.  During  his  term  in  the  Ca- 
nadian army  in  the  last  war  he  consulted 
the  army  physician  about  his  nervous 
condition,  consisting  of  insomnia,  difficul- 
ty in  concentration,  loss  of  appetite  and 
weight,  nausea  and  vomiting,  all  of  which 
were  interfering  with  his  performance  of 
military  duties.  He  attributed  his  symp- 
toms to  the  vulgar  language  and  loud  be- 
havior of  the  other  men,  and  to  their  un- 
inhibited attitude  toward  their  sexual  ad- 
ventures. He  became  very  seclusive  and 
lost  all  contact  with  his  colleagues,  de- 


scribing them  as  “a  pack  of  animals”. 
The  physician  advised  him  to  adopt  a 
more  lenient  attitude,  to  join  his  fellow 
soldiers  on  their  next  leave  from  camp 
and  to  find  himself  a girl  in  the  neighbor- 
ing town.  This  experience,  far  from  hav- 
ing the  intended  beneficial  effect,  was  fol- 
lowed by  a marked  deterioration.  He  be- 
came so  depressed  and  blocked  in  all  his 
mental  function  that  he  was  admitted  to 
a mental  hospital.  Though  recovered  from 
this  reactive  depression  within  six 
months,  he  required  intermittent  psychi- 
atric treatment  for  many  years. 

These  case  histories  have  in  common 
the  situation  of  a physician  or  psychia- 
trist advising  the  patient  to  seek  sexual 
gratification.  The  advice  is  followed  and 
leads  to  hurried  unsuitable  relationships. 
Proper  initial  treatment  may  have  short- 
ened or  obviated  the  necessity  for  later 
extensive  therapy. 

The  general  trend  leading  to  this  type 
of  situation  is  partially  due  to  modern 
views  of  normal  sexual  behavior.  About 
50  years  ago  less  attention  was  paid  to 
the  unmarried  person  in  the  spinster  or 
bachelor  category.  In  our  time  of  knowl- 
edge and  sophistication  in  the  sexual  field, 
these  people  seem  frequently  to  be  label- 
led with  superficial  psycho-pathological 
terms  by  a more  or  less  educated  environ- 
ment. This  extends  so  far  as  to  declaring 
them  abnormal.  The  very  complicated 
psycho-physiological  structure  of  human 
beings  does  not  permit  over-simplification 
and  it  is  dangerous  to  use  such  mental 
short-circuits. 

Two  of  the  cases  cited  above  were  han- 
dled by  general  practitioners  and  one  by  a 
psychiatrist.  It  is  difficult  to  evaluate  the 
most  competent  person  to  give  advice  on 
the  subject  of  marriage  and  sexual  be- 
havior. The  family  physician  is  probably 
better  acquainted  with  the  background, 
while  the  psychiatrist  has  a more  detailed 
knowledge  of  the  deeper  psychology  and 
the  present  condition.  Both  should  exer- 
cise caution  when  extensive  treatment  is 
not  feasible.  Often  simple  reassurance  and 
allowing  the  patient  to  find  his  own  way 
is  the  best  policy. 
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The  frequent  disappearance  of  menstru- 
al difficulties  after  marriage  or  establish- 
ment of  regular  sexual  relations  should 
be  mentioned.  Again,  there  is  some  dan- 
ger in  giving  definite  advice,  and  the  com- 
plexity of  factors  involved  should  not  be 
underestimated.  One  should  also  realize 
that  the  severity  of  menstrual  pain  may 
be  subjectively  exaggerated,  and  in  itself 
may  be  almost  entirely  of  neurotic  origin. 
Therefore,  even  casual  remarks  concern- 
ing the  relief  of  such  symptoms  after 
marriage  or  childbearing  should  be  avoid- 
ed since  they  may  be  taken  more  literally 
than  intended. 

The  question  of  normal  sexual  adjust- 
ment has  been  of  considerable  interest 
and  has  led  to  many  discussions,  especial- 
ly since  the  publication  of  the  Kinsey  Re- 
port. A comprehensive  discussion  cannot 
be  included  here.  Kinsey1  refers  to  the 
many  approaches  to  the  problem  in  the 
statement:  “Wherever  one  finds  contra- 
dictory interpretations  of  what  is  sexually 
normal  and  abnormal,  one  should  consider 
whether  philosophic,  moral,  or  social  eval- 
uations, or  scientific  records  of  material 
fact  are  involved”. 

For  the  physician  the  scientific  investi- 
gation of  fact  should  be  the  first  source 
of  information.  However,  other  factors 
must  be  considered  because  of  their  in- 
fluence on  the  psychological  condition  of 
the  patient.  Bychowski-  stresses  this  fact 
by  stating:  “Clinical  experience  demon- 
strates that  human  sexual  behavior  is 
largely  psychosexual,  that  is,  psychologic- 
ally patterned.  It  is  for  this  reason  that 
any  behavioristic  investigation  of  sexual 
activity,  as  isolated  from  the  considera- 
tion of  a total  personality,  must  fall  short 
of  its  ideal  of  scientific  completeness  and 
objectivity”.  The  ideal  of  complete  knowl- 
edge and  understanding  of  the  patient 
can  be  achieved  only  in  a few  cases.  Even 
in  analytic  therapy  one  sees  merely  the 
present  condition  of  the  patient.  A few 
years,  or  even  months,  later,  he  may  have 
a different  attitude  to  his  problem  than 
during  the  time  of  therapy,  and  under 
the  influence  of  the  transference. 

Very  often  the  patient  may  ask  direct 
questions  on  the  subject  that  have  to  be 


answered.  This  should  never  be  done  in 
a general  way,  but  the  individual  facts  of 
the  case  should  be  considered.  It  is  neces- 
sary to  present  the  patient  with  all  the 
pertinent  facts  related  to  his  sexual  prob- 
lem in  an  objective  and  non-directive 
fashion,  so  that  he  will  gain  true  insight 
into  his  situation.  Thus  he  will  be  in  a 
position  to  formulate  a stable  solution 
that  will  be  valid  during  future  develop- 
ment. Short  of  a comprehensive  dealing 
with  the  individual  case,  it  is  a wise  al- 
ternative to  allow  the  patient  to  find  his 
own  way  during  the  maturation  of  his 
personality. 
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THORAZINE  IN  SURGICAL-PSYCHIATRIC 
EMERGENCIES 

C.  Lawrence  R.  Souder,  M.D.,* 
Farnhurst,  Del. 

The  following  is  a report  of  two  cases 
which  have  shown  beneficial  effect  on 
Thorazine  treatment.  One  is  a chronic  case 
and  the  other  is  an  acute  case. 

The  first  patient  is  19  years  old  and  is 
at  present  hospitalized  here.  He  has  been 
diagnosed  as  schizophrenia,  juvenile  type. 
He  was  admitted  here  on  regular  commit- 
ment papers  in  December,  1947.  His  de- 
velopmental history  indicated  abnormali- 
ties of  behavior  from  the  very  beginning. 
Before  his  hospitalization  here  he  had  been 
at  two  private  schools  for  emotionally  dis- 
turbed children.  He  never  attended  public 
school. 

His  history  is  characterized  by  a very 
early  onset  of  over-active,  destructive,  and 
unpredictable  behavior.  He  is  an  only 
child.  He  has  shown  ability  along  mathe- 
matical lines.  Although  exceedingly  intel- 
ligent in  some  aspects,  he  never  had  the 
ability  to  concentrate  for  any  length  of 
time  and  consequently  failed  to  make  any 
scholastic  adjustment.  Since  his  admission 
here  he  has  shown  temper  tantrums  and 
uncontrolled  behavior.  He  has  been  ex- 
tremely compulsive  and  disturbed  at  in- 
tervals. He  has  had  electro-shock  and  in- 
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sulin-coma  treatments  here.  Later  he  had 
four  convulsive  treatments  at  the  Uni- 
versity of  Pennsylvania  Hospital,  Phila- 
delphia, induced  by  oxygen  inhalation  in 
the  pressure  chamber.  He  did  not  respond 
to  any  of  the  various  treatment  proced- 
ures. He  continued  to  be  a difficult  man- 
agement problem  in  the  hospital. 

He  also  had  auditory  hallucinations.  He 
complained  of  voices  tormenting  him.  The 
episodes  of  disturbed  behavior  continued, 
such  as  breaking  windows,  etc.  Because 
of  his  recalcitrance  and  lack  of  significant 
changes  to  the  above-mentioned  treat- 
ments he  had  a transorbital  leucotomy 
performed  in  April,  1951.  Following  this 
operation  he  had  fewer  auditory  hallucin- 
ations. The  improvement,  however,  was 
not  maintained  and  patient  was  again 
given  two  electro-shock  treatments.  Hyd- 
rotherapy was  also  of  no  avail. 

He  had  a second  transorbitol  leucotomy 
performed  in  April,  1952.  He  showed  less 
motor  activity  for  several  months  after 
the  second  operation  and  adjusted  better 
on  the  ward.  In  July,  1952,  however,  he 
again  required  electro-shock  treatments. 

On  March  31,  1954,  he  was  started  on 
Thorazine  treatment  for  his  overactivity, 
restlessness,  destructiveness,  and  assault- 
iveness. In  the  beginning  he  was  given  50 
mgms.  of  Thorazine  intramuscularly,  q.i.d. 
Later  the  dosage  was  increased  to  100 
mgms.  orally,  four  times  daily. 

His  first  course  of  Thorazine  treatment 
lasted  for  86  days.  During  this  period  he 
received  varied  doses  of  Thorazine,  reach- 
ing a maximum  of  200  mgms.,  orally,  q.i.d. 
His  hyperactivity  was  reduced  and  he 
rested  better.  He  was  more  cooperative 
while  receiving  the  Thorazine. 

After  several  months,  he  reverted  to 
his  previous  behavior,  however,  so  that  it 
was  necessary  to  re-start  Thorazine.  The 
second  course  consisted  of  81  days  of 
treatment.  The  evaluation,  at  the  conclu- 
sion of  the  second  course,  indicated  that 
the  patient  had  shown  improvement  to 
the  extent  that  he  was  working  on  the 
grounds  under  supervision  whereas  he  had 
been  destructive  and  assaultive  and  fre- 
quently had  to  be  secluded  before  treat- 
ment. He  was  quiet  and  cooperative  after 


the  Thorazine  treatment.  It  was  possible 
to  permit  him  to  go  home  for  the  Christ- 
mas holidays.  His  family  reported  that  he 
did  very  well  during  his  visit  home.  He 
escaped  from  the  hospital  in  June,  1955 
and  received  a severe  fracture  of  the  right 
femur  and  a compound  fracture  of  the 
right  humerus.  He  required  intravenous 
fluids  and  a blood  transfusion.  It  was  again 
necessary  to  re-institute  Thorazine  treat- 
ment, as  patient  became  extremely  dis- 
turbed to  the  extent  that  he  removed  the 
splint  that  had  been  applied  for  the  frac- 
ture of  the  right  femur.  He  was  then  given 
Thorazine  250  mgms.,  intramuscularly 
every  six  hours,  after  having  been  started 
on  smaller  dosages.  There  was  a marked 
quietening  effect  on  the  patient.  After  he 
had  shown  sufficient  inhibition  of  his  psy- 
chomotor activity  he  was  placed  on  Thora- 
zine, 250  mgms.  orally,  every  six  hours, 
with  continuation  of  his  improved  behav- 
ior. 

He  has  had  surgical  intervention  for 
the  fractures.  At  present,  he  is  alert  and 
cooperative.  It  has  been  possible  to  dis- 
continue Thorazine  as  long  as  his  present 
behavior  is  maintained. 

The  second  case  is  that  of  a 39  year 
old,  white,  male  patient.  He  was  an  acute 
postoperative  case,  in  a general  hospital. 
He  had  had  a herniorrhaphy.  The  history 
revealed  that  he  had  a scar  of  the  right 
femur  from  a previous  osteomyelitis. 
Eight  days  after  his  herniorrhaphy  he  had 
an  incision  and  drainage  of  the  right  fe- 
mur for  osteomyelitis.  Acute  psychotic 
symptoms  followed  the  latter  operation 
which  necessitated  transfer  to  the  Dela- 
ware State  Hospital.  At  the  time  of  his 
admission  here,  which  was  four  days  after 
the  latter  operation,  he  was  completely  in- 
accessible. His  temperature  was  103°  axil- 
lary, pulse  140,  respirations  18,  and  blood 
pressure  was  148/88.  He  was  perspiring 
profusely. 

He  became  quite  tense  and  restless.  He 
was  unresponsive  verbally  and  took  no 
nourishment  by  mouth.  He  received  dura- 
cillin  and  intravenous  fluids.  Because  of 
the  restlessness  and  agitation  Thorazine 
treatment  was  used  symptomatically. 
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The  hyperactivity  was  reduced.  He  be- 
came quieter  and  was  able  to  sleep.  There 
was  no  change  in  his  reality  awareness. 
After  orthopedic  consultation  the  patient 
was  transferred  to  the  general  hospital 
for  further  treatment  of  the  osteomyelitis. 

These  two  cases  demonstrate  the  effec- 
tiveness of  Thorazine  in  controlling  acute 
or  chronic  psychiatric  states.  Both  cases 
were  complicated  by  acute  surgical  condi- 
tions which  could  not  be  managed  before 
the  psychotic  behavior  had  been  controlled 
by  Thorazine. 


“AFFLUENCE  THERAPY” 

Nina  N.  Levin,  M.D.,* 
Farnhurst,  Del. 

What  is  “affluence  therapy?”  Is  this 
another  term  to  join  the  already  confus- 
ing dilemna  of  diagnostic  and  therapeu- 
tic syllabary?  This  is  certainly  not  the  in- 
tention of  the  writer,  but  rather,  to  delin- 
eate certain  aspects  found  therapeutically 
beneficial  during  the  course  of  treatment 
of  the  chronically  ill  mental  patients. 
Before  we  get  involved  in  medical  and 
psychiatric  lore,  let  us  get  the  ordinary 
meaning  of  the  word  “affluence.”  Afflu- 
ence is  defined  as  . . . “abundant  supply 
flowing  toward  a certain  direction  . . .” 
The  supply  indicated  may  be  tangible  or 
intangible.  In  our  particular  instance,  we 
indicate  the  beneficial  effect  derived  from 
treatment  procedures  causing  indirect  in- 
fluence to  patients  not  actually  receiving 
active  treatment. 

In  a study  of  chronically  ill  mental  pa- 
tients at  the  Delaware  State  Hospital  ob- 
servations noted  improvement  in  patients, 
physically  and  mentally,  who  otherwise 
were  not  directly  treated  with  drugs  or 
psychotherapy.  During  a series  of  treat- 
ment procedures  instituted  in  the  chronic 
wards,  the  change  in  the  tempo  of  routine 
activity  created  a corresponding  change 
in  the  atmosphere  of  the  entire  ward. 
This  was  brought  about  by  a reaction 
from  otherwise  untreated  patients  dis- 
seminating the  beneficial  effects.  Drug 
therapy  using  Thorazine  and  Serpasil, 
psychotherapy  sessions,  group  as  well  as 
individual,  were  actively  going  on  at  the 
time  which  served  as  the  nucleus  or  spark 


of  ward  activity.  Untreated  patients  who 
did  not  have  any  part  in  the  treatment 
procedures  reacted,  nevertheless,  by  sym- 
pathetic vibration,  as  it  were,  reflecting 
response  as  in  a mirror-like  phenomenon. 
Therefore,  patients  showed  improvement 
as  the  others  moved  under  active  treat- 
ment. They  manifested  varying  degrees 
of  concern,  anxiety,  interest  and  activity 
which  made  way  for  some  adjustment  as 
they  opened  up  and  reacted  to  the  en- 
vironment. The  significance  of  the  reac- 
tion is  that  it  is  purely  voluntary  and  in- 
dependent from  reactions  of  the  other 
patients  showing  individual  responses  in- 
dependent of  therapist  and  therapy.  This 
fact  also  accounts  for  the  longer  and 
more  lasting  effect  of  affluence  therapy. 

As  the  affluence  spreads  out,  there  is 
diminishing  effect  upon  the  remaining  pa- 
tients in  the  same  ward  which  could  be 
visualized  as  being  in  the  periphery  of 
the  dynamic  circumference.  The  action 
of  affluence  therapy,  therefore,  is  centri- 
fugal. Like  in  a ripple,  there  is  a widening 
circle  of  effect  dissipating  toward  the 
periphery.  This  is  easily  discernible  as 
attention,  ability,  interest  and  capacity 
are  lessened  in  these  remaining  patients. 
There  is  also  diminishing  strength  and 
force  of  effect  as  radiating  affluence  ex- 
tends to  the  periphery  of  the  ward. 

Affluence  therapy  should  be  differenti- 
ated from  another  recently  introduced 
but  long  familiar  psychology  of  millieu 
therapy.  This  is  important  because  both 
of  them  involve  environmental  changes 
but  their  respective  action  is  different. 
Millieu  therapy  as  used  in  other  studies 
by  other  writers  denotes  the  environmen- 
tal modification  to  more  appropriately 
adapt  outside  factors  surrounding  pa- 
tients to  their  mental  condition.  The  ac- 
tion is,  therefore,  centripetal  emanating 
from  the  peripheral  environment  as  a 
beneficial  change  directed  toward  and  af- 
fecting patients  at  center  of  operation. 
As  we  have  explained,  affluence  therapy 
acts  in  the  opposite  direction  which  is 
centrifugal  with  the  change  emanating 
from  the  center  of  activity  radiating  to- 
ward and  affecting  the  peripheral  envi- 
ronment. 
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Another  subtle  point  to  emphasize  is  to 
differentiate  “affluence”  from  “morale”. 
Affluence,  in  our  particular  use  of  the 
term,  and,  morale  both  refer  to  a state 
of  mind.  However,  affluence  connotes 
movement  of  this  state  of  mind  which  is 
the  important  therapeutic  effect  we  would 
like  to  bring  out.  This  movement  may,  of 
course,  be  beneficial  or  not,  but  study  of 
220  chronic  patients  over  a period  of  6 
months  showed  more  beneficial  effects 
than  not.  At  any  rate,  there  is  definitely 
reaction  characteristic  of  individual  cases 
which  could  be  utilized,  channelized  or 
what-have-you  in  finding  a workable  fo- 
cus toward  better  adjustment  if  not  act- 
ual productivity.  The  dynamics  involved 
in  affluence  makes  for  a longer  and  more 
lasting  effect  which  further  differentiates 
it  from  morale  which  is  only  of  the  mo- 
ment or  brief  period  of  time.  This  makes 
affluence  a big  factor  to  develop  and  in- 
corporate in  treatment  processes  what- 
ever they  be.  As  adjunct  to  the  bedside 
manner,  the  therapist  who  ignites  the 
spark  produces  a more  extensive  treat- 
ment program  covering  a larger  number 
of  patients  than  he  would  ordinarily  real- 
ize. The  effects  and  possibilities  of  afflu- 
ence therapy  give  unlimited  promise  and 
an  interesting  field  to  explore. 


GROUP  PSYCHOTHERAPY 
As  A Form  of  Rehabilitation  Service 

Rudolph  Lassner,  Ph.D.,* 
Farnhurst,  Del. 
and 

Mary  Dewees,  B.A.,** 
Claymont,  Del. 

Soon  after  the  opening  of  the  Mental 
Hygiene  Clinic  in  1929,  a consulting  serv- 
ice for  the  residential  training  schools 
dealing  with  delinquent  youngsters  was 
established.  It  has  been  customary  among 
the  social  workers  of  these  institutions 
to  refer  practically  all  their  inhabitants 
to  M.H.C.  for  evaluation.  Although  fol- 
low-up studies  are  not  available,  recom- 
mendations made  by  M.H.C.  examiners 
have  often  helped  the  school  administra- 
tors in  planning  the  most  suitable  pro- 
gram for  a given  youngster,  and  probably 
therefore  in  speeding  up  his  (or  her) 
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rehabilitation.  Another  form  of  service, 
individual  psychotherapy,  has  been  given 
on  a limited  scale  only,  mainly  because  of 
the  staff  shortage. 

Group  living  itself  has  a therapeutic 
effect  on  some  anti-social  individuals; 
others  derive  little  benefit  from  it,  ex- 
ploiting those  in  charge  of  them  and  ad- 
versely influencing  their  fellow  inmates. 
Organized  discussion  groups  with  a ther- 
apeutic aim  in  mind  have  often  been  found 
to  be  valuable  in  institutional  settings.  The 
literature  on  group  psychotherapy  of  the 
past  fifteen  years  is  overwhelming,  in- 
cluding both  informal  reports  as  well  as 
systematic  experiments. 

Two  staff  members  of  the  M.H.C.  had 
conducted  therapy  groups  with  the  young- 
sters of  the  three  Delaware  training 
schools  prior  to  the  present  project.  Be- 
cause of  their  apparent  success,  and  since 
one  of  the  present  writers  has  had  pre- 
vious experience  in  group  psychotherapy 
with  institutionalized  offenders,  we  started 
in  October  1954  with  a selected  group 
of  ten  girls  from  one  of  the  Girls’  In- 
dustrial Schools.  The  following  account 
is  intended  to  point  out  the  usefulness  as 
well  as  the  limitations  of  group  psycho- 
therapy if  conducted  by  a person  who  is 
not  a member  of  the  resident  staff. 

Institutionalized  individuals  of  all  ages 
have  in  common  an  excessive  demand  for 
attention,  which  of  course  originates  from 
their  forceful  removal  from  their  fam- 
ilies and  the  impersonal  atmosphere  of 
life  among  strangers.  The  establishment 
of  consistent,  meaningful,  positive  rela- 
tionships is  generally  agreed  to  be  the 
most  forceful  factor  in  social  rehabilita- 
tion. In  group  therapy  sessions,  the  ac- 
cepting, attentive,  non-punishing  adult  is 
only  one  of  the  therapeutic  agents;  the 
peers,  whether  they  be  hostile  or  approv- 
ing, are  of  at  least  equal  importance. 
“Gripes”,  unfulfilled  hopes,  frustrations, 
daydreams,  etc.  can  be  expressed  in  any 
manner,  vociferously  or  cautiously,  accord- 
ing to  temperament.  The  relationships 
among  the  youngsters,  their  tendencies  to 
either  lead  others  or  to  be  followers  can 
be  studied  and  constructively  channelled. 
Their  social  values,  whether  they  be  gen- 
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erally  acceptable  or  only  characteristic  of 
their  own  sub-culture,  form  the  subject 
of  serious,  lengthy,  sometimes  heated  dis- 
cussions. Occasionally,  anti-social  senti- 
ments may  be  expressed  in  an  exalted 
fashion  by  the  majority  of  the  group 
members,  to  be  discredited  and  discarded 
after  thorough  scrutiny  of  the  issue. 
Emotional  growth  is  enhanced  when  the 
all-important  peers  disavow  certain  un- 
wholesome attitudes  (e.g.,  in  the  area  of 
sex  conduct). 

The  initial  group  was  selected  jointly 
by  M.H.C.  and  the  School  administration. 
The  criteria  for  selection  were:  at  least 
a few  months  of  residence  at  the  School 
and  more  than  average  difficulty  in  ad- 
justing to  the  institutional  routine.  Six 
of  the  ten  girls  had  run  away  previously. 
The  group  has  been  conducted  since  on  a 
continuous  basis  with  various  changes  in 
membership.  Keeping  in  mind  a desir- 
able maximum  number  of  ten,  the  girls 
are  encouraged  to  invite  others,  whenever 
through  release,  job  placement,  or  escape, 
vacancies  occur.  In  one  instance,  a girl 
withdrew  from  the  group  without  any  of 
the  above  reasons.  A 13  year  old  was  ex- 
cluded by  general  consent;  being  both  too 
dull  and  too  immature  for  this  particular 
group.  The  present  group  (July  1955), 
except  for  one  girl,  consists  of  an  entire- 
ly new  population  as  compared  with  the 
initial  one  of  nine  months  ago. 

A few  simple  figures  may  illustrate  to 
what  extent,  quantitatively,  the  project 
has  been  a part  of  the  total  institutional 
program : 

New  Commitments  1953-’55  48 

Participants  in  continuous  group 
since  October  1954  18  (37.5%) 

Or,  stated  differently: 

Daily  average  number  of  girls  in 
residence  during  fiscal  year  1954- 
’55  27.4 

Average  size  of  the  therapy  group 

7.5  (27.4%) 

Thus,  from  one-fourth  to  one-third  of  the 
W.H.S.  population  has  been  participating 
in  our  project. 

The  clinical  psychologist  meets  with 
the  girls  once  a week  for  one  and  one-half 
hours.  Sessions  have  been  held  a few 


times  on  the  institutional  grounds,  but 
mostly  at  the  M.H.C.  The  girls  not  only 
prefer  the  latter  because  of  the  pleasure 
of  riding,  but  sessions  turn  out  to  be  more 
productive  since  the  temporary  removal 
from  the  daily  milieu  tends  to  liberalize 
the  expression  of  one’s  pent-up  feelings. 
The  group  therapist  also  had  one  session 
with  the  entire  staff  of  the  School  in  or- 
der to  interpret  the  procedure  to  them. 
This  session  hopefully  has  alleviated  the 
apprehension  among  some  of  them  con- 
cerning the  permissiveness  of  expression 
which  group  therapy  entails. 

Two  techniques  and  a combination  of 
the  two  have  been  utilized:  Straight  dis- 
cussion (in  which  the  group  leader  re- 
mains in  the  background  as  much  as  he 
can),  and  role  playing.  Discussion  topics 
(selected  entirely  by  the  group  members 
themselves)  run  the  gamut  of  interests  of 
adolescent  girls,  whether  they  live  in  a 
restricted  environment  or  not:  marriage, 
boys,  grooming,  clothing,  entertainments, 
school,  careers,  etc. ; in  addition,  of 
course : the  hope  for  early  release,  es- 
caping, illegitimate  conception,  institu- 
tional staff,  police,  etc.  Dramatization 
(also  selected  by  the  girls)  included  such 
scenes  as : being  at  a hearing  before  the 
Family  Court  judge;  ganging  up  on  a 
newly  admitted  girl  by  asking  her  indis- 
crete questions;  applying  for  a job;  be- 
ing “picked  up”  by  a boy;  having  a date 
during  home  visit;  cottage  meeting  at  the 
School,  etc.  Interests  vary  from  session 
to  session.  Sometimes  they  would  be  more 
specific,  the  group  concentrating  on  the 
characteristics  of  a certain  person,  be  it 
a peer  or  somebody  in  authority.  On 
some  occasions,  an  attempt  is  made  to  ar- 
rive at  general  principles.  Various  sorts 
of  group  tensions  are  brought  into  the 
open,  not  only  the  perennial  social  gap 
between  “inmates”  and  staff,  but  also 
such  clashes  as  “up-state”  versus  “down- 
state”  girls.  One  joint  session  with  the 
Negro  girls  from  the  Kruse  School  which 
had  been  desired  by  both  groups  for  a 
long  time,  was  quite  successful.  On  that 
occasion  girls  compared  notes  on  institu- 
tional regulations,  and  some  old  public 
school  friendships  were  revived ; a gen- 
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eral  spirit  of  comraderie  prevailed  on  that 
occasion. 

In  supplementing  a time-honored  in- 
stitutional program  with  a comparatively 
novel  procedure,  the  first  questions  aris- 
ing are:  “Has  it  done  any  good?  Has  any- 
thing been  accomplished  that  could  not 
have  been  accomplished  otherwise?” 

A research  approach  to  answering  these 
questions  is  extremely  difficult.  It  would 
necessitate  the  establishment  of  a 
“matched  control  group”,  i.e.  an  equal 
number  of  individuals  with  similar  char- 
acteristics as  those  under  study,  who  are 
not  exposed  to  group  therapy.  Further- 
more, a follow-up  period  for  both  groups 
of  at  least  five  years  would  be  required 
to  clarify  the  above  questions. 

The  present  report  can  make  neither  of 
these  claims.  Instead,  we  shall  follow  one 
of  the  girls  through  her  institutional 
placement,  and  parallel  this  with  her  de- 
velopment during  group  sessions. 

The  Case  of  Sally  W. 

Prior  to  Commitment . The  attractive 
high  school  junior  was  referred  to  the 
school  psychologist  in  January,  1954  be- 
cause of  constant  tardiness  and  because 
mother  had  lost  control  over  her.  Even 
two  months  previously  her  mother  had 
filed  a complaint  in  court,  but  had  with- 
drawn it  again.  Sally  was  found  to  be  of 
average  intelligence,  but  quite  immature 
and  self-centered.  When  the  girl  was 
found  by  police  late  at  night  in  the  car 
of  an  adult  man  her  mother  signed  a war- 
rant for  her.  Family  Court  committed 
her  to  the  School  on  June  24,  1954.  She 
was  I6I/2  years  at  that  time.  In  the 
M.H.C.  examination,  she  was  talkative 
and  flippant;  expressed  tremendous  hos- 
tility against  her  overbearing  mother; 
glorified  one  of  her  adult  boy-friends  as 
a “gentleman” ; the  individual  that  she 
would  like  her  father  to  be.  She  ex- 
pressed some  vague  idea  that  one  day  she 
might  become  a secretary,  but  seemed 
more  concerned  with  early  marriage. 

At  the  School.  Sally  was  quite  dis- 
turbed at  the  time  she  was  committed  be- 
cause of  her  emotional  attachment  for  the 
boy  with  whom  she  was  involved,  and 
her  interest  in  a second  boy.  In  June  she 


escaped  and  was  returned  the  same  day. 
From  that  time  on  Sally  settled  down 
quite  steadily.  She  attended  Claymont 
Public  School  in  fall,  entering  once  more 
the  11th  grade.  However,  she  did  not 
concentrate  on  her  work,  had  poor  marks, 
was  not  always  a dependable  citizen.  With 
the  help  of  the  guidance  director  of  the 
public  school  it  was  possible  to  carry  her 
along  in  her  school  work  until  winter 
when  she  continued  to  have  very  poor 
grades  and  became  so  uncooperative  that 
the  privilege  of  attending  school  was  re- 
moved. It  was  suggested  that  she  obtain 
training  in  housekeeping  instead.  She 
had  received  an  engagement  ring  and  was 
looking  forward  to  being  married  when 
paroled  from  the  school.  The  young  man 
in  whom  she  was  interested  was  investi- 
gated (not  the  one  involved  with  her  in 
delinquency),  and  since  he  seemed  to  be 
quite  stable,  this  relationship  was  en- 
couraged. At  first  she  was  able  to  do  only 
a few  things  in  the  kitchen : was  poorly 
organized  and  irresponsible  about  her  ap- 
proach to  planning  a meal,  getting  it 
ready,  and  in  her  care  of  the  kitchen.  She 
improved  in  all  these  areas.  Was  paroled 
June  16,  1955  to  her  parents  in  order  to 
marry  her  boy  friend  less  than  three 
weeks  later.  She  and  her  husband  have 
visited  the  school  once  and  stated  that 
they  are  very  happy  together. 

In  Group  Therapy.  Participated  in  31 
sessions.  During  the  first  few  talked 
little,  did  not  feel  accepted  by  others.  (3) 
Wants  to  be  married  after  release,  but 
was  not  sure  to  whom ; was  suspicious  of 
other  girls’  feelings  toward  her,  “every- 
body gives  me  a dirty  look”.  (4)  Was 
ridiculed  by  others  for  calling  every  staff 
member  “mommy”.  Was  unable  to  de- 
fend herself.  (7)  Expressed  negative 
feelings  concerning  her  detention  at 
W.H.S.,  and  distrusted  staff : “I  call  it  a 
junior  workhouse!”.  (9)  During  a lively 
discussion  of  wedding  nights,  brought  up 
the  question  of  her  own  shyness  and  won- 
dered whether  this  would  not  affect  mari- 
tal happiness.  (10)  After  dramatization 
of  a night  club  situation  in  which  a young 
man  picks  up  a rather  uninhibited  girl, 
(continued  on  page  199) 
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Merger  of  Three  Institutions 
Finally  Accomplished 
At  the  annual  meeting  of  the  Medical 
Society  of  Delaware  in  1952  the  report 
of  the  Committee  on  Mental  Deficiency 
was  unanimously  approved  and  the  So- 
ciety passed  appropriate  resolutions  to 
“make  this  report  a living  blue  print  for 
future  planning  for  the  intra  and  extra 
mural  care,  treatment,  training  and  edu- 
cation of  mentally  defective  and  retarded 
children  and  adults  in  our  state”. 

This  report  was  approved  in  principle 
by  various  national  organizations.  Among 
other  recommendations  the  report  states: 
“It  is  the  opinion  of  the  Committee  that 
the  Delaware  Colony  for  the  Feeble- 
minded is  one  of  the  segments  of  the 
Mental  Health  Department  which  should 
be  composed  of  the  Delaware  State  Hos- 
pital at  Farnhurst,  the  Governor  Bacon 
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Health  Center  at  Delaware  City,  the  Wel- 
fare Home  at  Smyrna,  and  the  Delaware 
Colony  for  the  Feebleminded  at  Stockley. 
The  above  four  institutions  should  be  un- 
der the  jurisdiction  of  one  Board”. 

The  118th  General  Assembly  passed, 
and  on  June  30,  1955  the  Governor  signed 
Senate  Bill  No.  419,  an  act  which  in  Sec- 
tion 1 states : “The  Delaware  Commission 
for  the  Feebleminded  is  abolished  and 
all  the  persons  under  its  care  shall  be  un- 
der the  care  of  the  State  Board  of  Trus- 
tees of  the  Delaware  State  Hospital.” 

In  Section  2,  Paragraph  5501  states: 
“The  Delaware  Colony  for  the  Feeble- 
minded at  Stockley  shall  continue  to  be 
the  State  facility  for  the  treatment  and 
maintenance  of  the  feeble  minded.” 
Paragraph  5502,  Control  and  Manage- 
ment of  the  Colony,  states:  “(a)  The 
State  Board  of  Trustees  of  the  Delaware 
State  Hospital  at  Farnhurst  shall  have 
sole  and  complete  control  and  manage- 
ment of  the  Delaware  Colony  for  the 
Feebleminded  at  Stockley. 

“(b)  The  Board  shall  appoint  an  as- 
sistant superintendent  of  the  Colony, 
physicians,  specialists,  nurses,  stewards, 
matron,  educators,  and  all  other  neces- 
sary assistants  and  employees,  and  shall 
fix  their  term  of  service  as  well  as  their 
pay  or  compensation. 

“(c)  The  Board  shall  provide  suitable 
food,  raiment,  medicine,  occupational,  vo- 
cational, recreational  and  educational  fa- 
cilities, and  all  other  things  necessary  for 
the  comfort,  care  and  treatment  of  the 
patients  of  the  Colony. 

“(d)  The  assistant  superintendent  of 
the  Colony,  and  all  other  professional  as- 
sistants and  employees,  shall  be  directly 
responsible  to  the  Superintendent  of  the 
Delaware  State  Hospital  at  Farnhurst, 
who  shall  also  be  the  Superintendent  of 
the  Colony.” 

At  the  same  time  the  General  Assem- 
bly passed  House  Bill  No.  154  with  House 
Amendment  No.  1 “Appropriating  to  the 
Delaware  Colony  for  the  Feebleminded 
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$925,000.00  from  a Bond  Issue  to  build 
and  equip  an  infirmary”. 

Also  passed  was  House  Bill  No.  157 
“Appropriating  to  the  Delaware  Colony 
for  the  Feebleminded  $15,000.00  each 
year  of  the  coming  biennium  for  the  care 
of  abnormal  children  under  6 years  of 
age,  to  be  placed  in  other  Institutions 
while  waiting  admission  to  the  Delaware 
Colony  for  the  Feebleminded  at  Stock- 
ley.” 

Also  passed  was  House  Bill  158  with 
House  Amendment  No.  1,  “Appropriating 
to  the  Delaware  Colony  for  the  Feeble- 
minded $67,536.70  from  a Bond  Issue  to 
convert  present  Kitchens  in  the  Delaware 
Colony  for  the  Feebleminded  at  Stockley 
into  Service  Pantries”. 

Also  passed  was  House  Bill  No.  406 
“Appropriating  to  the  Delaware  Colony 
for  the  Feebleminded  $6,500.00  for  the 
purchase  and  installation  of  a Fire  Alarm 
System  at  the  Delaware  Colony  for  the 
Feebleminded  at  Stockley”. 

Also  passed  was  House  Bill  156  with 
House  Amendment  No.  1,  “Appropriating 
to  the  Delaware  Colony  for  the  Feeble- 
minded $37,000.00  from  a Bond  Issue  to 
equip  the  new  Central  Kitchen  at  the  Del- 
aware Colony  for  the  Feebleminded  at 
Stockley”. 

We  congratulate  the  Governor  and  the 
General  Assembly  on  their  decision  to 
amalgamate  the  Delaware  Colony  at 
Stockley  with  the  Delaware  State  Hos- 
pital and  the  Governor  Bacon  Health 
Center.  This  consolidation  of  three  im- 
portant mental  health  agencies  will  create 
better  care  and  treatment  for  the  men- 
tally ill  and  the  mentally  retarded  and 
there  will  be  better  coordination  among 
all  three  institutions  under  one  jurisdic- 
tion. 

We  also  congratulate  the  State  Board 
of  Trustees  of  the  Delaware  State  Hos- 
pital and  Doctor  Tarumianz  for  their 
willingness  to  accept  the  additional  re- 
sponsibility. We  wish  them  success  and 
can  assure  them  that  every  member  of 
the  medical  profession  in  Delaware  will 
be  willing  to  assist  them  in  their  en- 
deavor. 


Mental  Health  Training  and 
Research  Bill 

We  are  delighted  to  report  that  House 
Substitute  No.  1 for  House  Bill  No.  300, 
“An  Act  to  Establish  a Board  on  Mental 
Health  Training  and  Research  and  Mak- 
ing an  Appropriation  Thereto”,  was 
passed  by  both  houses  of  the  General  As- 
sembly and  signed  by  the  Governor.  The 
bill  reads  as  follows : 

“Whereas,  the  Governor’s  Committee 
on  Mental  Health  Training  and  Research 
has  carefully  studied  the  problem  of  men- 
tal illness  and  mental  deficiency,  and 
“Whereas,  the  care  of  the  mentally  ill 
and  deficient  is  an  increasingly  serious 
problem,  and 

“Whereas,  the  annual  toll  in  human 
misery  and  in  lost  production  is  a great 
drain  on  State  budgets  and  is  constantly 
mounting,  and 

“Whereas,  there  is  no  other  major 
governmental  activity  which  is  so  singu- 
larly a State  responsibility,  and 

“Whereas,  there  are  not  enough 
trained  people  to  use  the  knowledge  that 
we  already  have,  and 

“Whereas,  there  are  many  patients  in 
hospitals  today  who  could  be  returned  to 
productive  lives  if  available  treatments 
could  be  given  them,  and 

“Whereas,  we  need  more  knowledge, 
and 

“Whereas,  research  provides  spectacu- 
lar beneficial  results,  and 

“Whereas,  a cooperative  and  coordi- 
nated effort  can  be  established  among 
various  State  agencies  dealing  with  this 
problem  to  expand  the  training  and  re- 
search program  in  this  State,  and 

“Whereas,  such  a program  will  pro- 
vide adequately  trained  personnel  and 
knowledge  to  cope  with  this  problem,  and 
“Whereas,  such  a State  project  will  be 
part  of  the  expanded  program  of  the  six- 
teen Southern  states  and  ten  Northeastern 
states’  work,  and 

“Whereas,  the  Governor’s  Committee 
on  Mental  Health  Training  and  Research 
has  developed  exhaustive  reports  on  local 
needs  and  resources  in  mental  health 
training  and  research,  Now,  Therefore, 
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be  it  Enacted  by  the  General  Assem- 
bly of  the  State  of  Delaware 

Section  1.  The  sum  of  $120,000.00  is 
appropriated  for  the  biennium  beginning 
July  1,  1955,  and  ending  June  30,  1957, 
to  establish  a coordinated  program  of  re- 
search and  training  throughout  the  State 
by  improving  personnel  and  facilities  for 
research  and  training  at  various  Dela- 
ware Institutions. 

Section  2.  The  State  of  Delaware, 
through  appropriate  officers  shall  seek  in 
addition  to  the  present  arrangements  with 
the  University  of  Pennsylvania,  similar 
formal  arrangements  with  Maryland, 
North  Carolina,  and  Virginia  for  the 
training  of  personnel  in  psychiatry,  clin- 
ical psychology,  psychiatric  social  work, 
and  psychiatric  nursing  on  graduate  level 
until  adequate  facilities  for  this  purpose 
can  be  provided  within  the  State: 

The  Governor  Bacon  Health  Center  is 
offered  as  a regional  facility  for  training 
of  child  psychiatrists,  clinical  psychol- 
ogists, and  psychiatric  social  workers. 

Arrangements  shall  be  effected  with 
other  states  by  which  the  Governor  Bacon 
Health  Center  may  assist  other  states  in 
residential  treatment  of  maladjusted  chil- 
dren inasmuch  as  this  type  of  facility  is 
lacking  in  most  of  the  other  Southern 
states. 

Delaware  will  coordinate  with  other 
states  engaged  in  similar  treatment,  its 
research  in  the  study  of  cerebral  palsy 
and  other  spastic  diseases  of  children. 

Delaware  will  coordinate  with  other 
states  its  research  in  the  study  of  alcohol- 
ism by  using  its  existing  facilities  at  the 
Governor  Bacon  Health  Center. 

Delaware  will  increase  the  scope  of  its 
present  research  in  schizophrenia,  alco- 
holism, geriatrics,  and  personality  prob- 
lems in  children. 

Section  3.  The  Governor  is  authorized 
to  establish  a Special  Board,  composed 
of  ten  men  and  women  from  the  Gover- 
nor’s Committee  on  Mental  Health  Train- 
ing and  Research,  and  four  members  of 
the  General  Assembly,  two  from  the 
House  and  two  from  the  Senate,  to  as- 
sume the  responsibility  of  approving  re- 
search projects  and  allocating  funds.  This 


committee  will  be  under  the  chairman- 
ship of  the  State  Psychiatrist  of  Dela- 
ware. 

The  Board  so  appointed  shall  report 
its  progress  to  the  Governor  not  later 
than  January  1,  1957,  and  make  this  re- 
port available  to  the  119th  Session  of  the 
General  Assembly  in  1957. 

Section  4.  The  said  Board  shall  be  em- 
powered to  seek  Federal,  Private  and 
other  Grants  considering  the  State  Ap- 
propriation of  $120,000.00  as  a nucleus 
for  enlargement  of  the  program  of  Re- 
search and  Training. 

Section  5.  This  Act  shall  be  known  as 
a Supplementary  Appropriation  Act  and 
the  funds  hereby  appropriated  shall  be 
paid  by  the  State  Treasurer  upon  war- 
rants of  the  proper  officials  of  the  Special 
Board,  out  of  the  General  Fund  of  the 
State  of  Delaware.” 

The  passage  of  this  bill  will  open  a new 
era  for  mental  health  in  the  state  of  Del- 
aware. We  are  very  grateful  to  the  Gov- 
ernor and  the  General  Assembly  and  to 
those  who  supported  this  bill. 


(continued  from  'page  196) 

Sally  clearly  divorced  herself  from  this 
kind  of  adventure:  “I  never  met  a girl 
like  this”.  (13)  During  discussion  of 
suitable  marriage  age,  looked  forward  to 
being  18,  emphasizing  again  her  desire  to 
be  married  immediately  after  release. 
Made  sure  that  the  other  girls  knew  of 
her  having  had  sexual  intercourse  with 
her  boy  friend  during  Christmas  vaca- 
tion, thus  gaining  status  among  them 
who  previously  looked  down  at  her  as  a 
virgin.  Expressed  rather  immature  in- 
terests in  that  session,  for  instance,  how 
she  evaluates  the  character  of  boys  from 
the  way  they  dress,  whereby  “sharp” 
dressing  is  in  her  highest  esteem.  (18) 
Discussion  of  careers.  Sally  has  given  up 
any  idea  of  preparing  for  a job,  knew 
that  the  boy  friend  was  accepted  by  both 
parents  and  the  School  administration. 
(20)  Having  obtained  more  prestige  in 
the  group,  her  suggestions  were  accepted 
and  her  opinion  carried  some  weight. 
During  a discussion  of  two  types  of  young 
people,  namely,  “church  kids”  (who  are 
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boring)  and  “us”  (who  are  more  lively), 
Sally  protested  against  such  a distinction, 
saying,  “we  go  to  church  too”.  (22) 
Wore  her  new  engagement  ring  and  was 
too  absorbed  in  writing  a letter  to  her 
fiance  to  participate  in  the  discussion. 

(23)  Topic:  smoking.  Sally  believed  that 
she  had  acquired  the  habit  at  age  9 with- 
out too  much  protest  from  the  family. 

(24)  During  a critical  discussion  of  staff, 
Sally  was  more  specific  than  she  used  to 
be.  Did  not  express  overall  hostility  (like 
the  “junior  workhouse”  remark  of  sever- 
al months  ago),  but  only  protested  against 
a snickering  remark  which  one  of  the 
cottage  mothers  had  made  regarding  her 
stiffness  from  horse-back  riding  on  week- 
end leave.  (25)  Knew  for  sure  that  she 
will  be  married  in  June.  Took  lively  in- 
terest in  the  future  of  another  less  fortu- 
nate member  of  the  group  whose  release 
from  the  School  was  problematic,  as  she 
had  no  place  to  go.  (27)  Discussion  of 
religions : tried  to  stress  similarities  be- 
side the  differences.  It  was  suggested 
that  girls  from  the  “back  woods”  be  in- 
vited to  join  the  group.  Intention  to  ridi- 
cule the  latter  and  to  show  one’s  superi- 
ority was  obvious  among  some  of  the 
girls;  Sally  suggested  that  these  “back 
woods”  girls  should  rather  be  helped. 

(28)  Various  “Life  Adjustment  Booklets” 
were  brought  along  for  possible  use  by 
the  group.  Sally  selected  one,  “Under- 
standing Sex”,  and  the  group  was  quite 
pleased  when  she  volunteered  to  read. 

(29)  Too  disturbed  to  read  in  this  ses- 
sion ; believed  to  be  pregnant  and  feared 
mother  would  withdraw  permission  to 
marry  her  fiance.  (30)  Fear  of  pregnan- 
cy proved  to  be  unjustified.  In  this  ses- 
sion girls  began  to  pick  on  a fellow-stu- 
dent (not  a member  of  the  group)  whom 
they  universely  rejected  in  very  drastic 
language.  Sally  at  one  point  emphasized 
this  girl’s  assets:  “She  could  be  smart  in 
school  if  she  tried”.  (31)  Three  weeks 
before  Sally’s  wedding.  Volunteered  to 
take  notes  on  the  proceedings  of  the  ses- 
sion. In  discussion,  stressed  the  positive 
aspects  of  life  at  the  School,  how  it  had 
helped  her  in  her  physical  well-being,  and 
how  it  had  taught  her  to  dress  according 


to  her  age  rather  than  like  an  adult  wo- 
man. Keeping  notes  of  the  proceedings 
probably  signified  identification  with  the 
adult  world  of  the  therapist  into  which 
she  was  going  to  move. 

Discussion 

The  detailed  description  of  this  sample 
case  has  been  offered  to  demonstrate  how 
group  therapy  supplements  and  mirrors 
institutional  life,  and  vice  versa. 

Sally  W.  has  gained  considerable  in- 
sight into  her  personal  problems.  Her 
confusion  about  divergent  standards  for 
sex  conduct  as  expected  by  the  church  on 
one  hand  and  by  certain  of  her  peers  on 
the  other  hand  has  given  way  to  clearer 
thinking  and  compromising.  A more 
wholesome  attitude  toward  and  better  un- 
derstanding of  the  adult  world  which  she 
was  about  to  enter  was  noticed.  She  was 
able  to  decide  in  favor  of  a comparatively 
worthwhile  marital  partner,  while  pre- 
viously she  had  desired  marriage  with 
anyone  who  proposed  first. 

Detailed  “success  stories”  could  be  con- 
tinued here  if  space  permitted.  Briefly 
here  are  a few : The  case  of  Helen  K.,  al- 
ready married  when  committed,  who  has 
now  settled  down,  becoming  a real  house- 
wife and  helping  her  husband  to  curb  his 
drinking  habit;  Phyllis  F.,  who  for  the 
past  six  months  has  been  living  away 
from  her  conflicted,  unstable  parental 
home,  has  been  making  her  living  as  a 
nurse’s  aide,  and  on  her  own  continues  to 
search  for  self-improvement  by  undergo- 
ing individual  psychotherapy;  Katherine 
M.,  who  has  been  reconciled  with  her  par- 
ents, has  given  up  her  unsuccessful  high 
school  work  and  is  employed  as  a lunch- 
eon counter  girl  in  one  of  the  dime  stores. 

And  then,  of  course,  there  are  our  fail- 
ures: e.g.,  Fanny  G.,  the  homeless  girl 
and  perpetual  foster  child  who  profusely 
verbalized  her  feelings  in  the  group ; 
twice  withdrew  from  it  and  came  back, 
but  recently  escaped  from  the  School;  at 
the  time  of  this  writing,  she  is  A.W.O.L., 
probably  “bumming  around”  in  the  city. 
It  is  probably  difficult  to  classify  Mary 
K.  either  as  a failure  or  as  a success. 
This  bewildered  and  disturbed  girl  of 
limited  intelligence  escaped  three  times 
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during  the  period  of  her  group  member- 
ship and  was  returned  each  time,  was 
not  apprehended  after  her  fourth  escape 
in  February.  Prior  to  her  commitment 
to  the  School  at  the  age  of  15,  she  had 
given  birth  to  an  illegitimate  child.  Re- 
cently, she  contacted  the  School  adminis- 
tration, pregnant  again,  but  married  to 
a 19  year  old  man  whom  she  has  known 
for  many  years,  who  is  responsible  for 
this  pregnancy  and  seems  to  be  truly  fond 
of  her. 

Group  psychotherapy  is  no  panacea. 
Its  effectiveness  depends  upon  numerous 
factors  of  which  intensity  is  an  impor- 
tant one.  All  parts  of  a training  school 
program  (education,  recreation,  individ- 
ual and  group  therapy)  are  most  effective 
if  they  are  carried  out  by  resident  staff 
members  who  at  least  during  day  hours 
are  available  to  the  youngsters  whenever 
the  need  arises.  Therapies  by  “imported” 
specialists,  while  certainly  enriching  the 
program,  do  not  suffice.  The  many  fail- 
ures on  parole  are  not  only  heartbreaking 
to  the  families  but  also  costly  to  society. 
Therapy  ideally  should  be  conducted  by 
those  who  are  in  permanent  contact  with 
the  youngsters.  This  implies  that  more 
advanced  training  and  better  remunera- 
tion for  institutional  workers  should  be 
our  next  goal. 


THE  PROBLEM  OF  SYMBOLISM  AND  THE 
USEFULNESS  OF  GOLDSTEIN’S  THEORIES 
IN  RORSCHACH  INTERPRETATION 

Fred  Wissner,  Ph.D.,* 
Farnhurst,  Del. 

In  discussing  the  problem  of  schizo- 
phrenia Sullivan"  spoke  of  these  patients’ 
tendencies  to  misinterpret  phenomena  in 
an  over-complex  manner  while  the  simple 
interpretation  of  stimuli  more  adequately 
explained  or  more  closely  approximated 
reality.  Sullivan  mused  over  the  schizo- 
phrenics need  to  complicate  the  precep- 
tion  of  reality  when  the  simpler  apper- 
cept  proved  much  more  appropriate. 
Within  a theoretical  framework  similar 
problems  face  the  clinical  psychologist  or 
psychiatrist  in  their  contention  with  in- 
terpretation of  data  as  presented.  While 
a dual  instinct  theory  may  manifestly 


represent  a means  of  simplifying  and  ex- 
plaining human  nature,  (perhaps  that  is 
why  the  theory  is  popular)  tendencies  are 
to  become  inveigled  in  complex  super 
structures  which  are  designed  to  explain 
dynamics  but  tend  to  encumber  them- 
selves with  theoretical  appendages  which 
do  not  necessarily  fit  into  the  theory 
proper,  but  which  are  necessary  if  the 
theory  is  to  be  workable  (e.g.,  collective 
unconscious) . 

In  Rorschach  interpretation  the  worker 
generally  assumes  a theoretical  point  of 
view  and  evaluates  his  data  from  this 
framework.  To  the  dynamically  inclined 
Rorschach  worker  the  use  of  the  symbolic 
interpretation  plays  an  important  role. 

The  problem  in  the  use  of  symbolism 
becomes  quite  meaningful,  however  dan- 
gerous, if  one  were  to  examine  the  hand- 
ling of  it  in  Rorschach  interpretation. 
In  an  attempt  to  simplify  interpretation 
of  a protocol  ofttimes  the  examiner  may 
assume  the  existence  of  a “mother”  and 
“father”  card,  whereupon  any  projections 
onto  these  blots  presumably  represents 
attitudes  towards  parental  figures.  With 
such  leaps  in  thinking  tendencies  are  to 
reify  the  blots  themselves.  A simplified 
explanation,  or  more  adequate  working 
hypothesis,  of  the  “mother”  and  “father” 
card  phenomena,  if  it  exists,  is  that  the 
intrinsic  qualities  of  the  blots  elicit  ma- 
terial relevant  to  father  or  mother.  The 
blot  by  itself  does  not  represent  parental 
figures,  rather  the  whole  cultural  kaleido- 
scopic percept  of  what  father  or  mother 
represents  may  stimulate  in  the  patient 
associations  relevant  to  parental  figures. 

At  one  level  cultural  and  biological  dic- 
tates suggest  the  male  to  be  the  more 
angular,  bulkier,  “harder”,  of  the  means. 
On  the  other  hand,  the  female  is  thought 
of  as  softer,  curvacious,  and  more  grace- 
ful. The  blots’  latent  intrinsic  qualities 
may  be  bulky,  hard,  or  soft.  This  would 
imply  the  blots  are  not  as  unstructured 
as  they  might  seem  and  that  deviated  ap- 
perceptions on  the  part  of  the  subject 
represents  his  own  inner  distortions  or 
deviations  from  societal-biological  con- 
structs of  what  represents  feminity  or 
masculinity.  With  such  a viewpoint  there 
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is  less  need  to  “reify”  the  inkblots ; at  the 
same  time  robbing  the  interpretations  of 
their  mystic  qualities,  and  affording  a 
simple  logical  explanation  of  a subject’s 
apperceptions. 

An  uninitiated  or  naive  Rorschach 
worker  can  carry  Brown’s1  concepts  to 
an  extreme  in  attempting  to  reify  specific 
areas  of  the  inkblots,  assigning  meanings 
to  them.  Brown  is  careful  to  point  out 
however  that  blots  and  blot  areas  do  pos- 
sess certain  intrinsic  qualities  relevant  to 
eliciting  certain  responses  at  unconscious 
levels.  Deviations  from  these  “assigned” 
qualities  represent  the  apperceived  dis- 
tortions on  the  part  of  the  patients.  Sug- 
gestions are  that  blot  segments  are  so 
intrinsically  constructed  as  to  elicit  par- 
ticular responses.  In  part  this  tends  to 
question  the  notion  that  the  Rorschach 
is  an  “unstructured”  test,  rather  it  is  un- 
structured to  the  subject  who  does  not 
“know”  consciously  what  is  expected,  but 
it  tends  to  be  highly  structured  at  deeper 
levels. 

The  problem  of  the  W compulsion  has 
confronted  this  examiner  by  the  nature 
of  the  population  that  he  has  worked 
with.  The  W compulsion  is  the  need  to 
organize  the  total  blot  as  though  all  parts 
must  necessarily  go  into  a complete  whole 
together.  The  patient  cannot  see  fit  to 
associate  to  only  one  segment  of  the  blot, 
rather  tendencies  are  to  reify  the  blot 
and  assume  one  must  “give  an  answer” 
to  what  the  blot  means.  Such  behavior 
is  adequately  explained  by  Goldstein’s'--3 
concepts  of  abstract  and  concrete  think- 
ing. The  sick  organism,  in  his  failure  to 
abstract,  does  not  “realize”  not  only  that 
he  can  associate  to  parts,  but  also  the 
parts  can  represent  or  elicit  associations 
relevant  to  various  phenomena.  The  sick 
organism  tends  to  feel  the  blot  is  “the 
thing”  (loss  of  distance)  or  that  only  one 
response  to  an  area  is  possible.  By  his 
concrete  thinking  he  tends  to  reify  and 
apperceives  the  blot  as  the  concept  he  as- 
sociates to  it.  A loss  of  distance  may  be 
the  end  product  of  such  pathological 
thinking.  The  Goldstein  theory  of  con- 
crete and  abstract  behavior  is  thus  graph- 
ically illustrated  in  Rorschach  projection. 


Other  theoretical  frameworks  may  mere- 
ly describe  the  phenomena  or  complicate 
the  explanation  of  the  dynamics  of  the 
phenomena  through  highly  complex  gy- 
rations. 

For  example,  take  the  problem  of  fab- 
ricated combinations  as  seen  on  the 
Rorschach  test.  A pathognomic  sign  is 
the  perception  on  Card  X,  D4,  as  two 
caterpillars  crawling  through  the  eyes  of 
a rabbit.  While  both  blots  of  ink  lie  close 
to  one,  another  (the  caterpillars  and  the 
rabbit’s  head)  Shaefer4  argues  that  since 
one  does  not  see  such  grotesque  concepts 
in  everyday  life  this  is  indeed  a sick  re- 
sponse. While  descriptively  this  is  true, 
Goldstein’s  concepts  prove  useful  in  re- 
vealing a more  dynamic  picture.  Such  a 
percept  reveals  the  patient  tends  to  be 
concrete  and  is  blot  bound,  unable  to  ab- 
stract the  blots  as  separate  entities  and 
associate  to  them.  While  the  areas  of  ink 
are  in  close  proximity  the  healthy  individ- 
ual is  not  bound  by  such  closeness  and  is 
able  to  see  alternatives  in  giving  a more 
meaningful  responses  to  stimuli.  In  his 
concreteness  the  sick  organism  becomes 
morbid ; he  sees  the  world  as  possessing 
malignant  qualities,  at  the  same  time  he  is 
played  upon  by  the  outside  which  he  can- 
not manipulate.  Through  his  concrete- 
ness the  blots  become  his  master  while 
he  may  feel  a loss  of  “will”  or  ability  to 
handle  the  environment. 

For  illustration,  another  case  in  point 
is  Card  VIII,  Dl,  the  popularly  seen  ani- 
mal figures.  The  sick  organisms  may  re- 
spond “those  are  red  animals.”  The  blots 
of  ink  are  in  fact  red  if  the  examiner 
wishes  to  inspect  them.  Nevertheless  the 
response  is  inappropriate  even  though  the 
blot  quality  corresponds  to  the  patient’s 
association. 

An  examiner  steeped  in  Freudian  think- 
ing may  explain  such  a response  by  sug- 
gesting defective  repressive  defenses. 
True  the  blot  is  red,  but  who  sees  red 
animals?  Such  postulations  infer  a need 
for  healthy  defenses  and  a need  to  repress 
non-germain  data.  It  would  appear  once 
again  that  Goldstein’s  concepts  tend  to 
simplify  the  evaluation  of  such  a response 
without  the  need  for  over-postulation. 
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The  organism  apperceiving  a red  animal 
is  showing  inappropriate  behavior  not 
only  by  being  stimulus  bound  (concrete) 
but  he  is  unable  to  abstract  and  associate 
the  blot  area  with  an  animal  he  has  seen 
in  his  world  of  reality.  This  ability  to  as- 
sociate implies  abstract  thinking  in  which 
appropriate  behavior  would  ensue.  As  an 
added  feature  Rorschach  speaks  of  color 
as  reflecting  the  handling  of  affective  en- 
ergies. With  an  impairment  of  abstract 
thinking  this  inappropriateness  may  re- 
flect difficulties  with  one’s  affect. 

To  cite  a third  example,  Card  111,  Dl, 
is  generally  seen  as  two  human  figures. 
Inspection  in  this  area  reveals  the  “up- 
per” and  “lower  parts”  of  these  “hu- 
mans” are  not  connected  on  the  ink  blots. 
In  a “good”  perceptual  response  the  sub- 
ject would  “ignore”  this  facet  of  reality 
and  speak  of  this  area  as  “a  human  be- 
ing.” Perhaps  a Freudian  worker  would 
consider  this  a healthy  defense  mechan- 
ism of  rationalization,  in  order  to  give  a 
meaningful  response.  In  such  a response 
the  patient  would  not  actively  concern 
himself  with  the  objective  fact  that  parts 
of  the  figures  are  separated. 

Goldstein’s  view  that  the  patient  seeks 
order  through  his  ability  for  abstract 
thinking  once  again  tends  to  simplify  the 
cumbersome  theoretical  superstructure  of 
defenses,  etc.  The  configuration  of  the 
blot  area  gives  rise  to  associations  rele- 
vant to  human  beings  in  a patient’s  life. 
Through  the  process  of  abstracting  he  is 
able  to  draw  from  his  own  experience  and 
perceive  a “gestalt”  or  meaningful  total- 
ity. He  is  not  stimulus  bound  and  does 
not  allow  the  ink  blot  form  to  dominate 
his  percept.  Rather  there  is  a unique  in- 
terplay of  stimulus  and  subject  with  the 
subject  manifesting  a versatility  in  the 
use  of  symbolic  thought  processes. 

Goldstein  theory  in  part  is  designed  to 
explain  human  behavior  largely  through 
its  biological  makeup,  at  the  same  time 
refuting  the  validity  of  instinct  theory 
regardless  of  such  theory’s  workability. 
An  applicability  of  this  theory  to  Ror- 
schach interpretation  is  suggested  as  a 
means  of  understanding  the  conceptual 
process  as  well  as  a means  of  simplify- 


ing interpretation  and  making  such  in- 
terpretation more  clear. 
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COMING  MEETINGS 

Saint  Francis  Hospital 

Obstetrics  and  Gynecology  Conference — 
Every  Wednesday  8:00  A.M. 

Medical  Conference — Third  Wednesday 
10:00  A.M. 

Surgical  Conference  — Third  Tuesday 
8:30  A.M. 

Wilmington  General  Hospital 

Medical  Conference — Second  and  Fourth 
Saturday  8:30  A.M. 

Surgical  Conference  — First  and  Third 
Wednesday  8:30  A.M. 

Memorial  Hospital 

Medical  Conference  — Every  Tuesday 
8:30  A.M. 

Tumor  Conference — July  13-July  27  and 
August  10  and  24,  12  noon. 

Obstetrics  and  Gynecology  Conference — 
July  6 and  20,  12  noon. 

Surgical  Conference  — Every  Saturday 
8:00  A.M. 

Delaware  Hospital 

Urology  Conference — Every  Wednesday 
8:00  A.M. 

Medical  Conference  — Every  Thursday 
8:30  A.M. 

Surgical  Conference  — Every  Saturday 
8:30  A.M. 

Tumor  Conference — July  6 and  20,  Au- 
gust 3,  17,  31,  12  noon. 

Neuro  Surgery  Conference — July  13  and 
27,  August  10  and  24,  12  noon. 

Beebe  Hospital  Staff  Meetings — 1:00  P.M. 
— Lewes — July  15,  August  19. 

Nanticoke  Memorial  Hospital  Staff  Meet- 
ings— Seaford — 12:30  P.M.  July  7,  Au- 
gust 4. 

Milford  Memorial  Hospital  Staff  Meetings 
4:30  P.M.  July  12,  August  9. 
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MEDICAL  SOCIETY  OF  DELAWARE 
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WILMINGTON,  DELAWARE 
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3:30  p.m. — Registration  of  Delegates. 
4:00  p.m. — House  of  Delegates  Meeting. 
6:30  p.m. — Supper  for  Delegates. 


8:00  p.m. — Registration.  General  Meeting. 

8:30  p.m — Invocation,  Rev.  Alfred  R.  Shands, 
III,  Holly  Oak. 

8:35  p.m. — Welcoming  Remarks  — Norman  L. 
Cutler,  M.D.,  President,  New  Castle  County 
Medical  Society;  Victor  D.  Washburn,  M.D., 
President,  Delaware  Academy  of  Medicine. 

8:40  p.m. — Presidential  Address  — Lewis  B. 
Flinn,  M.D.,  Wilmington;  The  Medical  Society 
of  Delaware. 

9:00  p.m.— Panel  Discussion:  Vitamins  and  other 
Nutrition  Factors  in  Clinical  Practice. 

This  Panel  will  concern  surgeons,  obstetricians, 
pediatricians,  etc.,  as  well  as  internists  and  gen- 
eral practitioners. 

Moderator — Lewis  B.  Flinn,  M.D. 

Robert  S.  Goodhart,  M.D.,  Scientific  Director, 
National  Vitamin  Foundation,  New  York;  Wins- 
low Tompkins,  M.D.,  Obstetrician,  Jefferson 
Medical  College,  Philadelphia;  Robert  G.  Ravdin, 
M.D.,  Assistant  Professor  of  Surgery,  Univer- 
sity of  Pennsylvania;  Robert  Kaye,  M.D.,  As- 
sistant Professor  of  Pediatrics,  University  of 
Pennsylvania. 

10:30  p.m. — Adjournment  — Refreshments. 


TUESDAY,  OCT.  18,  1955 

9:00  a.m. — Registration.  General  Meeting. 

9:30  A.M. — Report  of  House  of  Delegates,  Sec- 
retary Norman  L.  Cannon,  M.D.,  Wilmington. 

9:40  a.m. — Prolonged  Survival  in  Malignant 
Lymphoma,  John  F.  Hynes,  M.D.,  Wilmington, 
Consultant,  Tumor  Service,  Memorial  Hospital. 

10:00  a.m. — Stein-Levinthal  Syndrome:  Prelim- 
inary Report,  Oscar  N.  Stern,  M.D.,  Wilmington. 
Chief  in  Obstetrics-Gynecology,  Delaware  and 
Memorial  Hospitals. 

10:15  a.m. — Exhibits. 

10:45  a.m.— Panel  Discussion:  Current  Concepts 
of  Virus  Disease  in  the  Delaware  Area. 

This  Panel  will  include  hepatitis,  poliomyelitis, 
psittacosis,  mumps,  and  a new  group  of  R.I. 
virus  diseases. 

Moderator — Lewis  B.  Flinn,  M.D. 

Floyd  I.  Hudson,  M.D.,  Executive  Secretary,  Del- 
aware State  Board  of  Health;  Joseph  Stokes, 
M.D.,  Professor  of  Pediatrics,  University  of 
Pennsylvania;  Werner  Henle,  M.D.,  Professor  of 
Virology,  University  of  Pennsylvania;  Maurice 
Hilleman,  Ph.D.,  Assistant  Chief,  Department  of 
Virus  and  Rickettsial  Diseases,  Army  Medical 
Service  School,  Washington;  Dorothy  Horstmann, 
M.D.,  Associate  Professor  of  Preventive  Medi- 
cine, Yale  University. 

12:15  p.m. — Election  of  President  — elect  for 
1956  (New  Castle  County). 

12:30  p.m. — Adjournment  — Exhibits. 
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1:00  p.m. — Luncheon,  as  guests  of  the  New 
Castle  County  Medical  Society. 

2:00  p.m. — Recent  Concepts  in  the  Management 
of  Staphylococal  Infections,  William  J.  Hol- 
loway, M.D.,  and  Elvyn  G.  Scott,  M.T.,  Wilming- 
ton, Assistant  in  Medicine,  and  Bacteriologist, 
Delaware  Hospital. 

2:15  p.m. — Antibiotic  Therapy  of  Skin  Diseases, 
Lawrence  Katzenstein,  M.D.,  Wilmington,  Der- 
matologist, Delaware,  Memorial,  and  Wilmington 
General  Hospitals. 

2:30  p.m. — The  Home  Care  Program  and  Other 
Aspects  of  Long-Term  Illness,  Ruth  B.  Freeman, 
It.  N.,  Associate  Professof  of  Public  Health  Ad- 
ministration, Johns  Hopkins  University. 
Discussion:  Victor  D.  Washburn,  M.D.,  Richard 
Griffith,  Edgar  Hare,  Jr.,  Wilmington. 

3:10  p.m. — Exhibits. 

3:40  p.m. — Panel  Discussion:  Recent  Trends  in 
the  Management  of  Vascular  Disease. 

This  Panel  will  include  cerebral  aneurysms,  sur- 
gical and  nonsurgical  management  of  arterial 
and  venous  thrombosis,  prevention  of  rheumatic 
heart  disease,  cardiac  surgery,  cerebral  vascular 
insufficiency. 

Moderator — Lewis  B.  Flinn,  M.D. 

John  P.  Hubbard,  M.D.,  Professor  of  Preventive 
Medicine,  University  of  Pennsylvania;  Henry  T. 
Bahnson,  M.D.,  Associate  in  Surgery,  Johns 
Hopkins  University;  Samuel  B.  Hadden,  M.D., 
Associate  Professor  of  Psychiatry,  University 
of  Pennsylvania;  Livio  Olmedo,  M.D.,  Neuro- 
surgeon, Wilmington;  G.  Barrett  Heckler,  M.D., 
Internist,  Wilmington;  Charles  P.  Bailey,  M.D., 
Professor  of  Thoracic  Surgery,  Hahnemann  Med- 
ical College;  Harry  T.  Zinsser,  M.D.,  Robinette 
Foundation,  University  of  Pennsylvania. 

5:15  p.m. — Adjournment  — Exhibits. 


Hotel  duPont 

6:45  p.m. — Reception  — Georgian  Suite. 

7:30  p.m. — Annual  Dinner,  duBarry  Room. 
Members  and  Auxiliary  are  invited  to  subscribe. 
Tickets  from  Dr.  Charles  Levy,  621  Delaware 
Avenue,  Wilmington  — Dress:  optional. 
Invocation  — Rev.  J.  Seymour  Flinn,  Wilmington. 
Toastmaster — Lewis  B.  Flinn,  M.D. 

Citations  of  50  Year  Members. 

Introduction  of  Distinguished  Guests. 

Address — Edward  L.  Bortz,  M.D.,  Past  President, 
A.M. A.,  Philadelphia. 

— Significant  Trends  in  Medical  Education 


WOMAN  S AUXILIARY,  M.  S.  OF  D. 
du  Pont  Country  Club 
TUESDAY,  OCT.  18,  1955 

Mrs.  Gerald  A.  Beatty,  President 


9:30  a.m. — Registration. 

10:00  a.m. — Business  Meeting. 


12:30  p.m. — Luncheon.  Guest  Speaker:  Mrs.  C. 
R.  Pearson,  Chairman,  Nurse  Recruitment, 
Woman’s  Auxiliary  to  A.M. A. 

Installation  of  Officers:  Mrs.  Pearson. 

Inaugural  Address:  Mrs.  Richard  W.  Comegys, 
Clayton. 

Hotel  duPont 

6:45  p.m. — Reception  and  Dinner  (Subscription) 
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MISCELLANEOUS 
Genetics  May  Change  Man 

Man  has  within  his  grasp  more  power 
to  change  future  generations  through 
breeding  than  he  has  wisdom  to  direct 
changes  for  the  best  results. 

An  editorial  in  the  August  6 Journal 
of  the  American  Medical  Association  said 
genetics,  the  science  of  heredity,  offers 
the  possibility  of  changing  the  race.  How- 
ever, no  means  for  improvement  of  hu- 
man stock  has  yet  been  devised. 

There  are  many  difficulties,  resulting 
largely  from  the  complicated  behavior  of 
genes,  the  biological  factors  which  deter- 
mine heredity. 

For  instance,  it  may  be  possible  to  con- 
trol one  gene,  but  it  is  hard  to  tell  how 
it  will  be  influenced  by  other  genes.  In 
other  words,  the  effect  of  a gene  may  de- 
pend on  “the  company  it  keeps.” 

Another  problem  is  the  inability  to  pre- 
dict long-term  results  of  manipulating 
genes. 

“Selective  breeding,”  as  used  in  cattle, 
has  been  suggested  as  a method  of  im- 
provement, but  this  is  not  likely  to  gain 
wide  acceptance  because  of  the  “violent 
emotional  reactions  such  proposals  au- 
tomatically arouse.” 

“The  widespread  use  of  a ‘perfect  do- 
nor’ through  artificial  insemination  might 
lead  to  too  great  a uniformity  in  a world 
where  diversity  is  still  highly  desirable,” 
the  editorial  said. 

In  addition,  such  a donor  might  spread 
hidden  bad  traits  through  a large  seg- 
ment of  the  population  before  they  could 
be  detected.  Inbreeding,  as  has  been 
shown  in  the  past  by  various  royal  fam- 
ilies, brings  hidden  traits  into  the  open. 
“If  these  are  harmful,  as  they  are  more 
often  than  not,  inbreeding  will  increase 
the  number  of  persons  afflicted,”  the  edi- 
torial said. 

The  proportion  of  persons  with  mental 
and  physical  defects  is  increasing  in  mod- 
ern civilization  because  advances  in  medi- 
cal science  make  it  possible  for  them  to 
live  longer,  the  editorial  said. 

None  of  the  measures  advocated  to  pre- 
vent degradation  of  human  stock,  such  as 
sterilizing  mental  defectives,  have  “made 


more  than  a feeble  impression  on  the 
problem  as  a whole.” 

While  physical  traits  are  more  nearly 
determined  by  heredity,  they  are  less  in- 
fluenced by  environment  than  are  mental 
traits.  “Social  traits  or  personality,  al- 
though affected  by  heredity,  are  altered 
by  environment  with  the  greatest  ease.” 
The  editorial  concluded,  “.  . . it  is  easier 
to  define  good  environment  than  good 
heredity.  So  far,  the  power  to  change 
man  genetically  exceeds  the  wisdom  need- 
ed to  know  in  what  direction  genetic  con- 
trols should  be  applied  to  achieve  the  best 
results.” 


U.S.  Becomes  ‘Medical  Magnet’ 

The  United  States  has  become  a “med- 
ical magnet”  for  physicians  in  Europe, 
Asia,  Africa,  and  Latin  America. 

More  than  5,000  foreign  physicians 
came  to  this  country  during  the  year 
1954-55  for  study,  according  to  a survey 
by  the  Institute  of  International  Educa- 
tion and  the  A.M.A. 

They  came  from  83  different  countries 
for  internship  and  residency  training  at 
hospitals  in  42  states,  the  District  of  Co- 
lumbia, Hawaii,  Puerto  Rico,  and  the 
Canal  Zone. 

The  survey  of  1,177  hospitals,  among 
those  approved  for  internships  and  resi- 
dencies by  the  A.M.A.,  indicated  that  there 
were  at  least  5,036  alien  physicians  in 
training.  Not  included  in  the  study  were 
immigrants  and  displaced  persons. 

Individual  countries  sending  the  most 
physicians  were  the  Philippines,  Canada, 
Mexico,  Germany,  and  Turkey.  Of  the 
major  geographical  areas,  the  Middle, 
Near,  and  Far  East  had  the  largest  repre- 
sentation. 

Of  the  total,  620  or  12.3  per  cent  were 
women.  In  comparison,  women  made  up 
only  5.2  to  5.7  per  cent  of  American  med- 
ical school  graduating  classes  in  the  years 
1952  through  1954.  Over  half  of  the  wo- 
men came  from  the  Near,  Far,  and  Middle 
East,  with  the  Philippines  sending  the 
most. 

More  than  2,000  of  the  physicians  were 
in  the  United  States  on  their  own  re- 
sources. Others  were  sponsored  by  at 
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least  67  different  agencies,  including  their 
own  or  the  United  States  government,  the 
United  Nations,  and  religious,  educational 
or  philanthropic  organizations.  Many 
were  sponsored  by  the  hospitals  in  which 
they  were  training. 

In  addition  to  the  large  number  of  phy- 
sicians in  hospital  internship-residency 
training,  others  visited  this  country  as  ob- 
servers, professors,  or  guest  participants 
in  research.  They  represented  21.5  per 
cent  of  all  foreign  educators  who  visited 
the  country  during  the  year. 

In  comparison,  only  3.6  per  cent  of  all 
American  educators  visiting  other  parts 
of  the  world  in  1954-55  were  listed  under 
medicine. 

The  survey  was  reported  in  the  Aug.  13 
Journal  of  the  A.M.A.  by  Dr.  James  E. 
McCormack,  associate  dean  of  graduate 
studies  at  Columbia  University  and  Arthur 
Feraru,  head  of  the  Central  Index  and 
Census  Division,  Institute  of  International 
Education,  both  of  New  York. 


The  causes  of  health  and  therefore  the 
factors  important  to  its  evaluation  and 
management  are  often  to  be  found  in  the 
individual’s  personal  and  community  en- 
vironment. Ward  Darley,  M.D.,  J.A.M.A., 
April  30th,  1955. 

* * * 

All  tuberculous  patients  exhibit  one  re- 
infection after  another,  for  by  its  nature 
tuberculosis  is  a metastasizing  infection, 
be  it  through  bronchi,  lymphatics,  or 
blood  stream.  E.  M.  Medlar,  M.D.,  Am. 

Rev.  Tuberc.,  March,  1955. 

* * * 

Some  chronic  conditions  are  prevent- 
able; some  are  deferable;  some  are  cur- 
able; and  some  are  modifiable.  We  know 
how  they  are  spread  and  how  to  prevent 
their  spread.  Some  conditions,  such  as 
diabetes  or  rheumatic  heart  disease,  are 
deferable  even  where  there  is  a tendency 
toward  it,  if  the  appropriate  medical  care 
is  provided  in  time.  Some  conditions, 
such  as  pernicious  anemia  or  cerebral 
hemorrhage,  are  modifiable.  Daniel 
Bergsma,  M.D.,  New  Jersey,  Pub.  Health 
News,  April,  1955. 


A good  chest  X-ray  screening  program 
in  a general  hospital  can  make  possible 
better  medical  care,  as  well  as  supplying 
added  community  service.  It  will  lessen 
the  health  hazards  to  patients  and  to  hos- 
pital staff.  It  will  insure  better  employee 
health  programs.  As  a resourceful  means 
for  the  earliest  possible  detection  of  un- 
suspected thoratic  disease,  it  should  be  a 
saving  for  both  the  hospital  and  its  pa- 
tients. Theodore  L.  Badger,  M.D.,  Bull. 
Nat.  Tuberc.  A.,  June,  1955. 

* * * 

Tuberculosis  is  still  a communicable 
disease;  isolation  in  a tuberculosis  hos- 
pital is  an  essential  factor  in  tuberculosis 
control.  There  is  need  for  hospitalization 
because  many  cases  of  tuberculosis  have 
a positive  sputum  for  many  months  even 
with  intensive  chemotherapy.  There  is 
need  to  evaluate  each  case  on  an  individ- 
ual basis,  and  this  can  best  be  done  ...  in 
the  hospital  in  consultation  with  the  thor- 
acic surgeon.  There  is  need  for  hospital- 
ization during  that  period  when  sensi- 
tivity of  organism  and  effectiveness  of 
treatment  are  being  tested.  Paul  S. 
Phelps,  M.D.,  The  John  N.  Wilson  Me- 
morial Lecture,  April  30th,  1954. 

* * * 

We  are  doing  a better  job  in  reducing 
the  tuberculosis  death  rate  than  in  re- 
ducing the  number  of  cases.  At  present 
the  annual  number  of  reported  cases  of 
tuberculosis  is  declining  by  only  three  per 
cent  in  contrast  with  a 20  per  cent  drop 
in  the  death  rate  each  year  since  1951. 
Last  year  is  the  first  time  in  our  history 
when  tuberculosis  did  not  rank  among 
the  first  10  causes  of  death.  In  spite  of 
this  good  showing  we  have  not  won  the 
battle  against  tuberculosis.  We  will  not 
have  won  it  until  we  achieve  comparable 
success  in  reducing  the  large  reservoir  of 
tuberculosis  infection  still  prevailing  in 
most  parts  of  the  country.  We  can  do 
this  — but  only  through  a continued  and 
concerted  effort  to  find  and  treat  larger 
numbers  of  people  annually  in  the  early 
stages  of  their  disease.  Leonard  A. 
Scheele,  M.D.,  Bull.  Nat.  Tuberc.  A.,  May, 
1955. 
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BOOK  REVIEWS 

Recent  Advances  in  Medicine  and  Surgery 
(19-30  April  1954)  Based  on  Professional  Med- 
ical Experiences  in  Japan  and  Korea,  1950-1953. 
Medical  Science  Publication  No.  4,  Volume  I and 
Volume  II.  Paper,  Volume  I,  pp.  530;  Volume  II, 
pp.  421.  Army  Medical  Service  Graduate  School, 
Walter  Reed  Army  Medical  Center,  Washington, 
D.C.,  1954. 

These  two  volumes  reflect  the  profes- 
sional and  clinical  activities,  problems  en- 
countered, and  lessons  learned  by  the 
Army  Medical  Service  during  the  Korean 
War. 

The  clinical  research  and  results  out- 
lined in  these  two  volumes  will  be  of  value 
to  physicians  who  will  be  called  on  to 
treat  mass  casualties,  whether  they  be 
brought  about  by  military  or  civilian  dis- 
asters. We  are  given  the  benefit  of  infor- 
mation gained  and  clinical  observations 
made  by  men  on  the  scene  in  Korea  and 
Japan,  and  their  papers  are  arranged  as 
they  were  presented  in  an  organized 
course  given  in  a two-week  period  at  the 
Walter  Reed  Army  Medical  Center. 

Particularly  impressive  are  the  Korean 
experiences  in  neurotropic  viral  diseases, 
especially  Japanese  encephalitis.  It  is  of 
interest  that  no  evidence  was  obtained 
demonstrating  conclusively  either  the  ef- 
fectiveness or  non-effectiveness  of  Japa- 
nese B encephalitis  vaccine  as  an  immun- 
izing agent,  using  formalinized  mouse 
brain  vaccine.  No  specifically  effective 
therapy  was  demonstrated. 

The  papers  on  “Fatigue  and  Metabolic 
Deficit”,  a study  of  combat  stress,  physio- 
logic and  biochemical  (Vol.  I,  pp.  3-45) 
will  be  found  illuminating.  The  point  to 
emphasize  is  that  we  can  learn  a great 
lesson  from  the  conclusion  that  “Fatigue 
was  seldom  due  to  physical  hardships. 
Fatigue  was  due  to  continued  emotional 
stress,  and  in  part,  to  uncertainties.  This 
is  the  fatigue  which  does  not  disappear 
with  sleep  and  which  has  a cumulative 
effect.”  The  urinary  excretion  of  17-keto- 
steroids,  corticosteroids  and  eosinophiles, 
sodium,  potassium,  and  water  balance 
were  studied  under  various  conditions  of 
stress. 

These  volumes  are,  of  course,  of  ex- 
treme value  to  the  military ; however, 
many  of  the  lessons  learned  would  also 


benefit  the  general  practitioner.  A com- 
plete subject  index  would  be  of  tremen- 
dous reference  value. 


Current  Therapy  1955:  Latest  Approved  Meth- 
ods of  Treatment  for  the  Practicing  Physi- 
cian. Edited  by  Howard  F.  Conn,  M.D.,  Pp.  692. 
Cloth.  Price,  $11.00,  Philadelphia;  W.  B.  Saun- 
ders Company,  1955. 

The  physician  finds  himself  deluged 
with  new  medical  books,  journals,  ab- 
stracts, and  summaries  of  abstracts.  How- 
ever, he  will  find  Current  Therapy  1955  a 
complete  ready  reference  of  tested  thera- 
peutic agents.  Numerous  authors  and 
consultants  have  contributed.  Diagnostic 
procedures  are  purposely  omitted.  There 
are  fifteen  sections  covering  diseases  in- 
volving the  various  systems  of  the  body. 
The  last  section  contains  a roster  of  drugs, 
tables  of  metric  and  apothecaries  systems, 
tables  for  making  percentage  solutions, 
and  indices  of  authors  and  subjects. 

Of  necessity,  the  treatment  of  each  con- 
dition is  brief,  and  bibliographies  have 
been  omitted.  One  must  refer  to  other 
sources  for  detailed  information  on  any 
subject. 

One  disadvantage  of  a book  of  this  type 
is,  of  course,  the  lack  of  agreement  by 
some  of  the  authors  on  the  usefulness  of 
a drug  or  procedure.  The  use  of  curare 
in  aqueous  or  repository  medium  is  an  ex- 
ample in  point.  Four  of  the  authors 
found  curare  useful  (pp.  189,  216,  513, 
518),  while  two  condemn  curare  agents 
as  “dangerous  drugs”  and  even  state  that 
“in  its  aqueous  form,  the  margin  of  safety 
between  the  therapeutic  dose  and  the 
lethal  dose  is  dangerously  small”  (pp.  480 
and  576) . 

Such  statements  are  contrary  to  num- 
erous clinical  reports  on  the  use  of  cur- 
are in  many  clinical  conditions  in  hos- 
pital and  office  practice.  It  would  be  well 
for  the  authors  to  become  more  familiar 
with  contemporary  literature,  so  that  the 
reader  will  maintain  his  faith  in  the  title 
of  the  book. 

Current  Therapy  1955  should  be  a 
“must”  addition  in  every  hospital  library. 
General  practitioners  will  appreciate  the 
easily  available  therapeutic  suggestions. 
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Christopher’s  Minor  Surgery.  Seventh  Edition, 
Edited  by  Alton  Ochsner,  M.D.,  Professor  of 
Surgery,  Tulane  University,  and  Michael  E. 
DeBakey,  M.D.,  Professor  of  Surgery,  Baylor 
University.  Pp.  547,  with  251  illustrations,  cloth, 
Price,  $9.00,  Philadelphia;  W.  B.  Saunders  Com- 
pany, 1955. 

A number  of  outstanding  surgeons  have 
collaborated  in  the  preparation  of  this 
book.  When  one  thinks  of  minor  office 
surgery,  Christopher’s  book  may  always 
be  relied  upon  for  practical,  simple,  and 
well  illustrated  procedures. 

Chapter  12  on  Injuries  and  Their  Man- 
agement is  an  excellent  summary  on  the 
management  of  strains,  sprains,  frac- 
tures, dislocations,  etc.,  of  the  entire  body. 
The  general  practitioner,  the  surgical 
resident,  as  well  as  the  surgeon,  will  find 
this  volume  complete  in  such  practical 
topics  as  office  equipment,  surgical  con- 
siderations, dressings  and  bandages,  an- 
esthesia, resuscitation,  and  minor  surgical 
procedures  encountered  with  every  sys- 
tem of  the  body. 

References  are  given  at  the  end  of  each 
chapter,  and  a complete  subject  index  is 
given  at  the  end  of  the  book. 

Proceedings  of  the  Third  Medical  Conference 
of  Muscular  Dystrophy  Association  of  Amer- 
ica, Inc.  Paper,  Pp.  234,  American  Journal  of 
Physical  Medicine,  Vol.  35,  No.  1,  February,  1955, 
Baltimore:  Williams  and  Wilkins  Company. 

This  is  a symposium  dealing  with  the 
work  of  the  Muscular  Dystrophy  Associa- 
tion in  its  efforts  to  bring  together  recent 
advances  in  muscle  physiology  and  the 
management  of  this  disabling  disease. 
Most  of  the  papers  deal  with  muscle  and 
nerve  physiology,  diagnosis,  and  treat- 
ment. 

Unfortunately,  there  is  very  little  that 
is  new  or  spectacular  in  the  reports.  The 
physical  rehabilitation  phase  in  the  man- 
agement of  muscular  dystrophy  is  empha- 
sized. 

The  medical  management  of  contrac- 
tures in  muscular  dystrophy  is  discussed, 
pointing  out  the  uselessness  of  various 
drugs.  Curare  is  not  favored,  but  it  was 
not  tried  on  patients  with  muscular  dys- 
trophy. 

This  volume  is  not  indexed;  therefore, 
its  practical  reference  value  is  greatly  di- 
minished. Many  references  are  given  at 
the  end  of  each  paper  which  is  helpful  bib- 


liography for  research  workers. 

While  the  material  in  this  collection  is 
not  specifically  intended  for  practicing 
physicians  who  do  not  handle  this  di- 
sease, the  principles  outlined  in  rehabili- 
tation may  be  applicable  to  other  neuro- 
muscular diseases.  Physiatrists  and  work- 
ers in  rehabilitation  centers  will  find  this 
volume  useful  for  general  reference. 

Tea:  A Symposium  on  the  Pharmacology  and 
the  Physiologic  and  Psycologic  Effects  of 
Tea.  Henry  J.  Klauriberg,  Ph.D.,  Pp.  64.  Paper. 
Price,  $1.00.  Sponsored  by  the  Biological  Sci- 
ences Foundation,  Ltd.,  Washington,  D.C.,  1955. 

Next  to  water,  tea,  known  as  a bever- 
age since  2737  B.C.,  is  the  most  consumed 
beverage  in  the  world.  The  purpose  of 
this  publication  is  to  begin  an  organiza- 
tion of  research  and  clinical  data  on  tea 
that  will  prove  helpful  to  dietitians,  nutri- 
tionists, and  the  medical  profession  in 
general. 

The  papers  presented  include:  Pharma- 
cology, Beverage  and  Dietary  Aspects,  A 
Medical  Appraisal,  Relief  of  Fatigue,  Anx- 
iety and  Tension  States,  Psychological 
Effects  of  Drinking  Tea,  and  Effects  on 
Gastric  Secretions  and  Motility  of  Tea. 

Among  the  interesting  facts  brought 
out  are  that  tea  is  of  a negative  nutrition- 
al value  and  it  contains  caffeine,  theophyl- 
line, and  theobromine,  which  produce  a 
slight  psychic  stimulation  and  diuretic  ef- 
fect. The  conclusion  developed  is  that  tea 
is  a harmless  beverage  in  health  and  di- 
sease, in  all  ages.  In  1954,  Americans 
drank  2.3  billion  pounds  of  coffee  or  14.7 
pounds  per  capita,  and  112  million  pounds 
of  tea  or  0.69  pounds  per  capita.  One 
pound  of  tea  produces  200  cups  of  bever- 
age, and  one  pound  of  coffee  makes  40 
cups  of  coffee  beverage. 


CONTENTS 
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pro-banthIne  for  anticholinergic  action 


Abnormal  Motility  as  the  Cause  of  Ulcer  Pain 


Until  recently  the  general  opinion  was  held  that  ulcer 
pain  was  primarily  caused  by  the  presence  of  hydro- 
chloric acid  on  the  surface  of  the  ulcer. 

Present  investigations1'2  on  the  relationship  of  acid- 
ity and  muscular  activity  to  ulcer  pain  have  led  to  the 
following  concept  of  its  etiologic  factor: 

. . abnormal  motility2  is  the  fundamental  mech- 
anism through  which  ulcer  pain  is  produced.  For 
the  production  and  perception  of  ulcer  pain  there 
must  be,  one,  a stimulus,  HC1  or  others  less  well 
understood;  two,  an  intact  motor  nerve  supply 
to  the  stomach  and  duodenum;  three,  altered 
gastro-duodenal  motility;  and  four,  an  intact 
sensory  pathway  to  the  cerebral  cortex.” 
Pro-Banthine®  has  been  demonstrated  consistently 
to  reduce  hypermotility  of  the  stomach  and  intestinal 
tract  and  in  most  instances  also  to  reduce  gastric  acid- 


ity. Dramatic  remissions'  in  peptic  ulcer  have  followed 
Pro-Banthine  therapy.  These  remissions  (or  possible 
cures)  were  established  not  only  on  the  basis  of  the 
disappearance  of  pain  and  increased  subjective  well- 
being but  also  on  roentgenologic  evidence. 

Pro-Banthine  Bromide  (Beta-diisopropylaminoethyl 
xanthene-9-carboxylate  methobromide,  brand  of  pro- 
pantheline bromide)  has  other  fields  of  usefulness,  par- 
ticularly in  those  in  which  vagotonia  or  parasympatho- 
tonia is  present.  These  conditions  include  hypermotility 
of  the  large  and  small  bowel,  certain  forms  of  pyloro- 
spasm,  pancreatitis  and  ureteral  and  bladder  spasm. 

1.  Schwartz,  I.  R.;  Lehman,  E. ; Ostrove,  R.,  and  Seibel,  J.  M.:  A 
Clinical  Evaluation  of  a New  Anticholinergic  Drug,  Pro-Banthine, 
Gastroenterology  25: 416  (Nov.)  1953. 

2.  Ruffin,  J.  M. ; Baylin,  G.  J. ; Legerton,  C.  W.,  Jr.,  and  Texter,  E.C., 
Jr.:  Mechanism  of  Pain  in  Peptic  Ulcer,  Gastroenterology  23:252 
(Feb.)  1953. 
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FRAIM’S  DAIRIES 

Qhltt/ilu  ‘zl'atti/  SPiccfucfa 
Sft'nce  J900 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Del.  Phone  6-8225 


A Store  for  . . . 

Staa/iti/  t.  (ftnc/ec/  Sto/Ab 
Ac  A ay?  Wot^cfca^ 

LEIBOWITZ’S 

224-226  Market  Street 
Wilmington,  Delaware 
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In  very  special  cases 

A very 

superior  Brandy 

SPECIFY  ★ ★ 


THE  WORLDS  PREFERRED  COGNAC  BRANDY 


84  PROOF  Schieffelin  & Company,  New  York,  N.Y. 


To  keep 

your  ear  running 

Better-Longer 

use  the 

dependable  friendly 
Services  you  find  at 
your  neighborhood 

Service 
Station 


WE  CORDIALLY  INVITE  YOUR  INQUIRY 
for  application  for  membership  which  affords 
protection  against  loss  of  income  from  accident 
and  sickness  (accidental  death,  too)  as  well  as 
benefits  for  hospital  expenses  for  you  and  all 
your  eligible  dependents. 


PHYSICIANS  CASUALTY 
AND 

HEALTH  ASSOCIATIONS 

OMAHA  2.  NEBRASKA 


one  piece  cartridge-sterile  needle  assembly: 

•sures  sterility  by' eliminating  handling  of  the  needle 

ids  greater  convenience  to  the  recognized  advantages  of  the  Steraject  parenteral  dosage  forms 
ready  to  use  in  the  home,  office  or  hospital 
mpletely  obviates  any  need  for  sterilizing  equipment. 

cillin  G Procaine  Crystalline  in  Aqueous  Suspension  — 300,000;  600,000  and  1,000,000  units 
lapen®  Aqueous  Suspension  — 600,000  units  benzathine  penicillin  G 

lapen  Fortified  Aqueous  Suspension — 300,000  units  benzathine  penicillin  G plus  300,000  units  procaine  penicillin  I 
itomycin  Sulfate  Solution — 1 gram 
drostreptomycin  Sulfate  Solution — 1 gram 


PFIZER  LABORATORIES,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.Y. 
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a 

report 

from 

Sealtest 

on  an  improved  non-fat  milk 
for  low-fat  high  protein  diets 

It's  called  Sealtest  Fortified  Fat-Free 
Milk. 


It's  skim  milk  plus 

— 400  units  of  Vitamin  D per  quart 

— 2,000  units  of  Vitamin  A per  quart 

— better  body  and  flavor  (with  a milk- 
solids  content  of  10%%  instead  of 
skim's  8 %%) 

— homogenization  for  smoother  taste 

It's  an  even  richer  source  of  protein  than 
whole  milk.  Yet  it  has  only  two-thirds 
the  calories. 

We  have  a booklet  (you  can  read  it  in  a few 
minutes)  which  gives  complete  information 
on  this  important  new  milk  product.  To 
get  your  free  copy,  just  call  LOcust 
7-4024  in  Philadelphia  and  ask  for  Mr . 

Louis  A . Goebel . Or  write  him  c/o  Supplee- 
Sealtest . Lincoln -Liber tv  Bldg . . Phil- 
adelphia 7 , 

Mr.  Goebel  is  a member  of  Supplee-Seal- 
test's  staff  especially  trained  to  supply 
the  latest  information  on  milk  products 
to  the  medical  profession. 

He  offers,  too,  special  tours  of  the  most 
modern  milk  processing  plant  in  the  world. 
And  he  can  arrange  discussion  sessions 
for  any  pre-medical  or  pre-dental  groups, 
for  nurses,  technicians  and  dieticians. 
Call  on  him  any  time  . 
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Indicated  wherever  oral 
cortisone  or  hydrocortisone 
is  effective  Available  in  5 mg. 
tablets  in  bottles  of  30  and  100 
Usual  dosage  is  'A  to  1 tablet  three  or 
four  times  daily 


Upjohn 


*Trademark  for  the  Upjohn  brand  of  prednisone  (delta-1- cortisone) 


e maintain 
prompt  city-wide 
delivery  service 
for  prescriptions. 

CAPPEAITS 

Drug  Store  of  Service 

DELAWARE  AVE.  at  DUPONT  ST. 

Dial  6-8537 


George  T.  Tobin  & Sons 

BUTCHERS 


NEW  CASTLE,  DELAWARE 
Phone  N.  C.  3411 


PATRONIZE 

OUR 

ADVERTISERS 
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WEIGHT  FOR  WEIGHT, 

THE  MOST  ACTIVE  ANTI-INFLAMMATORY 
AGENT  YET  DEVELOPED 
FOR  TOPICAL  USE 

TOPICAL  LOTION 

ALFLORONE' 

ACETATE 

(FLUDROCORTISONE  ACETATE,  MERCK)  9 ALPH A-FLUOROH YDROCORTISONE  ACETATE 


MOST  EFFECTIVE 

Therapeutically  active  in  l/10th  the  concentration  of  hydrocortisone  (Compound  F). 

MOST  ECONOMICAL 

Superior  spreading  qualities — a small  quantity  covers  a wide  area. 

MOST  ACCEPTABLE 

Most  patients  prefer  the  cosmetic  advantages  of  this  easy-to-apply, 
smooth  spreading  lotion. 


Supplied  in  a cosmetically  elegant  base  in  two  con- 
centrations: 0.25%  and  0.1%  in  15  cc.  plastic  squeeze 
bottles. 

Also  available:  Alflorone  Topical  Ointment  in  5 gm. 
tubes — two  concentrations — 0.25%  and  0.1%. 


Philadelphia  1,  Pa. 
division  of  MERCK  & CO.,  INC. 


A 
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When  she’s  frightened  and  tense 
(and  getting  more  upset  by  the 
minute)  . . . 


When  she  balks  at  scary,  disquiet- 
ing examinations  ( before  you've 
even  begun)  . . . 


When  prompt  sedation  is  indicated 
(and  a pleasant  taste  will  help)  . . . 


short-acting 

Nembutal 

(PENTOBARBITAL,  ABBOTT) 

elixir 


will  quiet  her  fears  . . . relieve  her 
tensions  . . . and  reduce  the  effect 
of  her  psychic  trauma. 

Onset  of  action  is  prompt,  and 
duration  may  be  short  or  moderate, 
depending  on  the  dose.  Also, 
since  the  drug  is  quickly  and  com- 
pletely destroyed  in  the  body,  your 
patient  has  less  tendency  toward 
that  next-day  ’’hangover.” 

Administer  pleasant-tasting 
Nembutal  Elixir  straight  from  the 
spoon,  or  mix  it  with  water,  fruit 
juice,  milk  or  infants’  formula. 
The  dosage  required  is  small — only 
about  one-half  that  of  ~ 
many  other  sedatives.  '^UjuO'lX 


Each  teaspoonful  of  Nembutal  Elixir  rep- 
resents 15  mg.  (A  gr.)  Nembutal  Sodium. 


508160 
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‘ANTEPAR’ 


for  "This  Wormy  World" 


PINWORMS 

ROUNDWORMS 

"SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

^TABLETS  OF  'ANTEPAR' Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg.,  Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


Baynard  Optical 
Company 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5TH  AND  MARKET  STS. 
WILMINGTON,  DELAWARE 


JOHN  G.  MERKEL 
& SONS 

3P/i ybicutnb — tint — 

— S/nva/<f/  Sdu/i/t/te* 

PHONE  4-8818 


BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC. 
Tuckahoe,  New  York 


801  N.  Union  Street 
Wilmington,  Delaware 
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...from  Two 
Outstanding  Cases 

RED  LABEL  • BLACK  LABEL 

Both  86.8  Proof 


Johnnie  Walker  stands  out  in  its  devotion  to 
quality.  Every  drop  is  made  in  Scotland.  Every 
drop  is  distilled  with  the  skill  and  care  that 
come  from  generations  of  fine  whisky-making. 
And  every  drop  of  Johnnie  Walker  is  guarded 
all  (he  way  to  give  you  perfect  Scotch  whisky  . . . 
the  same  high  quality  the  world  over. 


BORN  1820... 

STILL  GOING  STRONG 


BLENDED  SCOTCH  WHISKY 


N ADA  DRY  GINGER  ALE,  Inc.,  New  York,  N.  Y.,  Sole  Importer 


Results  With 


ANTE  PAR5 


against 


PINWORMS 


In  clinical  trials,  over  80%  of  cases  have 
been  cleared  of  the  infection  by  one  course 
of  treatment  with  ‘Antepar.’ 

Bumbalo,  T.  S.,  Gustina,  F.  J., 
and  Oleksiak,  R.  E. : 

J.  Pediat.  44:386,  1954. 

White,  R.  H.  R.,  and 
Standen,  0.  D. : 

Brit.  M.  J.  2:755,  1953. 


against 


ROUNDWORMS 


“Ninety  per  cent  of  the  children  passed  all 
of  their  ascarides  ...” 

Brown,  H.  W. : 

J.  Pediat.  45:419,  1954. 

SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

’’TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg.,  Scored 
Bottles  of  100. 


Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 
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about 

46  CALORIES  fj 

per  1 8 gram  slice 


■uS 


IPO#* 

bread 


INGREDIENTS 


WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 


Baked  exclusively  FOR  YOU  by 


Under  License  By  National  Bakers  Services,  Inc.,  Chicago 


Foot-so-Port 
Shoe  Construction  and 
its  Relation  to 
Center  Line  of 
Body  Weight 


1.  The  highest  percent  of  sizes  in  the  shoe  business  are 
sold  in  Foot-so-Port  shoes  to  the  big  men  and  women  who 
have  found  that  Foot-so-Port  construction  is  the  strongest, 

because 

o The  patented  arch  support  construction  is  guaranteed 
not  to  break  down. 

® Special  heels  are  longer  than  most  anatomic  heels  and 
maintain  the  appearance  of  normal  shoes. 

• Insole  extension  and  wedge  at  inner  corner  of  the  heel 
where  support  is  most  needed. 

® Innersoles  are  guaranteed  not  to  crack,  curl,  or  col- 
lapse. Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

2.  Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  the  assistance  of  many  top 
orthopedic  doctors.  We  invite  the  members  of  the  medi- 
cal profession  to  wear  a pair  — prove  to  yourself  these 
statements. 

3.  We  make  more  pairs  of  custom  shoes  for  polio  feet  and 
all  types  of  abnormal  feet  than  any  other  manufacturer. 

FOOT-SO-PORT  SHOES  for  Men,  Women,  Children 
There  is  a FOOT-SO-PORT  agency  in  all  leading 
towns  and  cities.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 


EVERYTHING  NEW  IN  DRUGS 

FOR  DOCTORS  ONLY! 

t 61380  | 

6-1380  is  Brittingham’s  unlisted  telephone  number  for 
the  use  of  doctors  only  . . . Phone  your  prescriptions  to 
us  and  we  will  deliver  them  by  fast  motorcycle  to  any 
point  in  the  city  or  suburbs  . . . No  charge,  of  course! 

BRITTINGHAM’S 

PHARMACY 


MEDICAL  ARTS  BUILDING 
FAIRFAX  SHOPPES 


DELAWARE  TRUST  BUILDING 
EDGEMOOR 
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Upjohn 


KALAMAZOO 


‘Trademark  for  the  Upjohn  brand  of  prednisolone  (delta-l-hydrocortisone) 


CARDIOLOGY 

POSTGRADUATE  COURSE* 

Hahnemann  Medical  College  and  Hospital 
of  Philadelphia 

October,  1955  — May,  1956 

Three  hour  sessions  each  Thursday, 

2 to  5 P.M. 

Prospectus  by  Request 
upon  Inquiry  to 

LOWELL  L.  LANE,  M.D. 
Hahnemann  Medical  College  and  Hospital 
of  Philadelphia 
Philadelphia  2,  Pa. 

(*  Credits  approved  by  American  Academy 
of  General  Practice) 


For  the  modification 
of  measles  and  the 
prevention  or  attenuation 
of  infectious  hepatitis 
and  poliomyelitis. 


LEDERLE  LABORATORIES  DIVISION 
American  Gfanamid  com pans’  Pearl  River,  New  York 
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Enjoy  instant,  plentiful  hot  water 


For  downright  convenience, 
comfort  and  health  of  your 
family  — you  should  have 
an  ample,  reliable  supply 
of  hot  water!  With  an  Auto- 
matic Gas  Water  Heater  in 
your  Home,  you’re  sure  of 
all  the  hot  water  you  want, 
when  you  want  it.  For  light- 
ening household  tasks, 
bathing,  cleaning,  dish- 
wash  i n g,  laundering  and 
many  other  uses.  Besides,  you  save  time  and 
worry,  for  you’re  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation  of 
an  Automatic  Gas  Water  Heater  in  your  home  now. 
Ask  your  Plumber,  or  stop  in  to  see  us. 


DELAWARE  POWERS  LIGHT  CO. 


With  an  Automatic  Gas 

WATER  HEATER 
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Why  so  many 
physicians 


Pablum  Rice  Cereal 
Pablum  Barley  Cereal 
Pablum  Oatmeal 
Pablum  Mixed  Cereal 


SPECIFY 

PABLUM 

CEREALS 


TOMMY  started  on  Pablum 
Rice  Cereal  at  the  age  of  2 
months.  He  likes  its  smooth 
texture  (all  Pablum  Cereals 
are  smooth).  Pablum  Cereals 
give  him  plenty  of  iron — 

Yi  oz.  supplies  4.2  mg. — 
to  help  prevent  iron 
deficiency  anemia. 


MARY  LOU  likes  Pablum 
Oatmeal.  Since  she  has  been 
eating  Pablum  Cereals  her 
growing  appetite  is 
satisfied  longer. 


BARBARA — like  other  children 
—enjoys  all  four  Pablum® 
Cereals.  Each  variety  tempts 
her  awakening  taste  buds. 

Pablum  Cereals  are  scientifically 
packaged  to  insure  freshness. 

The  'Handi-Pour’  spout  is  an 
extra  convenience  for 
busy  mothers. 


DIVISION  OF  MEAD  JOHNSON  & COMPANY 
EVANSVILLE,  INDIANA.  U.S.A. 
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proved 


sodium 

ultrashort-acting  intravenous  anesthetic 

Anesthesiologists  find  SURITAL 
sodium  (thiamylal  sodium,  Parke- 
Davis)  a versatile  anesthetic, 
readily  adapted  to  all  operative 
and  manipulative  procedures  and 
to  all  anesthesiologic  technics. 
SURITAL  causes  little  laryngo- 
spasm,  bronchospasm,  respira- 
tory or  circulatory  depression. 
And  patients  are  spared  unneces- 
sary distress  because  SURITAL 
affords  rapid,  smooth  induction 
and  recovery  usually  without 
nausea,  vomiting,  or  excitement. 


Detailed  information  on  SURITAL 
sodium  is  available  on  request. 
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DOCTOR,  here’s  a question  and  an  answer  you  may 
find  useful  when  patients  ask  about  cigarettes: 


What  do  Viceroys 
do  for  you  that  no  other 
filter  tip  can  do  ? 


TO  R LTE R - F ILTER  - FILTER 
YOUR  SMOKE 
WHILE  THE  RICH-RICH 
FLAVOR  COMES  THROUGH 


fS% f Viceroy 


WORLD’S  MOST  POPULAR  FILTER  TIP  CIGARETTE 


ONLY  A PENNY  OR  TWO  MORE  THAN  CIGARETTES  WITHOUT  FILTERS 


Viceroy 

filter  °7ip 

CIGARETTES 

KING-SIZE 


These  filter  traps,  doctor,  are  com- 
posed of  a pure  white  non-mineral 
cellulose  acetate.  They  provide 
maximum  filtering  efficiency  with- 
out affecting  the  flow  of  the  smoke. 


And,  in  addition,  they  enhance  the 
flavor  of  Viceroy’s  quality  tobaccos 
to  such  a degree  that  smokers  re- 
port they  taste  even  better  than 
cigarettes  without  filters. 


ONLY  VICEROY  GIVES  YOU 


20,000  Filter  Traps 


IN  EVERY  FILTER  TIP 
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Upjohn 


Ulcer  protection 
that 

lasts  all  night: 


Famine* 

bromide 


Tablets 


Each  tablet  contains: 

Methscopolamine  bromide  2.5  mg. 

Average  dosage  ( ulcer): 

One  tablet  one-half  hour  before  meaK  and  1 
to  2 tablets  at  bedtime. 


Supplied: 

Bottles  of  100  and  500  tablets 


Each  5 cc.  (approx.  1 tsp.)  contains: 
Methscopolamine  bromide  1.25  mg. 

Dosage: 

1 to  2 teaspoonfuls  three  or  four  times  daily. 


Supplied: 

Bottles  of  4 fluidounces 


^TRADEMARK,  REG.  U.  S.  PAT.  OFF. — THE  UPJOHN  BRAND  OF  METHSCOPOLAMINE 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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does  your 
diuretic 


acidosis? 


September, 


know 

your 

diuretic 


1955 


diuresis  without  depletion  of  alkaline  reserve-avoiding 
dangers  of  acid-base  imbalance  — is  character- 
istic of  the  organomercurials.  In  contrast,  the 
diuretic  activity  of  carbonic  anhydrase  inhibitors, 
acidifying  salts,  and  the  resins  depends  on  pro- 
duction of  acidosis. 


TABLET 


N 


IN 


BRAND  OF  CHLORMERODRIN 


(18.3  MG.  OF  3-CHL0R0MERCURI 
• 2-METH0XY.PR0PYLUREA  IN  EACH  TABLET) 


action  not  dependent  on  production  of  acidosis 


• no'Vest"  periods...  no  refractoriness 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN 


BRAND  OF  MERALLURIDE  INJECTION 


Sn  c/c//  /<e£lc 

LABORATORIES,  INC.,  MILWAUKEE  I,  WISCONSIN 


SODIUM 
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1950  Cortone®  j 

1952  Hydrocortone 

1954  ‘Alflorone’  j 

1955  ‘Hydeltra1 

DELTRA 


(Prednisone,  Merck) 


tablets 

2.5  mg.  • 5 mg.  (scored) 


SHARP  , 
6DOHME  > 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


the  delta!  analogue  of  cortisone 

Indications : 

Rheumatoid  arthritis 

Bronchial  asthma 
Inflammatory  skin  conditions 
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Meat... 

and  Biologic  Facts  of  Protein  Metabolism 

The  classical  work  of  Cannon  and  his  associates*  in  the  field  of  protein 
metabolism  has  contributed  significantly  to  our  knowledge  of  the  biologic 
utilization  of  protein.  It  has  established  that  the  dietary  absence  of  a 
single  amino  acid  quickly  changes  the  direction  of  metabolic  activity 
from  anabolism  to  catabolism.  Apparently  all  the  nonessential  amino 
acids  play  some  part  in  sparing  the  essential  amino  acids,  and  all  may 
be  regarded  as  indispensable  for  optimal  nutrition.  It  has  been  sug- 
gested "that  for  maximal  tissue-utilization  of  amino  acids  at  least  twenty 
per  cent  of  the  total  dietary  nitrogen  should  come  from  other  sources 
than  essential  amino  acids.” 

In  undernourished  subjects  the  maintenance  requirement  for  each 
essential  amino  acid  is  much  greater — two  to  almost  five  times  greater— 
than  in  healthy  subjects. 

Although  an  optimal  caloric  intake  facilitates  optimal  utilization  of 
amino  acids,  a reducing  regimen  need  not  curtail  full  utilization  of  these 
nutrients.  It  has  been  shown  that  a useful  degree  of  amino  acid  utiliza- 
tion can  be  attained  with  caloric  intake  considerably  below  the  optimal. 

Minerals  appear  to  be  important  in  the  process  of  amino  acid 
metabolism.  Evidence  indicates  that  either  phosphate  or  potassium 
deficiency  might  adversely  influence  amino  acid  utilization.  Absence 
of  either  ion  from  experimental  depletion  rations  leads  to  depression  of 
appetite  and  slowing  of  the  processes  of  protein  repletion. 

B complex  vitamins  also  affect  the  metabolism  of  proteins  and 
amino  acids.  For  example,  rats  fed  a high  protein  diet  require  a high 
intake  of  B complex  vitamins  in  order  to  maintain  normal  growth 
rates.  Omission  from  the  ration  of  any  one  of  these  vitamins  (ribo- 
flavin, thiamine,  pyridoxine,  or  pantothenate)  is  accompanied,  in  varying 
degrees,  by  lower  food  consumption  and  slower  weight  gain. 

Meat  of  all  cuts  and  kinds  is  high  in  its  content  of  protein,  and 
provides  well  proportioned  amounts  of  essential  and  nonessential  amino 
acids.  Meat  also  supplies  valuable  amounts  of  essential  minerals,  espe- 
cially iron,  phosphorus,  potassium  and  magnesium,  as  well  as  important 
quantities  of  all  components  of  the  vitamin  B complex,  thus  assuring 
maximal  utilization  of  the  amino  acid  components. 


‘Cannon,  P.  R.;  Frazier,  L.  E.,  and  Hughes,  R.  H.:  Factors  Influencing  Amino 
Acid  Utilization  in  Tissue  Protein  Synthesis,  in  Symposium  on  Protein  Metabolism, 
New  York,  The  National  Vitamin  Foundation,  Inc.,  1954,  pp.  55-90. 

The  nutritional  statements  made  in  this  advertise- 
ment have  been  reviewed  and  found  consistent  with 
current  medical  opinion  by  the  Council  on  Foods 
and  Nutrition  of  the  American  Medical  Association. 


American  Meat  Institute 

Main  Office,  Chicago  . . . Members  Throughout  the  United  States 
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Aluminum  Hydroxide  Gel 


Philadelphia  2,  Pa. 


specific  against 
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1 . Eisenberg,  et  al.,  Anfib.  & Chemo., 
3:1026-1028,  Oct.,  1953. 
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When  conception  is  contraindicated 


use 


First  AMA  accepted  phenyl  mercuric  acetate  contraceptive1.  CONTRA 
CREME  provides  more  of  the  active... most  spermicidal  substance  known2 
. . . phenyl  mercuric  acetate  0.06%  than  any  other  Council  Accepted 
product.  CONTRA  CREME  kills  spermatozoa  the  fastest  time  recognized 
by  the  AMA.  This  has  been  consistently  shown  throughout  the  years  to 
be  from  2 to  5 minutes  by  the  Brown  and  Gamble  technique.3’4’5-6'7’8 

and  diaphragms 

The  DIAPHRAGM  wit'll  a two  year  warranteed  guarantee  against  de- 
terioration and  defects.  Upon  the  purchase  of  any  CONTRA  DIAPHRAGM 
a warranteed  card  is  given  for  two  years  of  normal  wear  when  used  with 
CONTRA  CREME.  Evidence  of  harmlessness  and  efficacy  have  been  fur- 
nished by  competent  medical  investigators  specializing  in  gynecology  and 
obstetrics  demonstrating  long  shelf  life  and  use  life. 

REFERENCES: 

I.  James,  W.  F.  B.:  A Study  Of  A Simple  Contraceptive  Method  For  Clinic  And  Private  Patients.  West, 

J.  Surg.  Gyn  & Ob.,  59:  197,  1952.  2.  Baker,  J.  R.,  Ranson,  R.  M.  and  Tynen,  J.:  A New  Chemical  Con- 
traceptive, Lancet,  P 882,,  Oct.  15,  1938.  3.  Report  To  The  Council  On  Pharmacy  And  Chemistry  Of  The 
AMA:  JAMA  148:  50,  1952.  4.  Gamble,  C.  J.  and  Brown,  R.  L. : Relative  Spermacidal  Times  of  Com- 
mercial Contraceptives,  Scientific  Exhibit  AMA  Meeting,  June,  1941.  5.  Brown,  R.  L.,  Levenstein,  I.  and 
Becker,  B.:  The  Spermacidal  Times  of  Samples  of  Commercial  Contraceptives  Secured  in  1942,  Human 
Fertility  8:  65,  1943.  6.  Becker,  B.  and  Gamble,  C.  J.,:  The  Spermacidal  Times  of  Samples  of  Contracep- 
tives Secured  in  1943,  Human  Fertility  9:  6,  1944.  7.  Ibid:  The  Spermacidal  Times  of  Contraceptive  Jellies 
and  Creams  Secured  in  1946,  11:  111,  1946.  8.  New  and  Non  Official  Remedies,  1946. 

For  your  own  office  prescription  needs,  use  convenient  order  form  below. 

- ORDER  FORM 

^cmZta  '{gont/uiny,  13  West  46th  Street,  New  York  36,  N.  Y. 

Please  enter  my  order  as  follows:  Date 

Contra  Diaphragm  Sets  Sizes  50mm  thru  95mm  (Specify  sizes) 

Size Quantity $18.00  per  dozen 

Contra  Creme  B (without  applicator)  Quantity 9.00  per  dozen 

Contra  Creme  A (with  applicator)  Quantity 10.80  per  dozen 

Contra  Inserters  (plastic)  Quantity 7.20  per  dozen 

Shipped  prepaid  in  quantities  of  3 or  more.  Check  with  order  less  2%.  Open  Account 

Signed M.  D. 

Address 

Please  stock  my  druggist  whose  name  and  address  follows: 
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in  arthritis 
and 

allied  disorders  . . . 


nonhormonal  anti  - arthritic 
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BUTAZOLIDINf 

(brand  of  phenylbutazone) 

relieves  pain  • improves  function  • resolves  inflammation 


Employing  the  serum  protein-polysaccharide  ratio  (PR)  as  an  objective 
criterion  of  rheumatoid  activity,  it  has  again  been  shown  that 
Butazolidin  "...produces  more  than  a simple  analgesic  effect  in 
rheumatoid  arthritis."' 

Clinically,  the  potency  of  Butazolidin  is  reflected  in  the  finding  that 
57.6  per  cent  of  patients  with  rheumatoid  arthritis  respond  to  the  extent 
of  "remission"  or  "major  improvement."2 

Long-term  study  has  now  shown  that  the  failure  rate  with  Butazolidin 
in  rheumatoid  arthritis,  and  particularly  in  rheumatoid  spondylitis,  is 
significantly  lower  than  with  hormonal  therapy.3 

(1)  Payne,  R.  W.;  Shetlar,  M.  R.;  Farr,  C.  H.;  Hellbaum,  A.  A.,  and  Ishmael,  W.  K.:  J.  Lab.  & 
Clin.  Med.  45:331,  1955.  (2)  Bunim,  J.  J.;  Williams,  R.  R.,  and  Black,  R.  L.:  J.  Chron.  Dis. 
1 : 168,  1955.  (3)  Holbrook,  W.  P.:  M.  Clin.  North  America  39:405,  1955. 

Butazolidin®  (brand  of  phenylbutazone).  Red  coated  tablets  of  100  mg. 

Butazolidin  being  a potent  therapeutic  agent , physicians  unfamiliar  with  its  use  are  urged 
to  send  for  literature  before  instituting  therapy. 
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GEIGV  PHARMACEUTICALS  Division  of  Geigy  Chemical  Corporation 

220  Church  Street,  New  York  13,  N.  Y. 
suss  In  Canada:  Geigy  Pharmaceuticals,  Montreal 
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ToK  eltaoe 

Nasal  Congestion 

in  HAY  FEVER 


Neo-Synephrine  promptly  constricts  engorged 
capillaries  thus  reducing  swelling  and  "boggi- 
ness" of  the  allergic  nasal  mucosa. 
Neo-Synephrine's  dependable  vasoconstrictive 
effect  also  helps  to  stop  local  irritation  and 
sneezing.  No  central  stimulating  effect,  no 
drowsiness. 

Used  with  undiminished  effectiveness  throughout 
an  attack  of  allergic  rhinitis,  Neo-Synephrine 
may  prevent  complications  — sinusitis,  nasal 
polyps  or  even  asthma,  which  may  result  from 
inadequate  sinus  drainage  and  chronically 
blocked  nasal  passages. 


NEO-SYNEPHRINE 


DOSAGE  FORMS 

Solutions:  0.25%  — 0.25%  (aromatic)  — 0.5%  — 1%  — 
Emulsion  0.25%  — Jelly  0.5% 

Nasal  Spray  0.5%  (plastic,  unbreakable  squeeze  bottle) 
Nasal  Spray  Pediatric  0.25%  (new  introduction ) 
Contains  Zephiran®  Cl  0.02%  (1:5000),  antibacterial 
wetting  agent  and  preservative  for  greater  efficiency. 


Neo-Synephrine  (brand  of  phenylephrine)  and  Zephiran  (brand  of 
benzalkonium  chloride  — refined),  trademarks  reg.  U.  S.  Pat.  Off. 


Schering  Corporation 

BLOOMFIELD,  NIW  JERSEY 


To  safeguard  your  patients  add  1 cc.  of  Chlor- 
Trimeton  Injection  100  mg./cc.  to  each  10  cc.  vial 
of  aqueous  penicillin. 

Supplied:  2 cc.  multiple-dose  vial.  For  intramuscular 
and  subcutaneous  administration. 

Chlor-Trimeton®  maleate,  brand  of  chlorprophenpyri* 
damine  maleate. 

CT-J-58 


protect  your  penicillin  therapy ... 


CHLOR- 

TRIMETON 

INJECTION 
100  mg./cc. 
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New  Study  Shows  Gelatine 
Restores  Brittle  Fingernails  to  Normal 

Directions  for  making  the  Knox  Gelatine  drink  in  every  package 


Brittle,  fragile  or  laminating  fingernails  are  the 
bane  of  many  a woman’s  existence.  Yet  this 
highly  prevalent  and  distressing  condition  often 
has  gone  uncontrolled  for  lack  of  effective  ther- 
apy. Now,  you  can  promise  these  patients  sub- 
stantial relief  in  a large  percentage  of  cases. 

In  a recent  study1  that  confirmed  previous 
work2  Knox  Gelatine  was  used  to  treat  36 
women  wdth  fragile,  brittle,  laminating  finger- 
nails. The  response  was  most  gratifying.  Except 
for  three  patients  who  discontinued  the  therapy, 
three  diabetics,  and  two  women  who  had  con- 
genital deformities,  the  splitting  ceased  and  all 
other  patients  were  able  to  manicure  their  nails 
to  a full  point  by  the  time  the  study  ended. 

Optimal  dosage  proved  to  be  one  envelope  (7 
grams)  of  Knox  Gelatine  administered  daily  for 


three  months.  Improvement,  however,  was  noted 
after  the  first  month.  If  you  would  like  more 
complete  details  of  this  work,  just  use  the  coupon. 

1.  Rosenberg,  S.  and  Oster,  K.  A.,  “Gelatine  in  the  Treatment  of 
Brittle  Nails,”  Conn.  State  Med.  J.  19:171-179,  March  1955. 

2.  Tyson,  T.  L.,  /.  Invest.  Dermal.  14:323,  May  1950. 

Chas.  B.  Knox  Gelatine  Company,  Inc. 

Professional  Service  Dept.  PS-7 
Johnstown,  N.  Y. 

Please  send  me  a reprint  of  the  article  by  Rosenberg 
and  Oster  with  illustrated  color  brochure. 

YOUK  NAME  AND  ADDRESS 
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A 

prescription 
for 

happy 
travel . . 


Practically  all  of  your  patients,  young  and  old  are 
motion  sensitive  and  suffer  to  some  degree  when 
traveling  by  rail,  bus,  automobile,  ship  or  plane. 
Bonamine  easily  and  effectively  prevents  motion 
sickness.  A single  dose  a day  often  is  enough  to 
insure  the  pleasure  and  therapeutic  benefits  of 
travel.  The  chewing-gum  form  has  the  advantages  of 
patient  acceptability,  agreeable  minty  taste  and  ready 
availability  without  need  for  water  for  administration. 

Bonamine  is  indicated  also  for  the  control  of  nausea, 
vomiting  and  vertigo  associated  with  labyrinthine 
irritation  due  to  Meniere’s  disease,  cerebral 
arteriosclerosis  or  radiation  therapy. 

♦Trademark 

HCI 

Brand  of  meclizine  hydrochloride 


Supplied  as  Chewing  Tablets,  25  mg.  and 
also  as  scored,  tasteless  Tablets,  25  mg. 


Peizer  Laboratories,  Brooklyn  6,  N.  Y 
Division,  Chas.  Pfizer  & Co,,  Inc. 
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To  kj&ep  you 

ported, Uod/yv... 


on  up-to-date  techniques  for  detecting  and  treating  cancer,  ice 
have  • • • 

• • • in  our  professional  film  library,  films  on  nearly  150 

subjects  covering  cancer  diagnosis,  detection  and  treatment, 
available  on  loan  • • • 

• • • our  monthly  publication,  “ Cancer  Current 

Literature,”  an  index  to  articles  on  neoplastic  diseases  from 
American  and  foreign  journals. 


For  information  about  these 
and  other  materials,  write 
your  state  Division  of  the 

American  Cancer  Society 
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for  routine 
protection 
of  children 
from 

and 


Diphtheria 


Accepted  by  The  Council  on  Pharmacy  and  Chemistry 

of  The  American  Medical  Association 

► highly  concentrated 
► 99%  of  non-specific  protein  removed 
► maximal  antigenicity 


Supplied:  Single  and  in  five  immunization  packages 

of  Diphtheria  and  Tetanus  Toxoids 
(alum  precipitated)  and  Pertussis  Vaccine  combined. 

Also  available:  DTP  (Plain):  without  alum 

when  more  rapid  immunization  is  needed.  The  National  Drug  Company,  Philadelphia  44,  Pa. 
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for  first 

consideration  in 
hypertension 


► 


Raudixin  produces  a gradual,  sustained 
hypotensive  effect  which  is  usually  sufficient 
in  mild  to  moderate  cases. 


► 

► 


Raudixin  has  a mild  bradycrotic  effect,  helping  to 
ease  the  work  load  of  the  heart. 

The  tranquilizing  effect  of  Raudixin  is  often  of 
great  benefit  to  the  hypertensive  patient. 


Tolerance  to  Raudixin  has  not  been  reported. 


► 


In  severe  cases,  Raudixin  may  be  combined  with 
more  powerful  drugs.  It  often  enhances  the 
effect  of  such  drugs,  permitting  lower  dosages. 


► 

► 


Raudixin  supplies  the  total  activity  of  the  whole 
rauwolfia  root. 

Raudixin  is  accurately  standardized  by  a series 
of  rigorous  assay  methods. 


dosage:  100  mg.  b.i.d.  initially;  may  be  adjusted  as  necessary. 
supply:  50  and  100  mg.  tablets,  bottles  of  100  and  1000. 
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TOPICAL-  LOTION 

ALFLORONE’ 

ACETATE 

(FLUDROCORTISONE  ACETATE.  MERCK) 


Prompt  improvement 
boosts  the  patient’s  morale 


MAJOR  ADVANTAGES:  Economical,  highly  acceptable  cosmetically, 
and  effective  in  IdWer  concentrations  than  hydrocortisone. 


Alflorone  Lotion  appears  to  be  even  more 
effective  than  the  ointment  with  the  added  ad- 
vantage of  greater  patient  acceptability.  A re- 
cent study1  confirmed  that  both  product  forms 
produce  rapid  relief  of  symptoms  and  involution 
of  lesions  in  a significant  percentage  of  cases  of 
atopic  dermatitis.  Favorable  response  was  also 
noted  in  contact  dermatitis,  anogenital  pruritis, 
severe  sunburn  and  intertrigo.  For  secondarily 
infected  eczematous  lesions,  Topical  Ointment  of 
Hydroderm  affords  combined  anti-inflammatory 
and  antibacterial  action. 


SUPPLIED:  Topical  Lotion  Alflorone  Acetate: 
0.1%  and  0.25%,  in  15-cc.  plastic  squeeze  bot- 
tles. Topical  Ointment  Alflorone  Acetate:  0.1  % 
and  0.25%,  5-Gm.,  15-Gm.  and  30-Gm.  tubes. 
Topical  Ointment  Hydroderm:  1 % and  2.5  % 
hydrocortisone  with  3.5  mg.  neomycin  base  and 
1,000  units  zinc  bacitracin  per  gram,  5-Gm.  tubes. 


Philadelphia  1,  Pa. 
division  of  MERCK  & CO.,  Inc. 


REFERENCE:  1.  Robinson,  R.  C.  V.,  J.A.M.A.  157:1300,  April  9,  1955. 
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Home  Medication . . . 

The  direction  circular  included  in  all  packages  of  Bayer  Aspirin 
has  recently  been  published  in  full  pages  in  leading  national  maga- 
zines reaching  well  over  seventy-five  million.  Quoted  below  is  a 
prominent  paragraph  from  these  directions. 


IMPORTANT  NOTICE!  

The  dosages  of  Bayer  Aspirin  recommended  in  these  direc- 
tions are  appropriate  for  the  aches  and  pains  that  may  be 
treated  by  home  medication.  If  these  dosages  do  not  bring 
relief  and  the  pain  persists,  it  is  an  indication  that  this  par- 
ticular pain  is  of  a nature  that  requires  the  attention  of  a 
physician.  Under  these  conditions,  don’t  experiment  with 
any  other  home  medications.  Consult  your  physician.  He  is 
the  only  one  qualified  to  diagnose  the  cause  of  the  persistent 
pain  and  prescribe  the  remedy  best  suited  to  your  individual 
needs.  This  is  particularly  true  of  continuing  severe  pains  of 
Arthritis,  Rheumatism,  Sciatica,  Bursitis  and  Neuritis. 


THE  BAYER  COMPANY  DIVISION 

OF  STERLING  DRUG  INC. 

1450  BROADWAY,  NEW  YORK  18.  N.  Y. 


Back  to  first  principles  for  REAL  BREAD 


The  makers  of  Pepperidge  Farm  Bread  be- 
lieve in  fresh  natural  ingredients  for  nutri- 
tionally valuable  and  taste -pleasing  bread. 

So  the  flour  for  our  Whole  Wheat  Bread 
is  stone-ground  in  our  own  grist  mills — con- 
tains the  wheat  germ  and  all  the  natural 
goodness  of  the  whole  grain.  And  we  use 
whole  milk,  sweet  cream  butter,  yeast  and 
unsulphured  molasses  to  make  our  bread. 


We  offer  White  Bread,  too  — made  with 
unbleached  flour,  dairy-fresh  ingredients. 

We  suggest  that  Pepperidge  Farm  Bread 
deserves  a place  on  your  table. 


For  information  about  our  special  salt- 
free  Bread,  please  write  to  me. 


PEPPERIDGE  FARM  BREAD 


NORWALK,  CONNECTICUT 


Income  for  the  members  of 

elawareMedical  Profession 
from  the  first  day*  of 
sickness  or  injury. . . 

NOW!  Not  for  only  26  weeks 

— Not  for  only  52  weeks 

even  for  your  entire  lifetime 

House  Confinement  not  required  at  any  time 

Accidental  loss  of  hands,  feet  or  eyesight  pays  monthly  benefits  — 
not  just  a lump  sum 

TAX  FREE  DOLLARS  — Disability  insurance  income  is  not  taxable. 
For  example,  $3600  disability  insurance  income  is  equivalent  to 
about  $5000  regular  income 

EXTRA  BENEFITS  — Double  monthly  benefits  while  you  are 
hospitalized  payable  for  as  long  as  three  months 

Cash  benefits  for  accidental  death 

Double  income  benefits  if  disabled  in  specified  travel  accident  named 
in  the  policy 

OTHER  IMPORTANT  FEATURES — Waiver  of  Premium  Provision 
• Limited  Commercial  Air  Line  Passenger  Coverage  • No 
Automatic  Termination  Age  During  Policy  Period  • A Special 
Renewal  Agreement 

Covers  most  accidents  from  date  of  policy  and  most  sickness  origi- 
nating more  than  30  days  after  date  of  policy,  excepting  those 
incurred  while  in  military  service  of  any  country  at  war,  or  resulting 
from  war,  any  act  of  war,  suicide,  attempted  suicide,  insanity,  mental 
disease,  certain  foreign  travel,  any  pre  existing  condition  or  any 
hazard  of  aviation  other  than  commercial  air  line  passenger  travel 


(MP-3033) 


UNITED  INSURANCE  COMPANY  OF  AMERICA,  Lifetime  Disability 
Income  Department 

Eig  Building,  Silver  Spring,  Maryland 

I would  like  more  information  about  your  lifetime  dis- 
ability income  protection 
I understand  I will  not  be  obligated 

Name  Age  


j|e  Income  payable  from  first 
day  of  medical  attention 
and  as  long  as  continuous 
total  disability,  total  loss 
of  time  and  medical  attend- 
ance continue 


I Address  

I or  attach  letterhead 

I 


I 


Mail  coupon  today  while 
you  are  still  healthy 
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The  hypoproteinemic  of  any  age 


they  need 


an  intact-protein, 
carbohydrate  concentrate 


A# 


they  benefit 


from 


Protinal 

Micropulverized  casein  powder  (61.25%),  Carbohydrate  (30%) 
to  maintain  protein/carbohydrate  equilibrium  essential  fortissue  regeneration. 

COMPLETE  PROTEIN 

COMPLETELY  PALATABLE 
VIRTUALLY  FAT  AND  SODIUM  FREE  ffe  g™ 


The  National  Drug  Company  Philadelphia  44,  Pa. 


Available:  Delicious  in  either  vanilla 
or  chocolate  flavors, 

in  bottles  of  8 oz.,  1 lb., 
5 lb.,  and  25  lb.  containers. 


*VI-PROTINAL— Palatable  whole  protem-carbohydrate-vitanHp-mineral  mixture  of  high  biological  value 
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IS°NE,  SCHER1NG 

THE  DISTINCTIVE 
benefits 
OE  HORMONE 
THERAPY 


WITH 


mobe 


aSSuraece 


For  physicians  who  hesitate  to  use  the  older  corticosteroids  because  of 
diminishing  therapeutic  returns  and  frequently  predominating  major 
undesirable  side  effects,  Meticorten  with  its  high  therapeutic  ratio 
reduces  the  incidence  of  certain  major  undesirable  side  effects. 

• minimizes  sodium  and  water  retention 

• minimizes  weight  gain  due  to  edema 

• no  excessive  potassium  depletion 

• in  rheumatoid  arthritis,  effective  relief  of  pain,  swelling,  tenderness; 
diminishes  joint  stiffness 

• in  intractable  asthma,  relief  of  bronchospasm,  dyspnea,  cough; 
increases  vital  capacity 

• clinical  response  even  where  cortisone  or  hydrocortisone  ceases 
to  be  effective— “cortisone  escape” 

• effective  in  smaller  dosage 


BIBLIOGRAPHY 

(1)  Bunim,  J.  J.;  Pechet,  M.  M.,  and  Bollet,  A.  J.:  J.A.M.A.  157:311,  1955.  (2)  Gray,  i.  W„  and 
Merrick,  E.  Z.:  J.  Am.  Geriat.  Soc.  3: 337,  1955.  (3)  Boland,  E.  W.:  California  Med.  52:65,  1955. 
(4)  Dordick,  J.  R.,  and  Gluck,  E.  J.:  J.A.M.A.  755:166,  1955.  (5)  Margolis,  H.  M„  and  others: 
J.A.M.A.  755:454,  1955.  (6)  Hollander,  J.  L.:  Philadelphia  Med.  50: 1357,  1955.  (7)  Barach,  A.  L.; 
Bickerman,  H.  A.,  and  Beck,  G.  J.:  Dis.  Chest  27:515,  1955.  (8)  Arbesman,  C.  E.,  and  Ehrenreich, 
R.  J.:  J.  Allergy  26:189,  1955.  (9)  Skaggs,  J.  T.;  Bernstein,  J.,  and  Cooke,  R.  A.:  J.  Allergy  26: 201, 
1955.  (10)  Schwartz,  E.:  J.  Allergy  26:206,  1955.  (11)  Nelson,  C.  T.:  J.  Invest.  Dermat.  24:377,  1955. 
(12)  Robinson,  H.  M.,  Jr.:  J.A.M.A.  755:473,  1955.  (13)  Herzog,  H.  L.,  and  others:  Science  727:176, 
1955.  (14)  Perlman,  P.  L.,  and  Tolksdorf,  S.:  Fed.  Proc.  74:377,  1955.  (15)  King,  J.  H.,  and  Weimer, 
J.  R.:  Experimental  and  clinical  studies  on  Meticorten  (prednisone)  and  Meticortelone  (prednisolone) 
in  ophthalmology,  A.M.A.  Arch.  Ophth.,  in  press.  (16)  Barach,  A.  L.;  Bickerman,  H.  A.,  and  Beck, 
G.  J.:  Clinical  and  physiological  studies  on  the  use  of  metacortandracin  in  respiratory  disease. 
II.  Pulmonary  emphysema  and  pulmonary  fibrosis,  Dis.  Chest,  to  be  published.  (17)  Dordick.  J.  R.,and 
Gluck,  E.  J.:  Preliminary  clinical  trials  with  prednisone  (Meticorten)  in  systemic  lupus  erythematosus, 
A.M.A.  Arch.  Dermat.  & Syph.,  in  press.  (18)  Goldman,  L.;  Flatt,  R.,  and  Baskett,  J.:  Assay  technics 
for  local  anti-inflammatory  activity  in  the  skin  of  man  with  prednisone  (Meticorten)  and  prednisolone 
(Meticortelone),  J.  Invest.  Dermat.,  in  press. 


Meticorten,*  brand  of  prednisone. 
•T.M. 


in 

rheumatoid  arthritis, 

intractable  asthma,  rheumatic  fever,  nephrosis,  certain  skin  disorders 
such  as  acute  disseminated  lupus  erythematosus,  acute  pemphigus,  extensive 
atopic  dermatitis  and  other  allergic  dermatoses,  and  certain  eye  disorders 


MET1CORTEN 


PREDNISONE,  SCHERING  (metacortandracin) 


SCHERING  CORPORATION 


BLOOMFIELD,  NEW  JERSEY 
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prevents  postpartum  hemorrhage 
speeds  uterine  involution 


Ergotrate  Maleate 

*■  ^ (ERGONOVINE  MALEATE,  U.S.P.,  LILLY) 


. . . produces  rapid  and  sustained  contraction  of  the  postpartum  uterus 

The  administration  of  'Ergotrate  Maleate’  almost  com- 
pletely eliminates  the  incidence  of  postpartum  hemor- 
rhage due  to  uterine  atony.  Administered  during  the 
puerperium,  'Ergotrate  Maleate’  increases  the  rate,  ex- 
tent, and  regularity  of  uterine  involution;  decreases  the 
amount  and  sanguineous  character  of  the  lochia;  and 
Supplied:  decreases  puerperal  morbidity  due  to  uterine  infection. 


Ampoules  of  Dosage:  Generally,  0.2  to  0.4  mg.  I.V.  or  I.M.  immediately  follow- 
0.2  mg.  in  1 cc.  ing  delivery  of  placenta.  Thereafter,  0.2  to  0.4  mg.  three  or  four 

Tablets  of  0.2  mg.  times  daily  for  two  weeks. 

ELI  LILLY  AND  COMPANY  . INDIANAPOLIS  6,  INDIANA,  U.S.A. 
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OFFICERS 

President,  Lewis  B.  Flinn,  Wilmington 

President-Elect,  Glenn  M.  Van  Valkenburgh,  Georgetown  Secretary,  Norman  L.  Cannon,  Wilmington 

Vice-President,  E.  Harold  Mercer,  Jr.,  Dover  Treasurer,  Charles  Levy,  Wilmington 

Executive  Secretary,  W.  Edwin  Bird,  M.D.,  621  Delaware  Avenue,  Wilmington 
American  Medical  Association  (1955  ) Delegate:  H.  T.  McGuire,  New  Castle.  Alternate:  Bruce  Barnes,  Seaford. 

Representative  to  Delaware  Academy  of  Medicine,  W.  O.  LaMotte,  Sr.,  Wilmington 


STANDING  COMMITTEES 

Scientific  Work 
N.  L.  Cannon.  Wilmington 
J.  A.  Elliott,  Laurel 

A.  J.  Morris,  Wilmington 

Medical  Education 

R.  W.  Frelick,  Wilmington 

G.  R.  Spong,  Dover 

L.  L.  Fitchett.  Milford 

Publication 
W.  E.  Bird,  Wilmington 

M.  A.  Tarumianz,  Farnhurst 

N.  L.  Cannon,  Wilmington 

Public  Laws 
J.  S.  McDaniel,  Sr..  Dover 

E.  R.  Mayerberg,  Wilmington 

R.  W.  Murray,  Wilmington 
J.  L.  Fox,  Seaford 
James  Beebe,  Jr.,  Lewes 

Budget 

Charles  Levy,  Wilmington 
J.  M.  Messick,  Wilmington 

M.  A.  Tarumianz,  Farnhurst 
J.  S.  McDaniel,  Jr.,  Dover 

C.  M.  Moyer,  Laurel 


SPECIAL  COMMITTEES 

Advisory,  Woman's  Auxiliary 

G.  A.  Beatty,  Wilmington 
P.  D.  Gordy,  Wilmington 

D.  W.  MacKelkan,  Wilmington 
R.  W.  Murray,  Wilmington 
R.  W.  Comegys,  Clayton 

Cancer 

L.  W.  Whitney,  Wilmington 
R.  I.  Colfer,  Wilmington 
J.  B.  Dukes,  Wilmington 

D.  M.  Gay,  Wilmington 

E.  Y.  Gledhill,  Wilmington 

H.  S.  Rafal,  Wilmington 
Isadore  Slovin,  Wilmington 
R.  R.  Layton,  Dover 

L.  M.  Dobson,  Milford 


Mrs.  G.  A.  Eeatty,  President,  Wilmington 
Mrs.  R.  W.  Comegys,  President-elect,  Clayton 
Mrs.  C.  M.  Moyer,  Vice-President,  Laurel 


SPECIAL  COMMITTEES 

Tuberculosis 

G.  A.  Beatty,  Wilmington 
W.  C.  Blase,  Wilmington 

E.  W.  Hainlen,  Wilmington 
L.  P.  Lang.  Wilmington 

A.  J.  Morris,  Wilmington 

L.  D.  Phillips,  Wilmington 

F.  R.  Everett,  Dover 
Felix  Mick,  Milford 

C.  M.  Moyer,  Laurel 

Maternal  & Infant  Mortality 
A.  M.  Gehret,  Wilmington 

M.  I.  Handy,  Wilmington 

R.  O.  Y.  Warren,  Wilmington 
L.  L.  Fitchett,  Milford 
A.  H.  Williams,  Laurel 

Mental  Health 

F.  A.  Freyhan,  Farnhurst 

A.  L.  Ingram,  Jr.,  Wilmington 
Charles  Strahan,  Jr.,  Wilmington 

H.  T.  McGuire.  New  Castle 

G.  M.  Van  Valkenburgh,  Georgetown 

Heart  Disease 

J.  R.  Durham,  Jr.,  Wilmington 
A.  H.  Clagett,  Ir. , Wilmington 

R.  L.  Dewees,  Wilmington 

F.  R.  Everett,  Dover 

J.  L.  Fox,  Seaford 

Diabetes 
Charles  Levy.  Wilmington 

D.  H.  Aitken,  Wilmington 

E.  M.  Bohan  Wilmington 
J.  F.  Flanders.  Wilmington 

0.  J.  Poliak,  Dover 

Arthritis 
T.  B.  Strange,  Wilmington 
W.  T.  Hall,  Wilmington 
A.  J.  Heather,  Wilmington 

H.  G.  Neese.  Wyoming 

A.  C.  Smoot,  Jr.,  Georgetown 
Medical  Service  & Public  Relations 

H.  T.  McGuire,  New  Castle 

S.  G.  Elbert,  Wilmington 

C.  T.  Lawrence,  Wilmington 
E.  R.  Mayerberg.  Wilmington 
A.  L.  Shands,  Ir..  Wilmington 
J.  S.  McDaniel.  Sr.,  Dover 
H.  W.  Smith,  Harrington 

1.  W.  Lynch,  Seaford 

J.  E.  Marvil,  Laurel 
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SPECIAL  COMMITTEES 

Military  & Veterans  Affairs 

S.  W.  Rose,  Wilmington 

I.  W.  Alden,  Jr.,  Wilmington 
R.  W.  Murray,  Wilmington 

C.  F.  Richards,  Wilmington 

V.  D.  Washburn,  Wilmington 

National  Defense 

W.  L.  Bailey,  Wilmington 

J.  R.  Beck,  Wilmington 

D.  W.  MacKelkan.  Wilmington 
C.  L.  Munson,  Wilmington 

I.  S.  McDaniel,  Jr.,  Dover 

Rural  Medical  Service 

T.  J.  Tobin,  Milton 

H.  L.  Hoch,  Middletown 

C.  I.  Prickett,  Smyrna 

H.  W.  Smith.  Harrington 

J.  A.  Elliott,  Laurel 

Vocational  Rehabilitation 

E.  L.  Stambaugh,  Lewes 

G.  A.  Beatty,  Wilmington 

I.  M.  Flinn,  Wilmington 

D.  J.  King,  Wilmington 

H.  J.  Laggner,  Smyrna 

Fees  for  Welfare  Patients 

T.  J.  Tobin,  Milton 
C.  J.  Prickett,  Smyrna 

J.  W.  Lynch,  Seaford 

Amer.  Med.  Educ.  Fdn. 

C.  F.  Richards,  Wilmington 

F.  S.  Hassler,  Wilmington 

G.  O.  Poole,  Wilmington 
R.  R.  Layton,  Dover 

R.  L.  Klingel,  Rehoboth 

Hospital-Physician  Relationships 
C.  L.  Munson,  Wilmington 
M.  B.  Pennington,  Wilmington 
C.  E.  Wagner,  Wilmington 
].  B.  Baker,  Milford 
James  Beebe,  Jr.,  Lewes 

Grievance  Board 
C.  E.  Wagner,  Wilmington 
V.  D.  Washburn,  Wilmington 
M.  A.  Tarumianz,  Farnhurst 

H.  W.  Smith,  Harrington 
Bruce  Barnes,  Seaford 


Mrs.  I.  L.  Chipman,  Jr.,  Recording  Secretary,  Wilmington 
Mrs.  S.  W.  Bartoshesky,  Corresponding  Secretary,  Wilmington 
Mrs.  H.  J.  Laggner,  Treasurer,  Smyrna 


NEW  CASTLE  COUNTY  MEDICAL 
SOCIETY 

Meets  Third  Tuesday 
N.  L.  Cutler,  President 
Charles  Levy,  President-Elect 
H.  W.  Gray,  Vice-President 
W.  W.  Briggs,  Secretary 

A.  I..  Ingram,  Jr.,  Treasurer 

E.  C.  Syrovatka,  LL.D.,  Exec.  Secretary 
Councilors:  J C.  Pierson  (1955);  R. 

B.  Thomas  (1956);  A.  D.  King  (1957). 
Delegates  (1955):  J.  W.  Alden,  Jr., 

E.  M.  Bohan,  S.  W.  Casscells,  I.  L. 
Chipman,  Jr.,  Marjorie  E.  Conrad,  N.  I.. 
Cutler,  E.  F.  Fantazier,  F.  S.  Hassler,  A. 
J.  Heather,  W.  H.  Lee.  H.  T.  McGuire, 
W.  M.  Pierson.  S.  W.  Rennie,  C.  F. 
Richards,  H.  H.  Stroud. 

Alternates  (1955  ):  C.  R.  Donoho.  J.  F. 
Flanders.  Mildred  B.  Forman,  R.  W.  Fre- 
lick, P.  D Gordv,  T.  V.  Hvnes.  E.  N. 
Johnson.  D.  J.  King.  V.  deP.  Maguire, 
A.  J.  Morris,  P.  J.  Olivere,  T.  H.  Pen- 
nock,  G.  O.  Poole,  H.  S.  Rafal,  E.  J. 

Szatkowski. 

Delegates  (1956):  R.  E.  Allen.  W.  I.. 
Bailey.  J.  M,  Barsky,  Jr.,  S.  W.  Bar- 
toshesky. W.  W.  Briggs,  Italo  Chara- 

mella.  J,  A.  Chrzanowski,  A.  I.  Flem- 

ing, F.  J.  Gilday,  Catherine  P.  John- 
son, F.  A.  Jones,  D.  W.  MacKelcan, 
T.  E.  Resnick.  F.  S.  Skura,  H.  A.  Tar- 
rant, M.  A.  Tarumianz. 


Alternates  (1956):  D.  H.  Aitken, 
J.  W.  Barnhart,  A.  H.  Clagett,  Jr., 

C.  A.  D’Alonzo,  F.  J.  DiCecco,  S.  G. 
Elbert,  H.  W.  Gray,  R.  C.  Hayden,  L. 
Katzenstein,  J.  W.  Kerrigan,  H.  L. 
Reed,  H.  J.  Repman,  Jr.,  R.  D.  San- 
ders, W.  C.  Silverman,  T.  B.  Strange, 
L.  W.  Whitney, 

Board  of  Directors 

N.  L.  Cutler  (1955  ).  H.  W.  Gray 
(1955),  Charles  Levy  (1955  ),  W.  W. 
Briggs  (1955),  A.  L.  Ingram,  Ir.  (1955  1, 
W.  W.  Lattomus  (1955),  S.  W.  Rennie 
(1956),  A.  R.  Shands,  Jr.  (1957). 

W oman' s Auxiliary 

Mrs.  J.  W.  Howard,  President;  Mrs. 

D.  W.  MacKelcan,  President-Elect : Mrs. 
A.  J.  Morris,  Vice-President:  Mrs.  J. 
P.  Aikins,  Recording  Secretary;  Mrs.  I. 
L.  Chipman,  Jr..  Corresponding  Secretary: 
Mrs.  F.  E.  Spencer,  Treasurer. 

KENT  COUNTY  MEDICAL 
SOCIETY 

Meets  Second  Sunday 
J.  R.  Fox,  President.  Dover 

O.  1.  Pollak,  Vice-President.  Dover 

E.  S.  Dennis.  Secretary-Treasurer.  Dover. 
Councilors:  W.  C.  Pritchard  (1955  ). 

Smyrna;  E.  H.  Mercer  (1956),  Dover. 

Delegates:  B.  F.  Burton  (1955  ),  Dover; 
R,  W.  Comegys  (1956),  Clayton;  E.  R. 
McNinch  (1956).  Dover. 


Alternates:  J.  J.  Lazzeri  (1955), 

Smyrna;  R.  J.  Bishop  (1956),  Dover;  G. 
R.  Spong  (1956).  Dover. 

Woman’s  Auxiliary 

Mrs.  H.  W.  Smith,  President,  Har- 
rington; Mrs.  H.  J.  Laggner,  Secretary- 
Treasurer,  Smyrna. 

SUSSEX  COUNTY  MEDICAL 
SOCIETY 

Meets  Second  Thursday 
R.  L.  Klingel,  President,  Rehoboth. 

T.  J.  Tobin,  Vice-President,  Milton. 

I.  E.  Marvil.  Secretary-Treasurer . Laurel. 

Councilors:  E.  L.  Stambaugh  (1955  ), 
Lewes;  L.  M.  Dobson  (1957),  Milford. 

Delegates:  J.  W.  Annand  (1956), 

Georgetown;  Bruce  Barnes  (1956),  Sea- 
ford; James  Beebe,  Jr.  (1956),  Lewes; 

O.  A.  James  (1956),  Milford;  R.  S. 
Long  (1956),  Frankford;  J.  E.  Marvil 
(1956),  Laurel. 

Alternates:  L.  L.  Fitchett  (1956),  Mil- 
ford; J.  I..  Fox  (1956),  Seaford;  Cath- 
erine C.  Gray  (1956),  Rridgeville;  I.  W. 
Lynch  (1956),  Seaford;  C.  M.  Moyer 
(1956),  Laurel;  C.  G.  Pierce,  Jr.  (1956). 
Rehoboth. 

Woman’s  Auxiliary 

Mrs.  J.  W.  Lynch,  President,  Seaford. 
Mrs.  J.  L.  Fox,  Secretary,  Seaford. 

Mrs.  James  Beebe,  Jr.,  Treasurer,  Reho- 
both. 
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IS  DELAWARE’S  DILEMMA  DEHYDRATION? 

Donald  K.  Harmeson,  M.P.H.,* 
Dover,  Del. 

Delaware  is  bounded  on  one  side  by  the 
Delaware  River  and  the  Atlantic  Ocean; 
is  criss-crossed  with  smaller  streams;  and 
is  dotted  with  fresh  water  lakes  and 
ponds.  With  such  an  abundance  of  water 
it  is  hard  to  imagine  water  shortages  in 
this  state.  Nevertheless,  1954  was  known 
as  the  “Dry  Year”  by  members  of  the 
Brandywine  Valley  Association  and  at  one 
time  the  total  flow  of  the  Brandywine  was 
being  used  by  the  City  of  Wilmington. 
During  the  same  period  many  farm  wells 
went  dry  and  at  Dover  Silver  Lake  be- 
came a mud  puddle. 

Since  water  is  our  prime  natural  re- 
source, essential  to  health,  municipalities, 
industry,  agriculture,  game  and  fish  con- 
servation, and  recreation,  all  persons  are 
affected  by  the  lack  of  abundant  water 
supplies. 

Therefore,  several  groups  of  people 
have  turned  their  attention  to  the  prob- 
lems of  whether  or  not  there  is  a serious 
shortage  of  water  in  the  state  or  in  any 
portion  of  the  state.  Among  these  are  the 
Delaware  Engineers  Association  and  the 
Delaware  Water  Resources  Study  Com- 
mittee. The  latter  group  was  appointed 
by  the  Governor,  with  representation  from 
various  state  agencies  and  organizations. 
Since  an  ample  supply  of  safe  water  is  es- 
sential to  health  the  State  Board  of  Health 
is  represented  on  this  committee.  The 
preliminary  report  of  the  committee  was 
submitted  to  the  Governor  in  April,  1955. 

This  report  points  out  some  of  the  ex- 
isting water  problems  throughout  Dela- 
ware. Among  them  are:  shortages;  salt- 
water encroachment;  pollution;  soil  ero- 
sion; and  chemical  quality. 

The  shortage  of  surface  water  in  the 
Brandywine  was  pointed  out  previously. 

* Director,  Division  of  Sanitary  Engineering,  State  Board 

of  Health. 


Stream  flow  records  show  that  such  short- 
ages will  occur  on  many  Delaware 
streams.  With  the  ever-increasing  popu- 
lation and  industry  such  shortages  will 
become  more  serious. 

Ground  water  exists  in  sufficient  quan- 
tity to  meet  the  needs  of  the  state  for 
several  years.  There  are  some  existing 
ground  water  problems  which  drew  the 
attention  of  the  study  committee.  These 
have  also  arisen  because  of  the  increase 
in  population  and  industry.  Foremost  is 
the  lowering  of  the  ground  water  table 
in  the  Dover  and  Milford  areas.  A com- 
parison of  reports  of  water  levels  in  the 
Dover  area  shows  a fall  in  the  ground 
water  level  of  almost  80  feet  between  1918 
and  1953.  In  the  Milford  area  the  water 
levels  in  the  principal  water  producing 
sands  have  fallen  40  feet  in  the  last  40 
years.  The  report  points  out  that  “there 
is  no  dangerous  water  shortage  in  the 
Dover  area  at  present,  but  that  an  ex- 
ploratory program  for  the  location  of 
deeper  water  bearing  sands  is  time  con- 
suming and  should  be  done  before  the 
need  becomes  critical.”  This  also  applies 
to  the  Milford  area. 

Salt  water  encroachment  refers  to  the 
intrusion  of  salt  water  from  the  ocean  or 
brackish  bays  into  fresh  water  bearing 
formations.  Such  intrusion  creates  a seri- 
ous problem  since  it  may  result  in  the 
abandonment  of  a well  while  plenty  of 
water  is  still  available.  Salt  water  con- 
tamination has  been  experienced  at 
Slaughter  Beach,  Lewes,  Rehoboth  Beach, 
and  beneath  portions  of  Fenwick  Island. 

The  proposed  deepening  and  widening 
of  the  Chesapeake  and  Delaware  Canal 
brings  up  a question  of  the  possibility  of 
salt  water  intrusion  of  water-bearing 
sands.  These  sands  may  be  discharging 
fresh  water  into  the  Canal.  The  expected 
growth  of  northern  Delaware  may  bring 
sharp  increases  in  the  amount  of  water 
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pumped  from  the  ground  and  cause  a re- 
versal of  flow  with  the  possibility  of  con- 
tamination by  salt  water. 

Salt  water  encroachment  on  surface 
water  supplies  will  adversely  affect  its 
use  in  industry,  in  agriculture,  and  pos- 
sibly affect  natural  oyster  bed  areas.  The 
proposed  diversion  of  some  of  the  head 
waters  of  the  Delaware  by  New  York  has 
brought  up  the  possibility  of  increased 
salinity  in  the  lower  reaches  of  the  Dela- 
ware River. 

Delaware  has  been  making  progress  to- 
wards the  determination  of  its  pollution 
problem  and  toward  pollution  abatement. 
Most  of  the  major  streams  in  the  state 
have  been  surveyed  to  determine  the  lo- 
cation, extent,  and  effect  of  pollution. 
Abatement  progress  has  been  somewhat 
delayed  due  to  the  lack  of  sufficient  per- 
sonnel to  operate  an  aggressive  follow- 
up program. 

Erosion  in  its  various  forms  is  a prime 
difficulty  in  northern  Delaware  and  to  a 
lesser  degree  throughout  the  lower  part 
of  the  state. 

The  chemical  quality  of  water  can  limit 
its  use  for  either  domestic  or  industrial 
purposes.  Ground  waters  in  Delaware  are 
generally  of  good  chemical  quality.  In 
certain  areas  of  the  state,  however,  the 
amount  of  iron  is  excessive.  Chemical 
quality  of  surface  waters  are  affected  by 
salt  water  encroachment  and  pollution, 
both  of  which  have  been  pointed  out  pre- 
viously. 

In  addition  to  the  fore-going  problems 
there  is  a question  of  the  rights  to  the 
use  of  water  in  this  state.  There  appears 
to  be  few  published  Delaware  court  deci- 
sions which  have  a direct  bearing  on  the 
question  of  water  rights  and  there  is  rela- 
tively little  legislation  bearing  on  the  sub- 
ject. The  ever-increasing  needs  for  water 
will  undoubtedly  bring  about  disputes 
over  the  ownership  of  our  water  resources, 
both  ground  and  surface. 

The  committees  survey  revealed  that 
Delaware  in  general,  is  not  in  danger  of 
being  dehydrated.  But,  “in  order  to  dig 


our  wells  before  we  are  thirsty,”  detailed 
studies  were  recommended.  Among  these 
are  the  following: 

1.  Testing  of  water-bearing  sands,  par- 
ticularly in  critical  areas  such  as  Milford 
and  Dover. 

2.  Establishment  of  more  gaging  sta- 
tions on  surface  streams  in  Delaware  so 
that  information  on  the  effect  of  dry  sea- 
sons will  be  known. 

3.  A comprehensive  study,  by  an  engi- 
neering firm,  of  the  water  situation  in  up- 
per New  Castle  County. 

4.  A comprehensive  study  of  the  water 
rights  laws  of  other  eastern  states  and 
the  adaptation  of  such  legislation  to  Dela- 
ware needs. 

5.  A coordinated  educational  and  in- 
formational program  on  water  problems 
and  policy. 

Since  an  adequate  supply  of  potable  and 
palatable  water  is  essential  to  good  health, 
the  medical  profession  of  the  state  should 
familiarize  themselves  with  the  problems, 
and  support  the  committee  in  its  effort  to 
develop  a satisfactory  water  policy  for 
Delaware. 


WATER  RE-USE: 

The  Key  to  Our  Future  Expansion  and 
Well-Being 

A.  Joel  Kaplovsky,  Ph.D.,* 

Dover,  Del. 

Water  is  our  most  valuable  natural  re- 
source. Its  multiple  usages  must  be  un- 
derstood and  protected  to  derive  the  great- 
est benefit  for  all.  Good  judgment  and 
understanding  would  indicate  that  the 
multiple  demand  for  water  necessitates 
supervision  of  distribution  and  control  of 
pollution  on  the  basis  of  best  water  usage. 
Important  usages  may  be  listed,  as  do- 
mestic and  industrial  supply,  recreation, 
protection  of  real  estate,  navigation,  shell- 
fish, agriculture,  fish,  and  wildlife. 

The  two  primary  sources  of  water  are 
surface  and  ground  water.  Surface  water 
resources  are  predominantly  available  in 
the  northern  part  of  New  Castle  County 
and  decrease  progressively  downstate. 

* Supervising  Engineer,  Water  Pollution  Commission.  State 
of  Delaware. 
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Ground  water  availability  is  meagre  in 
this  part  of  the  state  where  the  concen- 
tration of  population  and  industry  is 
greatest.  Ground  water  resources,  how- 
ever, increase  progressively  south  of  the 
Chesapeake  and  Delaware  Canal  but  can- 
not be  considered  a major  aspect  of  fu- 
ture expansion  in  northern  New  Castle 
County. 

Domestic  and  industrial  water  supply 
from  our  streams  reaches  millions  of  gal- 
lons daily.  At  present,  in  excess  of  60% 
of  our  water  needs  for  the  state  of  Dela- 
ware are  derived  from  surface  supplies  in 
northern  New  Castle  County. 

In  evaluating  available  surface  water 
one  must  be  fully  aware  of  (a)  the  safe 
yield,  (b)  the  location  or  distribution  of 
such  waters,  (c)  the  present  and  future 
uses,  and  (d)  the  quality  of  used  water 
for  re-use.  Without  proper  evaluation  of 
each  of  these  four  important  factors  not 
only  would  the  available  water  estimates 
be  unreliable  but  would  result  in  an  im- 
prudent over — or  underestimation  of  our 
natural  water  resources. 

Safe  yield  should  be  clearly  defined  as 
the  volume  of  water  which  is  available 
during  dry  weather  flow  over  an  extended 
period  of  measurement.  It  would  certain- 
ly be  unwise  to  estimate  the  water  yield 
per  acre  on  an  average  or  during  peak 
runoff  periods  simply  because  the  high- 
est water  demands  for  agriculture,  muni- 
cipal and  industrial  purposes  occur  dur- 
ing periods  of  low  flow.  Municipal  water 
works  and  industrial  water  handling 
equipment  invariably  involve  considerable 
expenditures  simply  because  works  design 
must  be  based  upon  long  range  planning 
covering  minimum  dry  weather  flow  pe- 
riods. It  is  imperative  that  the  safe  yield 
be  based  upon  several  years  of  low  flow 
measurements. 

Distribution  of  surface  water  within 
Delaware  varies  considerably  throughout 
the  state.  Excluding  Delaware  River,  the 
land  and  water  area  in  Delaware  totals 
2100  square  miles.  Approximately  435 
square  miles  of  this  surface  area  is  con- 
tinually subjected  to  saline  waters,  and 


therefore,  must  be  excluded  as  a source 
of  fresh  water.  The  western  portion  of 
the  state,  constituting  an  area  of  276 
square  miles,  is  made  up  of  very  small 
tributaries  discharging  into  headwaters 
of  streams  located  in  Maryland.  This  lat- 
ter area  must  be  considered  cautiously  in 
estimating  available  surface  water  in 
Delaware.  Omitting  saline  and  other  areas 
which  cannot  serve  all  water  usages,  a 
net  of  1,389  square  miles  only  can  be  re- 
lied upon  as  a source  of  fresh  surface 
water.  Further,  a large  portion  of  this 
1,389  square  miles  is  influenced  by  swamp- 
type  water,  which  is  not  particularly  de- 
sirable for  many  of  the  important  usages. 
In  view  of  this  widespread  water  avail- 
ability throughout  the  state  and  also  the 
marked  changes  in  volume  with  each  sea- 
son, it  is  conceivable  that  certain  areas 
may,  of  necessity,  be  declared  critical  at 
the  present  time  or  in  the  near  future. 
Immediate  investigation  should  be  made 
throughout  the  state  to  establish  probable 
shortage  areas  with  the  possibility  of 
rigid  control  of  distribution. 

The  volume  of  fresh  water  drawn  from 
some  of  our  northern  streams,  in  all  prob- 
ability, exceeds  the  available  safe  yield. 
This  ambiguity  is  possible  only  because 
much  of  our  surface  water  is  re-used 
again  and  again.  Certain  users  of  large 
quantities  of  fresh  water  return  the  water 
unchanged  or  very  slightly  changed  in 
composition,  and  the  net  result  upon  the 
recipient  stream  is  not  detrimental.  In 
addition,  certain  large  volumes  of  waste 
water  are  treated  or  will  be  treated  in  the 
near  future  and  are  amenable  to  stream 
self-purification  once  discharged  into  the 
receiving  stream.  However,  the  gradual 
build-up  of  chemical  constituents  and 
other  undesirable  materials  from  un- 
treated waste  discharge  will,  without 
doubt,  affect  further  re-use  dov/nstream. 
The  greatest  single  factor  which  will  af- 
fect the  available  fresh  water  will  be  the 
quality  of  the  used  water  discharged  to  the 
natural  drainage  areas.  It  is  imperative, 
therefore,  that  whenever  possible,  waters 
contaminated  during  handling  be  ade- 
quately treated  before  returning  to  the 
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streams  for  further  re-use.  In  this  way 
the  potential  of  our  expansion  will  be 
greatly  increased. 

The  present  riparian  doctrine  govern- 
ing water  usage  in  Delaware  is  an  old  law 
predicated  on  the  assumption  that  un- 
limited water  was  available  for  all  uses. 
However,  this  situation  does  not  now  ex- 
ist. Our  expanded  economy  dictates  the 
need  for  large  volumes  of  water  and  the 
only  means  of  achieving  this  end  is  to 
acknowledge  immediately  the  fact  that 
water  is  not  unlimited,  and  the  only  rea- 
son our  economy  has  been  moving  ahead 
is  because  our  water  is  being  used  and 
re-used  many  times  over.  Judicious  hand- 
ling of  used  water  is  the  key  to  our  future 
expansion  and  well-being. 


THE  BATTLE  AGAINST  SYPHILIS  IS  NOT 
YET  WON 

Winder  L.  Porter,  M.D.,  M.P.H.,* 
Dover,  Del. 

More  than  a decade  of  use  has  firmly 
established  penicillin  as  a potent  weapon 
to  combat  syphilis.  Indeed,  its  success 
has  been  so  notable  that  predictions  have 
been  freely  offered  that  in  a short  time 
this  disease  would  cease  to  be  a major 
health  problem.  Since  the  general  ac- 
ceptance and  adoption  of  treatment  pro- 
grams employing  penicillin  reports  of  new 
infections  have  steadily  declined,  except 
perhaps  for  brief  resurgences.  In  many 
parts  of  the  country  this  decline  has  pro- 
gressed until  there  is  difficulty  finding 
adequate  teaching  material. 

In  Delaware  the  pendulum  has  swung 
and  the  reports  of  new  infections  are 
mounting.  Fig.  1 depicts  the  range  of  re- 
ports of  new  cases  of  syphilis  over  the 
past  ten  years.  Inasmuch  as  the  popula- 
tion has  steadily  increased  during  the 
period,  the  gradient  is  more  striking 
when  the  course  is  charted  on  the  basis 
of  case  reports  per  unit  of  population ; 
the  decline  in  rate  since  1948  is  sharper 
while  the  rise  since  1952  is  just  as  defi- 
nite. The  rise  in  1948  is  due  largely  to  a 
change  in  the  system  of  tabulation  in  that 

* Assistant  Director,  Division  of  Preventable  Diseases,  State 
Board  of  Health. 


cases  of  syphilis  which  were  previously 
known  but  which  were  being  retreated 
with  adequate  amounts  of  penicillin  were 
regarded  as  new  cases.  This  system  of 
tabulation  was  abandoned  after  1954. 

Current  practice  is  to  thoroughly  check 
all  case  reports  with  a roster  and  to  count 
as  new  morbidity  only  those  cases  on 
whom  no  previous  record  from  any  source 
can  be  found.  Even  with  the  deletion  of 
many  cases  which  would  have  been  in- 
cluded under  previous  systems,  present 
rates  are  definitely  high  and  heading  up- 
ward. Fig.  2 compares  the  reports  of 
syphilis  in  Wilmington  and  in  the  entire 
state  with  those  from  the  continental 
United  States  on  a basis  of  rates  per 
100,000  population.  The  comparison  is 
both  for  early  syphilis  and  for  total  syph- 
ilis in  the  two  years  ending  July  1,  1955, 
with  no  figures  being  available  for  the 
last  half-year  in  the  continental  United 
States.  Consistently  40  - 50  per  cent  of 
the  cases  reported  in  Delaware  come  from 
the  city  of  Wilmington  which  now  ranks 
very  high  among  the  leading  cities  of  the 
United  States  with  regard  to  incidence  of 
this  disease.  Rates  for  the  city  exceed 
those  for  the  state  which  in  turn  exceeds 
the  United  States  at  large. 

There  is  good  evidence  that  there  is  a 
sizable  number  of  cases  detected  each 
year  who  are  never  officially  reported  al- 
though more  often  than  not  they  do  re- 
ceive treatment.  Some  of  these  cases  are 
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indicated  by  tests  performed  in  the  State 
Board  of  Health  Laboratory,  while  others 
are  elicited  by  tests  performed  elsewhere. 
It  is  very  important  to  determine  the  size 
of  this  unreported  group,  and  the  stage 
of  their  infections  so  that  they  can  be  in- 
corporated with  the  already  unfavorable 
statistics. 

Is  there  an  explanation  for  this  turn 
of  events  in  Delaware?  Does  it  mean,  per- 
haps, that  there  is  a nucleus  of  new  in- 
fections which  continues  to  be  dissemi- 
nated? Actually,  during  the  year  ending 
July  1,  1955  not  a single  case  of  primary 


or  secondary  syphilis  was  reported  from 
any  of  the  clinics  and  there  has  been  a 
progressive  decline  in  cases  diagnosed  as 
early  latent  syphilis  in  these  facilities. 
There  has  been  no  evidence  of  anything 
simulating  a chain  of  infections  which 
can  be  linked  together.  The  great  mass 
of  these  reports  of  early  syphilis  have 
come  from  private  physicians  and  other 
sources.  It  could  well  be  that  many  of 
these  infections  have  existed  longer  than 
suspected  and  properly  fall  into  some 
other  stage. 

Syphilis  of  the  newborn  has  virtually 
disappeared  from  the  scene.  Every  in- 
fant reported  under  treatment  for  con- 
genital syphilis  was  treated  under  cir- 
cumstances which  made  the  diagnosis 
questionable.  So  often  “prophylactic” 
treatment  was  given  because  of  positive 
serologic  reactions  in  blood  from  the  um- 
bilical cord,  without  consideration  of  the 
stage  of  infection  in  the  mother  and  the 
extent  of  her  previous  treatment.  But 
even  if  all  were  infected,  they  would  raise 
the  number  of  new  cases  very  slightly 
and  could  not  be  deemed  a factor  in  the 
rise. 

We  lack  support,  therefore,  for  a belief 
that  new  epidemics  are  taking  place.  Most 
of  these  cases  are  detected  by  routine 
serologic  tests  for  marriage,  for  employ- 
ment, and  the  like.  Undoubtedly  an  in- 
crease in  the  sensitivity  of  tests  employed 
accounts  for  some  of  the  rise.  The  cardi- 
olipin  antigens  particularly  have  served 
to  bring  out  many  cases  which  would  have 
escaped  detection  by  tests  previously  em- 
ployed. The  specificity  and  usefulness  of 
these  tests  is  well  exemplified  in  the  case 
of  many  patients  who  have  been  sero- 
negative for  years  after  satisfactory 
treatment  for  syphilis  in  the  past  but  who 
now  exhibit  reactivity  in  low  titer.  These 
people  have  not  relapsed  or  become  re- 
infected; they  merely  produced  reagin  in 
amounts  too  small  to  be  detected  by  older 
tests.  Where  one  has  only  the  history  of 
repeatedly  negative  tests  from  a patient 
whose  S.T.S.  is  now  reactive,  it  is  not  un- 
natural to  consider  the  infection  newly 
acquired  and  report  it  as  early  latent. 
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For  some  time  a questionnaire  has  been 
returned  to  the  physician  along  with  the 
report  on  a specimen  submitted  by  him 
to  the  State  Laboratory  where  that  speci- 
men showed  evidence  of  syphilis.  Re- 
sponse to  this  questionnaire  has  formed 
the  basis  of  a considerable  number  of  case 
reports.  Recently  a more  intensive  fol- 
low-up has  been  established  for  those 
questionnaires  which  have  been  unan- 
swered. Further  reports  have  been  se- 
cured in  this  manner  and  account  for  a 
portion  of  the  rise  in  the  first  half  of 
1955.  At  the  same  time  there  has  been  a 
considerable  rise  in  reports  adjudging  the 
reactions  to  be  falsely  positive.  The  im- 
portance of  this  problem  of  Biologic  False 
Positive  reactions  cannot  be  minimized 
but  it  must  be  firmly  pointed  out  that 
they  are  not  nearly  so  common  as  some 
persons  are  led  to  believe.  Thorough 
evaluation  of  a case  and  often  prolonged 
observation  is  necessary  to  confirm  a 
BFP;  meanwhile  one  must  always  be 
alert  for  a latent  syphilis  which  is  not 
suspected  and  which  may  yet  produce 
some  untoward  consequence. 

Whatever  the  explanation,  every  yard- 
stick points  to  the  conclusion  that  Dela- 
ware still  has  a long  road  ahead  in  its 
war  with  syphilis.  There  must  still  be  a 
sizable  reservoir  of  cases  which  have  not 
been  detected  or  adequately  treated.  The 
true  picture  must  be  cause  for  concern, 
and  Wilmington  especially  is  a prime  tar- 
get for  a search  for  unknown  cases. 
Whether  the  problem  is  created  by  fail- 
ure of  previous  detection  campaigns,  by 
immigration  into  the  state,  or  by  an  in- 
sidious spread  of  new  infections,  one  must 
consider  the  potential  burden  in  welfare 
benefits  unless  this  reservoir  is  tapped.  It 
is  the  responsibility  of  every  physician 
practicing  in  the  state  to  be  continually 
alert  for  hidden  syphilis  in  those  employ- 
ing his  services,  to  provide  indicated 
treatment,  and  to  submit  necessary  re- 
ports so  that  we  may  continue  to  measure 
the  extent  of  the  problem  and  the  inroads 
made  upon  it. 


1954  REPORT  FOR  CANCER  CONTROL 
DIVISION,  STATE  BOARD  OF  HEALTH 

George  F.  Campana,  M.D.,  M.P.H.,* 
Dover,  Del. 

The  system  of  IBM  records  which  was 
instituted  in  January,  1954  is  progressing 
encouragingly  at  the  end  of  the  first  year. 
More  cases  were  registered  in  this  year 
than  in  any  other  since  the  registry  was 
set  up  in  1947.  This,  of  course,  does  not 
necessarily  mean  that  there  were  more 
new  cases  of  cancer  in  Delaware  in  1954, 
but  rather  that  the  hospitals,  tumor  clin- 
ics, and  private  physicians  have  been  co- 
operative in  helping  us  obtain  the  records 
of  all  known  cancer  cases  in  the  state. 
The  reports  that  we  receive  come  mostly 
from  the  tumor  clinics  in  the  Memorial, 
Delaware,  and  Beebe  Hospitals.  The  re- 
cord rooms  of  the  other  hospitals  through- 
out the  state  fill  out  reports  from  hospital 
charts  of  patients  who  have  been  diag- 
nosed as  malignant  neoplasm  of  any  type 
and  in  any  site.  The  improvement  in  re- 
porting and  follow-up  which  we  have  ex- 
perienced in  the  past  year  is  due  partly 
to  the  change  made  by  the  tumor  clinics 
in  1953. 

This  change  provided  for  each  tumor 
case  seen  in  the  hospital,  whether  a pri- 
vate case,  service  case,  out-patient  or  clin- 
ic patient,  to  be  registered  in  the  tumor 
clinic  and  follow-up  records  kept.  When 
a patient  is  registered  in  the  tumor  clinic 
a copy  of  the  record  is  sent  to  the  Cancer 
Control  Division.  This  record  is  then 
treated  in  the  following  manner:  it  is 
checked  with  all  old  files  to  see  if  it  is  a 
new  case;  if  so,  the  case  is  given  a state 
registry  number,  is  recorded  in  an  acces- 
sion registry  book,  and  has  a cross-index 
card  filled  out  to  be  filed  in  a master  case 
file.  Next  the  tumor  record  sheet  on 
which  our  data  are  recorded  is  coded  us- 
ing the  International  Statistical  Classifi- 
cation of  Diseases,  Injuries  and  Causes 
of  Death  as  code  for  the  diagnosis.  All 
malignant  neoplasms  of  all  sites  and  tis- 
sues of  the  body,  including  leukemias, 
Hodgkin’s  disease  and  multiple  myeloma, 
are  registered  and  followed  once  a year 
for  a period  of  five  years.  The  record 

* Director,  Divisions  of  Preventable  Diseases  and  Cancer 
Control,  State  Board  of  Health. 
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having  been  coded  is  then  punched  on  an 
IBM  card.  Follow-up  is  recorded  on  this 
card  after  being  received  from  the  source 
of  follow-up  whether  private  physician, 
tumor  clinic  or  hospital.  Each  month  a 
list  of  cancer  mortality  is  obtained  from 
Vital  Statistics  Department  and  is  checked 
with  our  files. 

Once  these  data  are  on  punch  cards, 
any  and  all  single  items  or  combinations 
of  items  can  be  counted  and  put  in  table 
form  so  that  percentages  may  be  calcu- 
lated to  determine  certain  trends,  and  en- 
able one  to  draw  reliable  conclusions. 
These  punch  cards,  in  numbers  of  hun- 
dreds or  thousands,  require  little  storage 
space  and  are  available  at  any  time  for 
investigation  of  any  particular  factor 
which  may  prove  to  be  of  significance  or 
interest  to  any  of  the  physicians. 

The  permanent  detection  centers  and 
the  mobile  unit  are  being  maintained  as 
in  former  years.  Dover  has  added  an- 
other clinic  day  each  month  in  order  to 
include  the  influx  of  Air  Force  wives  who 
wish  to  be  examined. 

A brief  discussion  of  the  pertinent 
findings  of  the  laboratory  based  on  cervi- 
cal smears  taken  at  the  detection  exam- 
inations on  asymptomatic  women  and  also 
smears  received  from  the  private  physi- 
cians follows.  There  is  a change  as  the 
statistics  are  compared  to  those  of  the 
previous  years.  From  January,  1954  to 
December,  1954  there  were  a total  of 
1,324  done  in  the  clinics.  Of  these  smears 
21  were  positive,  and  biopsies  were  done. 
The  results  of  the  biopsies  were  14  nega- 
tive and  7 positive  for  cervical  cancer. 
These  data  do  not  give  us  the  rate  that 
we  maintained  in  the  three  years  prior 
to  1954  which  was  approximately  3 per 
thousand  positive  biopsies.  Having  the 
above  figures  we  conclude  that  we  found 
over  5 per  thousand  cervical  cancers  in 
the  detection  centers  in  1954. 

It  is  interesting  to  compare  the  out- 
come of  laboratory  work  on  the  smears 
done  by  the  private  physicians.  A large 
percentage  of  these  smears  were  done  on 
women  who  had  previously  consulted  a 


doctor.  There  was  a total  of  1,647.  Out 
of  these,  7 cases  were  referred  for  biopsy, 
2 proving  negative  and  5 positive.  This 
shows  a rate  of  less  than  3 per  thousand 
positive  cases  found. 


SERVICES  AVAILABLE  TO  THE  CHILD  WITH  A 
HEARING  IMPAIRMENT 

C.  Eugene  Linke,  Ph.D.,* 
and 

Jean  Chapman,  B.A., 

Dover,  Del. 

From  time  to  time  various  reports  of 
services  offered  by  the  Division  of  Crip- 
pled Children’s  Services  of  the  State 
Board  of  Health  to  children  with  defects 
of  speech  have  appeared  in  The  Journal. 
However,  only  one  article4  has  reported 
on  services  available  through  the  Division 
of  Crippled  Children’s  Services  to  the  pre- 
school child  with  a hearing  impairment. 
Three  other  articles1’2'3  have  reported  on 
various  aspects  of  otological  and  audio- 
logical  treatment  of  the  child  with  a hear- 
ing impairment.  These  latter  articles, 
while  not  dealing  with  the  role  of  the 
Division  of  Crippled  Children’s  Services, 
per  se,  describe  services  which  are  avail- 
able through  the  Division. 

The  purpose  of  this  report  is  to  give  a 
summary  of  services  given  either  direct- 
ly by  personnel  of  the  Division  of  Crip- 
pled Children’s  Services  of  the  State 
Board  of  Health  or  services  which  are 
available  through  the  State  Board  of 
Health  to  the  child  with  a hearing  im- 
pairment. 

In  order  to  make  the  report  more  un- 
derstandable, it  has  seemed  advisable  to 
divide  these  services  into  three  cate- 
gories: (1)  services  available  to  the  pre- 
school child;  (2)  services  available  to  the 
school  age  child;  (3)  services  available  to 
the  child  attending  an  out-of-state  resi- 
dential school  for  the  deaf.  These  di- 
visions are  arbitrary,  and  it  must  be  un- 
derstood that  there  is  a great  deal  of 
overlapping:  no  one  type  of  service  is 
given  solely  to  any  one  of  the  groups. 


Respectively  Coordinator,  and  Audiologist,  Speech  and 
Hearing  Services,  Division  of  Crippled  Children’s  Services, 
State  Board  of  Health. 
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When  you  have  prescribed  Achromycin 
you  have  confirmed  its  advantages — 
again  and  again.  It  is  well  tolerated  by 
patients  of  every  age.  Compared  with 
certain  other  antibiotics,  it  has  a broader 
spectrum,  diffuses  more  rapidly,  is  more 
soluble,  and  is  more  stable  in  solution. 
It  provides  prompt  control  of  many 


infections  including  those  caused  by 
Gram-positive  and  Gram-negative  bac- 
teria, rickettsia,  and  certain  viruses  and 
protozoa.  Furthermore,  it  is  a quality 
product;  every  gram  is  made  under  rigid 
control  in  Lederle’s  own  laboratory. 

Achromycin,  a major  therapeutic  agent 
now. .. growing  in  stature  each  day! 


RLE  LABORATORIES  DIVISION  AMERICAN  Cya/iamul  COM  PANE  PEARL  RIVER,  NEW  YORK 
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I.  Services  Available  to  the  Pre- 
School  Child 

A.  Direct  Services.  It  is  in  this  category 
of  direct  services  to  the  pre-school  child 
that  the  greatest  part  of  the  time  of  the 
audiologist  of  the  Division  of  Crippled 
Children’s  Services  of  the  State  Board  of 
Health  is  spent.  Through  her  the  follow- 
ing direct  services  are  available  to  the 
pre-school  child: 

1.  Initial  phases  of  the  program  in 
which  the  child  is  acquainted  with 
the  concept  of  sound  itself ; and  fur- 
ther with  the  idea  that  specific 
sounds  mean  specific  things. 

2.  Following  phase  one,  the  audiologist 
teaches  the  child  that  sounds  in 
various  combinations  mean  various 
things : this  leads  to  the  concept  first 
of  words,  and  later  connected  speech. 

The  two  phases  mentioned  above  can- 
not be  so  neatly  packaged  in  actual  train- 
ing as  has  been  done  here.  The  transi- 
tion from  the  first  phase  to  the  second 
and  back  again  is  constant  and  never  end- 
ing. Because  the  child  does  not  have  nor- 
mal hearing  the  audiologist  teaches  him 
to  use  what  residual  hearing  he  has,  and 
to  attend  to  various  other  cues,  such  as 
placement  and  movement  of  lips,  tongue, 
and  teeth,  and  more  subtle  cues  such  as 
vocal  inflection  and  facial  expression. 
Many  and  varied  techniques  are  used  by 
the  audiologist  in  the  attainment  of  these 
ends.  As  soon  as  possible  the  audiologist 
attempts  to  objectively  evaluate  the  child’s 
hearing  and  see  that  amplification  is  made 
available  when  it  seems  advisable. 

It  seems  pertinent  to  insert  one  impor- 
tant digression  at  this  point.  The  pro- 
gram outlined  above  for  the  pre-school 
child  presumes  one  important  factor:  that 
the  child’s  hearing  impairment  has  been 
discovered.  It  is  in  the  discovery  of  the 
hearing  impairment  that  the  family  physi- 
cian, the  child’s  pediatrician,  or  the  con- 
sulting otologist  can  play  an  important 
role.  Usually  one  or  more  of  these  physi- 
cians sees  a child  within  the  first  two 
years  of  life.  In  the  training  of  the  child 
with  a hearing  impairment  it  is  essential 


to  begin  training  at  the  earliest  possible 
age.  Consequently,  when  any  physician 
sees  a child  who  by  age  two  is  not  at- 
tempting to  communicate  verbally,  other 
factors  being  equal,  it  is  desirable  to  at- 
tempt to  evaluate  such  a child’s  hearing 
in  order  that  a program  of  speech  and 
language  may  be  instituted  if  a hearing 
loss  is  found. 

Some  idea  of  the  manner  in  which  these 
services  have  grown  can  be  obtained  from 
the  number  of  referrals  of  pre-school 
children  for  hearing  evaluations. 

Number  of 


Year  Referrals 

July  1,  1952  to  June  30,  1953  18 

July  1,  1953  to  June  30,  1954  31 

July  1,  1954  to  June  30,  1955  37 


It  can  thus  be  seen  that  there  has  been 
a growth  in  referrals  each  year.  There 
also  has  been  a corresponding  growth  in 
services  by  the  audiologist  of  the  Division 
of  Crippled  Children’s  Services  each  year, 
although  exact  figures  are  not  available. 
Ten  pre-school  hard-of-hearing  children 
were  seen  regularly  twice  a week  by  the 
Division  of  Crippled  Children’s  Services 
audiologist  for  various  phases  of  training 
during  the  past  year  (July,  1954  to  June, 
1955). 

B.  Indirect  Services.  These  services  are 
those  not  performed  directly  by  the  State 
Board  of  Health  personnel.  Such  services 
are  usually  performed  at  the  Audiology 
and  Speech  Center  and  the  Ear,  Nose, 
and  Throat  Clinics  of  the  Delaware  Hos- 
pital. Such  services  include  audiological 
and  otological  examinations  and  treat- 
ment, auditory  training  when  it  is  im- 
possible for  the  Division  of  Crippled  Chil- 
dren’s Services  audiologist  to  give  it,  and 
hearing  aid  evaluations  and  orientation. 
These  services  will  be  discussed  in  the 
section  under  Indirect  Services  to  the 
School  Age  Child,  because  most  children 
receiving  these  services  are  school  age 
children.  It  should  be  pointed  out  that 
any  physician  can  refer  directly  any  child 
to  the  hospital  for  any  or  all  of  these  serv- 
ices on  a private  basis,  or  such  a child 
may  be  referred  to  the  Division  of  Crip- 
pled Children’s  Services,  which  provides 
these  services  through  the  hospital  as  part 
of  its  diagnostic  services. 
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II.  Services  Available  to  the  School 
Age  Child 

A.  Direct  Services.  In  most  cases,  direct 
services,  i.e.,  lip  reading,  auditory  train- 
ing, language  development,  which  the 
audiologist  of  the  Division  of  Crippled 
Children’s  Services  furnishes  directly  to 
the  pre-school  age  child  are  furnished  by 
therapists  of  the  public  school  system 
when  the  child  enters  school.  In  some  in- 
stances, however,  it  is  impossible  for  the 
schools  to  provide  these  services.  In  these 
cases,  when  her  schedule  will  permit,  the 
Division  of  Crippled  Children’s  Services 
audiologist  provides  these  services.  Dur- 
ing the  last  academic  year,  such  services 
were  furnished  to  6 school  age  children 
on  a twice  a week  basis.  The  program 
of  the  Division  of  Crippled  Children’s 
Services  places  emphasis  upon  the  needs 
of  the  pre-school  hard-of-hearing  child, 
and  would  terminate  direct  services  to 
school  age  children  at  such  time  when 
such  services  were  available  through  the 
school  system. 

B.  Indirect  Services.  Numerically  speak- 
ing, it  is  this  phase  of  the  hearing  pro- 
gram of  the  Division  of  Crippled  Chil- 
dren’s Services  that  renders  service  to  the 
greatest  numbers  of  children.  In  the  past 
three  years  every  public  school  child  in 
grades  one  through  six,  and  some  children 
in  grades  seven  through  twelve,  have 
been  given  an  individual  pure  tone  audi- 
ometric test  by  therapists  of  the  public 
school  system.  When  any  child  fails  to 
meet  certain  predetermined  criteria,  he  is 
referred,  following  clearance  with  the 
family  physician,  pediatrician,  or  otolo- 
gist, to  the  Hearing  Services  of  the  Di- 
vision of  Crippled  Children’s  Services. 
Ten  months  every  year  — September 
through  June  — clinics  are  conducted  on 
alternate  Wednesday  afternoons  at  the 
Delaware  Hospital  for  the  Division  of 
Crippled  Children’s  Services.  At  the  time 
of  the  child’s  first  visit  — and  many  chil- 
dren make  but  one  visit  — diagnostic 
audiologic  and/or  otologic  services  are 
available.  These  diagnostic  services  are 
provided  at  no  fee  by  the  Division  of 
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Crippled  Children’s  Services.  Following 
this  visit,  when  any  one  of  a number  of 
treatment  services  are  required  the  fam- 
ily is  urged  to  procure  such  services  from 
the  family  physician,  pediatrician,  or 
otologist.  When  the  family  is  economi- 
cally unable  to  provide  these  services  for 
the  child  these  treatment  services  are 
made  available  through  the  Division  of 
Crippled  Children’s  Services.  Again,  med- 
ical clearance  will  have  been  obtained  be- 
fore treatment  is  begun.  The  following 
statistics  will  show  the  manner  in  which 
these  services  have  expanded: 

Number  of 

School  Age 


Vaqv  Pofovvolc 

July  1,  1951  to  June  30,  1952  100 

July  1,  1952  to  June  30,  1953  151 

July  1,  1953  to  June  30,  1954  311 

July  1,  1954  to  June  30,  1955  178 


The  reason  for  the  drop  from  311  in 
the  year  1953-54  to  178  in  the  year  just 
ended,  1954-55,  needs  a word  of  explana- 
tion. It  is  not  due  to  any  decrease  in 
services.  Rather  it  is  due  to  the  fact  that 
in  1953-54  all  children  in  the  public 
schools  in  grades  one  through  six  were 
tested,  most  of  them  for  the  first  time, 
whereas  in  1954-55  only  children  in  grade 
one,  plus  limited  numbers  in  grades  seven 
through  twelve  were  tested  for  the  first 
time,  and  children  in  grades  three  and 
five  were  retested.  In  other  words,  the 
311  for  year  1953-54  is  abnormally  high, 
due  to  accumulated  backlog,  rather  than 
the  178  for  the  year  1954-55  being  ab- 
normally low.  While  the  number  of  chil- 
dren receiving  diagnostic  services  has 
fallen  off,  there  has  been  a corresponding 
rise  in  treatment  services,  this  as  the  re- 
sult of  the  large  numbers  given  diagnos- 
tic services  the  previous  year. 

III.  Services  Available  to  the  Child 
in  Out-of-State  Residential 
Schools  for  the  Deaf 
The  State  Department  of  Public  In- 
struction is  responsible  by  law  for  the 
education  of  “deaf  children”  in  the  state 
of  Delaware.  However,  because  the  Di- 
vision of  Crippled  Children’s  Services  has 
the  facilities  outlined  in  previous  sections 
of  this  report,  each  child  applying  for 
admission  to  a school  for  the  deaf  is 
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routinely  referred  to  the  Division  of 
Crippled  Children’s  Services  for  a hear- 
ing evaluation.  The  child  is  referred  to 
the  Audiology  and  Speech  Center  at  the 
Delaware  Hospital  for  this.  Following 
this  evaluation,  the  individual  child  is 
usually  discussed  by  all  concerned  and  a 
decision  is  reached  as  to  what  course  of 
action  seems  best  for  that  child.  Thus, 
for  a given  case  any  of  the  direct  or  in- 
direct services  available  through  the  Di- 
vision of  Crippled  Children’s  Services 
may  be  given.  At  present  18  Delaware 
children  are  residents  at  three  out-of-state 
schools  for  the  deaf. 

Summary 

The  services  available  through  the  Di- 
vision of  Crippled  Children’s  Services  to 
any  child  from  birth  to  age  twenty-one 
years  have  been  described.  Those  serv- 
ices which  are  directly  performed  by  the 
audiologist  of  the  Division  of  Crippled 
Children’s  Services,  as  well  as  those  serv- 
ices available  from  other  agencies  through 
the  Division  of  Crippled  Children’s  Serv- 
ices, have  been  enumerated.  Some  idea 
of  the  numbers  of  children  receiving  each 
service  has  also  been  presented. 
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DENTAL  NEEDS  OF  DELAWARE  CHILDREN 

Margaret  H.  Jeffreys,  R.D.H.,  M.P.H.,* 
Dover,  Del. 

At  no  time  in  the  history  of  this  state 
has  the  need  for  dental  service  for  chil- 
dren posed  problems  of  such  magnitude 
as  those  which  confront  us  today  and 
there  is  small  likelihood  of  finding  an  im- 
mediate solution  that  will  benefit  more 
than  a small  segment  of  our  present  child 
population. 

Dental  disease,  we  are  told,  is  man’s 
most  common  ailment.  This  no  doubt  be- 
cause it  characterizes  a group  of  dental 
ailments  chief  among  which  is  dental 
caries,  a condition  which  has  world-wide 


distribution  and  affects  more  than  95  per 
cent  of  the  world’s  population. 

The  dental  caries  problem  among  chil- 
dren between  the  ages  of  three  and  nine- 
teen is  a tremendous  one.  Here  as  else- 
where it  starts  very  early  after  the  de- 
ciduous teeth  are  erupted  and  is  continu- 
ous for  as  long  a time  as  teeth  remain  in 
the  mouth  of  an  individual.  Through 
early  childhood  on  through  early  adult- 
hood the  records  of  this  division  indicate 
an  annual  increment  of  approximately 
one  new  carious  tooth  per  child.  How- 
ever, according  to  Brekhus’1  who  studied 
the  pattern  of  dental  caries  in  a group  of 
freshman  college  students,  the  situation 
is  changing.  “Despite  all  the  care  that 
has  been  and  is  being  given  to  the  teeth 
of  (these)  university  students,  these 
teeth  are  now  decaying  to  a greater  de- 
gree than  they  were  10  years  ago  and  a 
still  greater  degree  than  they  were  20 
years  ago  . . the  picture  may  even  now 
be  changing,  and  an  even  higher  annual 
increment  may  be  indicated  for  the  fu- 
ture. 

A further  indication  of  the  enormity 
of  our  dental  problem  is  revealed  in  a 
study  made  in  New  Castle  County  and 
reported  in  the  Delaware  State  Medical 
Journal,2  and  one  in  Sussex  County,  the 
results  of  which  have  not  been  published. 
According  to  these  studies,  more  than  60 
per  cent  of  the  children  examined  have 
never  received  dental  care.  Thus  we  have 
not  only  the  annual  increment  of  dental 
caries  to  consider  but  the  accruement  or 
back-log  of  some  4-8  years  in  these  se- 
lected groups.  Obviously  the  accruement 
would  become  increasingly  larger  among 
junior  and  senior  high  school  students. 

An  effort  has  been  made  to  evaluate 
statistically  the  actual  situation  as  it  ap- 
plies to  the  need  for  dental  services  in 
Delaware  for  children  between  the  ages 
of  three  and  nineteen.  Using  the  es- 
timated pattern  for  the  entire  nation,  and 
adjusting  it  to  fit  Delaware’s  population, 
it  was  learned  that  the  time  required  to 
correct  dental  defects  now  present  among 
these  age  groups  would  be  close  to  5 years 
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with  all  the  dentists  in  the  state  devoting 
full  time  on  the  basis  of  forty  hours  per 
week. 

Under  dental  disease  it  is  necessary  to 
consider  also  the  need  for  orthodontia 
service.  Although  this  condition  is  not 
so  wide  spread  as  dental  caries  it  does 
affect  more  than  50  per  cent  of  our  chil- 
dren, and  in  not  a few  cases  is  considered 
responsible  for  certain  types  of  speech 
deviations.  Although  there  is  evidence 
that  in  severe  cases  of  mal-occlusion,  chil- 
dren do  suffer  emotional  stress,  and  par- 
ticularly during  adolescence,  those  in- 
stances are  not  marked  as  in  the  case  of 
cleft  palate  and  cleft  lip. 

Both  cleft  palate  and  cleft  lip  and 
periodontitis  are  types  of  dental  disease 
found  among  school  children,  but  only  a 
small  number  of  children  are  affected  as 
compared  with  those  with  dental  caries 
or  mal-occlusion.  Unlike  the  cleft  palate 
and  cleft  lip  cases,  the  majority  of  whom 
have  had  treatment  prior  to  entering 
school,  children  with  periodontal  disease 
do  not  often  receive  treatment  other  than 
in  extreme  cases. 

Facilities  to  provide  care  for  the  medi- 
cally indigent  are  woefully  inadequate. 
Services  other  than  extractions  are  avail- 
able from  only  a few  sources.  The  Board 
of  Education  in  Wilmington  and  possibly 
one  or  two  other  school  districts  employ 
part  time  dentists ; the  State  Board  of 
Health  utilizes  the  services  of  dental  in- 
ternes when  they  are  available,  but  the 
major  portion  of  the  work  is  done  by 
dentists  in  private  practice  with  the  pro- 
ject financed  by  local  organizations.  Also 
it  is  known  that  many  dentists  perform 
extensive  services  for  which  no  fee  is 
charged. 

The  need  to  provide  dental  care  for 
those  who  cannot  afford  it  has  been  given 
serious  consideration  by  numerous  or- 
ganized groups.  Of  great  concern  how- 
ever, are  the  number  of  children  whose 
parents  are  financially  able  to  assume  re- 
sponsibility but  for  whom  nothing  is  done. 
Again  referring  to  the  studies  made  in 
New  Castle  and  Sussex  Counties,  the  fig- 


ures compiled  indicate  that  as  many  as 
60  per  cent  of  the  school  population  may 
be  classified  in  this  particular  group. 

Recognition  of  the  extent  to  which  den- 
tal care  is  needed  immediately  gives  rise 
to  another  serious  problem:  that  of  den- 
tal manpower.  According  to  the  Ameri- 
can Dental  Association,3  Delaware  has 
143  dentists  and  the  dentist-population 
ratio  for  the  state  as  a whole  is  1 den- 
tist per  2,427  population.  With  the  ma- 
jority of  dentists  centered  in  Wilmington 
it  is  noted  that  the  ratio  is  considerably 
increased  in  the  lower  two  counties.  Kent 
County  according  to  the  study  has  1 den- 
tist per  4,733  population  and  Sussex 
County,  1 per  3,018. 

Paralleling  the  situation  as  regards 
dental  manpower  in  the  state  is  the  short- 
age of  dental  hygienists  for  public  health 
work.  Because  of  the  increasing  demand 
for  this  type  of  worker  in  other  fields, 
and  a limited  budget  within  the  State 
Board  of  Health,  it  has  not  been  possible 
to  obtain  the  services  of  more  than  15  - 20 
per  cent  of  the  number  actually  needed. 
This  is  a serious  handicap  to  the  dental 
welfare  of  the  children,  since  one  of  the 
many  services  she  may  render  is  the  topi- 
cal application  of  fluoride. 

The  use  of  topical  application  of  fluo- 
ride, you  will  recall,  was  recommended 
some  10  years  ago  for  its  ability  to  re- 
duce the  annual  incidence  of  dental  caries 
from  40  - 50  per  cent.  Almost  simultane- 
ously pilot  studies  were  undertaken  in 
Newburg,  New  York,  and  Grand  Rapids, 
Michigan  to  obtain  further  information 
on  the  subject  of  fluoridation  of  public 
water  supplies. 

Ten  year  studies  have  been  completed 
in  these  two  cities.  The  results  along  with 
studies  made  over  a period  of  years  by 
the  Public  Health  Service  leave  no  doubts 
in  the  minds  of  informed  people  concern- 
ing this  most  recent  aid  to  combat  dental 
caries.  Tooth  decay  can  now  be  reduced 
60-  70  per  cent  among  children  who  have 
been  drinking  fluoridated  water  since 
birth  and  this  fact  should  be  the  partial 
solution  to  our  problems  of  dental  care 
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for  future  generations  of  children  and 
adults. 

Unfortunately  Delaware  has  moved 
slowly  in  its  fluoridation  program  as 
compared  with  other  states.  The  most  re- 
cent report  from  the  American  Dental 
Association  indicates  that  in  more  than 
1000  cities  throughout  the  United  States 
more  than  21  million  people  are  now 
drinking  fluoridated  water.  Newark  is 
the  only  city  in  the  state  which  has  un- 
dertaken such  a program  and  it  has  been 
in  operation  since  1950. 

The  Medical  Society  of  Delaware,  along 
with  the  Delaware  State  Dental  Society, 
the  Delaware  Congress  of  Parent  Teach- 
ers, and  Commission  on  Children  and 
Youth  and  other  societies  and  organiza- 
tions have  all  endorsed  fluoridation  of 
public  water  supplies,  and  many  physi- 
cians have  been  active  in  its  support  in 
their  own  communities.  However,  all  this 
and  more  is  required  if  the  children  of 
this  state,  present  and  future,  are  to  bene- 
fit from  the  two  weapons  now  available 
to  combat  tooth  decay  — fluoridation  of 
public  water  supplies,  and  topical  appli- 
cation of  fluoride. 

In  the  State  Board  of  Health,  the  Di- 
vision of  Oral  Hygiene  has  always  con- 
sidered dental  health  education  as  one  of 
its  major  activities.  It  continues  in  this 
status,  though  limited  somewhat  to  chil- 
dren in  the  schools  and  their  parents. 
With  the  change  on  emphasis  indicated 
in  recent  years  to  promote  programs  of 
such  magnitude  as  fluoridation  programs, 
it  becomes  the  responsibility  of  lay  as 
well  as  professional  groups  to  mobilize 
their  forces  for  the  community  welfare. 
With  all  groups  functioning  under  strong 
leadership,  the  solution  should  be  found 
to  this,  one  of  our  major  problems — den- 
tal needs  of  children. 
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RATIONALE  OF  THERAPEUTIC  EXERCISES 

Richard  Zarbock,  R.P.T.,  M.A.,* 
Dover,  Del. 

Therapeutic  exercise  is  the  treatment 
of  disease  and  injury  utilizing  medically 
prescribed  exercises.  They  are  prescribed 
by  the  physician  in  much  the  same  way 
as  any  other  therapeutic  agent  such  as 
drugs,  x-rays,  and  braces,  for  the  physical 
therapist  and  occupational  therapist  to 
carry  out. 

It  is  the  attempted  aim  of  this  short 
paper  to  suggest  a basis  for  rational 
prescription  and  application  of  therapeu- 
tic exercises  in  the  habilitation  and  re- 
habilitation process  of  the  disabled.  This 
approach  considers  the  whole  disabled  in- 
dividual, an  approach  which  laymen  and 
specialists  alike  feel  is  very  important 
to  the  treated  individual. 

An  understanding  of  the  main  divisions 
of  therapeutic  exercise  and  the  basic 
qualities  of  muscle  function  is  important 
in  prescribing  treatment.  It  might  be 
stated  that  unintelligent  prescribing  of 
exercises  by  the  physician,  and  poorly  ap- 
plied techniques  by  the  physical  therapist 
and  occupational  therapist  can  actually 
have  harmful  effects  on  the  patient  as 
well  as  waste  valuable  time. 

There  are  two  main  divisions  of  ther- 
apeutic exercise.  The  first  is  local  exer- 
cise. These  are  given  with  the  aim  of  ef- 
fecting local  muscle  development.  They 
are  exercises  that  attempt  to  improve 
muscle  action,  relaxation  and  coordina- 
tion, as  well  as  strength  in  individual 
muscles  or  larger  muscle  groups  of  the 
body.  Under  this  group  falls  muscle  edu- 
cation or  re-education  with  passive,  ac- 
tive, and  resistive  types  of  exercises.  The 
second  main  division  is  that  of  general 
exercises.  The  aim  of  these  is  principally 
to  help  produce  physical  improvement 
and  accomplishment  in  the  whole  person. 
By  this  we  mean,  physical  improvement 
and  accomplishment  in  metabolism,  cir- 
culation, and  emotions  which  are  so  com- 
plexly involved  in  a person’s  will  to  prog- 
ress, as  well  as  improvement  in  muscle 
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power,  relaxation,  and  coordination.  We 
could  also  include  in  this  group  functional 
activities  such  as  gait  training,  activities 
of  daily  living  with  emphasis  on  feeding, 
the  care  and  use  of  braces,  and  typing. 
It  should  be  emphatically  stated  here  that 
all  exercises  should  be  directed  towards 
better  function  with  thought  given  to 
both  the  psychological  and  physiological 
effects  as  well  as  that  of  motor  function. 

The  most  important  component  of  ex- 
ercises is  muscle  action.  For  clinical  pur- 
poses we  must  differentiate  and  consider 
the  following  three  basic  qualities  of  mus- 
cle function: 

1.  Muscle  Power : The  ability  of  a 

muscle  to  contract  or  become  tense.  When 
a voluntary  muscle  contracts,  the  muscle 
belly  draws  the  more  movable  attachment, 
the  insertion,  toward  the  more  fixed  at- 
tachment, the  origin.  This  contraction  is 
a normal  reaction  of  a muscle  to  stimuli. 

2.  Elasticity.  The  ability  of  a muscle 
to  give  up  contraction  and  to  yield  to  pas- 
sive stretch  and  assume  a maximum 
length. 

3.  Coordination:  The  ability  of  the 

muscle  to  coordinate  with  other  muscles 
in  proper  timing  with  appropriate  power 
and  elasticity.  This  coordination  of  proper 
timing  and  adequate  response  is  done  in 
cooperation  and  combination  with  many 
other  muscles  of  the  body. 

The  purpose  of  therapeutic  exercises 
is  to  improve  one  or  more  of  the  above 
qualities.  This  is  done  by  calling  on 
properly  graded  and  performed  exercises 
to  accomplish  the  quality  sought. 

Use  of  Exercise  for  Incoordination 

Poor  coordination  may  be  due  to  in- 
correct timing  and  lack  of  quantitative 
cooperation  of  certain  muscles  even 
though  power  and  elasticity  are  perfect. 
Incoordination  can  also  occur  before  mo- 
tor patterns  are  established.  This  is  true 
of  a normal  individual  learning  new  skills, 
for  example,  a child  learning  to  walk,  a 
person  learning  how  to  ride  a bicycle  — 
both  good  examples  of  normal  incoordina- 
tion. If  motor  patterns  cannot  be  estab- 


lished, or  if  they  have  been  forgotten,  the 
symptoms  of  incoordination  may  appear. 
But  when  incoordination  is  present  with- 
out involvement  of  muscle  power  and 
elasticity,  the  cause  is  most  apt  to  be  a 
lesion  of  the  central  nervous  system. 

Coordination  may  be  improved  by  de- 
veloping the  impaired  muscle  function. 
When  the  lack  of  coordination  is  due  to 
a lesion  of  the  central  nervous  system, 
simple  movement  patterns  should  be  per- 
formed. The  simple  patterns  are  then 
made  complicated,  step  by  step.  In  bal- 
ance training,  simple  balance  pictures  are 
developed  into  more  complicated  balance 
performance. 

When  involuntary  motions  are  present 
the  lack  of  coordination  is  a consequence 
of  inability  to  suppress  movement.  Ir- 
regular movements  occur  as  a result. 
These  involuntary  movements  can  be  re- 
duced by  learning  how  to  suppress  im- 
pulses to  contract  muscles,  through  relax- 
ation. This  relaxation  can  be  achieved  di- 
rectly or  indirectly,  depending  on  the  in- 
dividual case,  but  rarely  by  reflex  relaxa- 
tion as  was  stated  in  Sherrington’s  Law 
of  Reciprocal  Innervation. 

Poor  coordination  may  also  result  from 
over-development  of  one  quality  in  a mus- 
cle, or  from  poor  elasticity  or  poor  power. 
Attempting  skills  too  far  beyond  one’s 
capacity  also  may  aggravate  poor  coordi- 
nation. Therefore,  in  developing  coordi- 
nation by  the  use  of  therapeutic  exercises, 
the  gradual  increase  in  difficulty  of  the 
task,  the  step-by-step  procedure,  is  espe- 
cially important. 

Since  movement  by  therapeutic  exer- 
cise is  a prime  factor  in  the  rehabilita- 
tion program,  tests  have  been  devised  to 
make  the  prescribing  and  institution  of 
exercises  easier  and  more  accurate,  as 
well  as  to  provide  the  physician  with  a 
good  index  of  diagnosis,  prognosis,  and 
improvement  under  treatment.  The  tests 
may  be  divided  into  two  categories : those 
to  measure  physical  capacity  which  in- 
cludes power,  endurance,  coordination, 
and  mobilization ; and  those  to  measure 
functional  capacity  which  includes  self- 
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care  activities,  hand  activities,  and  ambu- 
lation. 

The  tests  to  measure  physical  capacity 
are  thought  of  as  manual  muscle  tests 
and  can  be  performed  by  the  physician  or 
therapist.  The  specific  manual  muscle 
test  is  important  to  the  physician  for  the 
establishment  of  pre-treatment  base  lines. 
They  also  have  comparative  value  when 
subsequent  tests  are  made  in  measuring 
the  effectiveness  of  treatment. 

The  tests  to  measure  functional  capa- 
city can  be  called  self-help,  activities  of 
daily  living,  or  functional  tests.  It  must 
be  remembered  that  motion  of  itself  is  of 
no  value  unless  it  can  be  thought  of  in 
terms  of  functional  or  purposeful  activ- 
ity. A patient  may  be  able  to  flex  and 
extend  the  elbow,  but  this  does  not  neces- 
sarily mean  that  he  can  feed  or  shave 
himself.  So,  in  order  to  determine  the 
extent  to  which  he  is  incapacitated  he 
should  be  given  a functional  activities 
test  by  the  occupational  therapist.  The 
reason  for  this  test  is  also  to  establish  a 
base-line  for  treatment  and  to  measure 
effectiveness  of  treatment.  Another  valid 
reason  for  a baseline  measurement  is  that 
without  improving  strength  of  muscles  or 
the  range  of  motion  in  joints,  patients 
learn  to  perform  self-care  activities  with 
skilled  functional  training  and  guided 
practice. 

The  most  important  part  of  any  exer- 
cise program  for  neuromuscular  or  long- 
term disabilities  is  parent  and  patient  in- 
struction. This  instruction  is  geared  to 
the  patient  so  that  he  will  know  how  and 
why  he  must  continue  his  exercises,  and 
to  the  parents  so  that  they  will  be  pre- 
pared to  meet  the  patient’s  emotional,  as 
well  as  physical  needs.  Parents  must  be 
thought  of  also  as  teachers  as  are  the  oc- 
cupational therapist  and  physical  thera- 
pist, but  they  can’t  teach  unless  they  are 
familiar  with  the  basic  principles.  Here 
the  basic  principles  are  knowing  the 
needs  of  their  children ; what  is  to  be  ex- 
pected of  them ; understanding  their  own 
limitations;  and  accepting  themselves  and 
their  children  as  they  are.  These  needs 
should  be  explained  to  the  parents  by  the 


physician  so  that  the  family  will  best 
know  how  to  handle  the  vast  problems  of 
the  handicapped. 

A simple  and  practical  program  of 
therapeutic  exercises  and  rehabilitation 
activities  can  be  prescribed  as  soon  as 
the  physician  feels  that  the  patient  is 
ready  to  take  part  in  a treatment  pro- 
gram. By  proper  orientation  of  the  pa- 
tient and  members  of  his  family  to  the 
type  of  exercises  and  equipment  needed 
for  proper  home  care,  much  can  be  done 
to  shorten  the  time  spent  in  the  hospital. 
At  the  same  time  there  can  be  provided 
the  necessary  therapy  for  improvement 
and  prevention  of  further  crippling  of 
those  patients  who  are  unable  to  go  to 
some  established  rehabilitation  center  for 
continuous  treatment  and  training. 

In  summary,  the  importance  of  accu- 
rate prescribing  of  therapeutic  exercise 
by  the  physician  is  emphasized.  He  must 
differentiate  and  consider  the  three  basic 
qualities  of  muscle  function  which  are: 
power,  elasticity,  and  coordination.  There 
are  tests,  apparatus,  exercise  routines, 
and  professional  assistance  from  the 
physical  therapist  and  occupational  ther- 
apist that  can  assist  the  physician  to  at- 
tain the  desired  results.  He  must  also 
consider  the  whole  disabled  individual 
and  his  family  in  order  to  better  help  the 
patient  to  live  within  the  limits  of  his 
disability  and  to  the  maximum  of  his 
capabilities. 
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HEALTH  EDUCATION  SERVICES 

Dorothy  A.  Stocker,  M.P.H.,* 
Dover,  Del. 

Education  as  an  approach  to  the  goals 
of  public  health  is  recognized  and  ac- 
cepted. The  educational  approach  is  em- 
ployed when  the  goal  is  acquisition  of 
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information  and  change  in  attitudes  and 
behavior. 

Since  a change  of  behavior  is  essential- 
ly a learning  process,  we  must  be  con- 
stantly aware  of  how  people  learn  and 
what  experiences  will  cause  a voluntary 
change  as  a result  of  meeting  the  individ- 
ual’s personal  or  social  needs.  Unfortu- 
nately for  health  workers,  many  people 
do  not  see  good  health  in  itself  as  a basic 
need.  Recognizing  this,  we  must  utilize 
all  known  factors  which  motivate  be- 
havior changes.  Therefore,  health  educa- 
tion becomes  more  effective  when  it  is 
“behavior  centered’’  rather  than  “infor- 
mation centered”. 

The  team  approach  to  health  education 
has  long  been  recognized  as  basic  to  sound 
activity.  We  recognize  that  health  edu- 
cation is  part  of  the  daily  job  of  every 
staff  member  of  the  State  Board  of  Health 
as  well  as  the  responsibility  of  every 
member  on  the  community  health  team. 
The  role  of  the  individual  members  will 
vary  considerably  depending  upon  their 
part  in  a program  of  health  education  or 
the  activities  which  are  parts  of  the  pro- 
gram. The  professional  health  educator 
because  of  his  understanding  of  the  edu- 
cational approach  may  call  on  past  exper- 
iences and  his  specialized  training  to 
guide  the  directions  the  educational  ac- 
tivities may  take. 

What  services  does  the  Division  of  Pub- 
lic Health  Education  provide?  In  areas 
of  health  education  extension  and  im- 
provement within  the  State  Board  of 
Health,  the  health  educator  helps  plan 
educational  programs  of  various  service 
divisions.  Working  with  other  division 
directors,  he  may  help  decide  whom  and 
what  to  teach  and  the  objectives  to  be 
reached  by  the  individual  or  group;  sug- 
gest educational  experiences  which  may 
be  employed  by  other  workers  to  involve 
the  individual  in  the  solution  of  his  par- 
ticular health  problem ; help  organize 
these  experiences  to  the  level  which  will 
be  meaningful  to  the  individual ; plan  the 
educational  content  of  the  material  essen- 
tial to  the  experience ; select  the  methods 
and  tools  to  be  used  to  provide  the  experi- 


ence; assist  the  health  worker  in  prepar- 
ing for  his  role  in  the  activity.  Thus,  the 
health  educator  is  a behind  the  scene 
worker  who  helps  the  other  health  worker 
to  do  his  job  more  effectively.  Also,  the 
health  educator  can  contribute  to  the  in- 
service  training  of  other  health  workers 
by  conducting  workshops  or  similar  ses- 
sions aimed  at  increased  and  more  effec- 
tive use  of  education  as  a method  of  carry- 
ing out  health  programs. 

The  Division  of  Public  Health  Educa- 
tion provides  services  for  the  State  Board 
of  Health  which  may  be  carried  out  more 
effectively  through  a central  office.  Such 
services  include:  film  procurement  and 
previewing;  selection,  distribution  and 
storage  of  educational  pamphlets  and 
posters;  production  of  State  Board  of 
Health  pamphlets ; design  and  layout  for 
exhibits;  maintenance  of  the  film  library 
and  audio-visual  equipment;  organization 
and  maintenance  of  a library  which  in- 
cludes reference  materials,  textbooks  and 
periodicals.  All  of  these  services  are  avail- 
able to  State  Board  of  Health  staff  — 
many  to  other  groups  or  individuals. 

The  health  educator  gives  technical  as- 
sistance to  health  workers  by  writing, 
editing  and  preparing  materials  for  radio 
scripts,  television  programs,  newspapers, 
bulletins,  etc.;  designing,  preparing,  pro- 
ducing and  using  educational  tools  and 
materials ; using  mass  publicity  media 
and  audio-visual  aids ; assisting  with  ar- 
rangements for  special  meetings  or  pro- 
grams; contacting  resource  persons  and 
consultants  for  special  activities. 

In  the  community,  health  educators 
work  on  health  problems  with  civic  groups 
and  other  organizations.  Lending  guid- 
ance to  the  health  education  aspects  of 
programs,  the  health  educator  may  assist 
with  community  health  inventories;  assist 
with  community  organization  to  meet  a 
specific  health  problem ; interpret  the 
function  and  promote  the  use  of  existing 
health  facilities;  assist  various  organiza- 
tions with  plans,  organization  and  evalu- 
ation of  health  programs ; and  many  other 
related  activities.  Along  with  other  health 
workers,  the  health  educator  represents 
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the  State  Board  of  Health  when  health 
education  matters  are  being  considered. 

The  health  educators  work  with  other 
official  and  voluntary  agencies  that  con- 
tribute to  health  education.  Questions 
that  often  arise  are : How  can  we  co- 
ordinate our  health  education  programs? 
How  can  we  work  in  a cooperative  way  to 
better  understand  the  health  needs  of  the 
community?  How  can  we  bridge  the  gaps 
that  may  exist?  What  programs  would 
benefit  by  increased  mutual  planning? 
What  can  we  do  to  improve  the  quality 
of  health  education  in  the  community? 

Health  education  is  a complex  process. 
It  involves  many  people,  many  activities, 
and  many  disciplines.  There  are  no  short 
cuts,  gimmicks  or  other  devices.  To  be 
effective,  it  must  be  based  on  the  process 
of  learning. 


TEACHING  NUTRITION  TO  PRENATAL 
PATIENTS 

Ruth  Brennan,  M.S.,* 

Dover,  Del. 

“How  can  1 help  the  prenatal  patient 
who  is  getting  no  milk  in  her  diet?”  or 
“What  can  I suggest  to  make  food  taste 
better  when  a prenatal  patient  is  not  al- 
lowed salt?”  These  are  the  kinds  of  ques- 
tions that  public  health  nurses  have  about 
teaching  nutrition  to  prenatal  patients. 

When  a public  health  nurse  visits  a pre- 
natal patient  it  is  because  the  private 
physician  has  asked  that  the  nurse  carry 
the  patient  for  regular  prenatal  visits,  or 
because  the  patient  plans  to  have  a mid- 
wife delivery.  The  nutrition  teaching  that 
the  nurse  does  is  an  integrated  part  of 
the  total  prenatal  visit.  It  is  working  out 
with  the  patient  ways  that  she  can  im- 
prove her  diet  in  consideration  of  exist- 
ing limitations  such  as  established  food 
habits  and  the  economic  situation  rather 
than  any  formal  teaching. 

In  addition  to  making  the  home  visits 
in  all  areas  of  the  state,  the  public  health 
nurses  conduct  a weekly  class  for  expect- 
ant mothers  at  the  Christina  Community 
Center  in  Wilmington.  The  nutrition  con- 


sultant assists  the  nurse  with  the  nutri- 
tion lesson  in  the  series  of  sessions. 

A part  of  the  nutrition  consultant’s 
work  with  the  public  health  nurses  is  to 
bring  to  them  both  scientific  and  practical 
information  in  the  area  of  nutrition.  To- 
gether the  nurses  and  the  consultant  can 
plan  what  seems  of  most  help  in  the 
nurses’  work  with  patients. 

How  does  this  apply  in  the  teaching 
of  prenatal  nutrition?  The  scientific  in- 
formation on  the  importance  of  good  pre- 
natal diet  and  the  nutritional  require- 
ments for  pregnancy1  are  used  as  a basis 
for  teaching.  Then  we  must  determine 
how  to  use  our  technical  information  in 
a practical  way.  For  example,  the  recom- 
mended daily  allowance  for  vitamin  C for 
the  prenatal  patient  is  100  mg.  daily.  An 
easy  dietary  recommendation  would  be 
three-fourths  cup  of  orange  juice  daily, 
but  would  it  be  sensible  to  recommend 
that  for  every  patient?  It  may  be  that 
tomatoes,  raw  cabbage  or  turnip  greens 
are  the  most  available  source  of  vitamin 
C for  some  patients.  Also,  these  foods 
may  be  a part  of  the  patient’s  regular 
food  pattern,  so  the  nurse  makes  her  sug- 
gestions accordingly.  It  is  when  the  nurse 
uses  the  scientific  information  in  a way 
that  meets  the  needs  of  the  life  situation 
that  she  finds  that  it  becomes  really  ef- 
fective in  helping  the  patient  not  only  to 
understand  but  to  use  nutrition  advice. 

We  have  not  prepared  a special  leaflet 
on  diet  for  pregnancy.  The  nurses  are  en- 
couraged to  use  a food  guide  that  is  prac- 
tical for  the  entire  family  with  suggested 
changes  for  the  woman  during  pregnancy. 
Prenatal  patients  being  part  of  a family 
are  not  likely  to  have  an  entirely  different 
diet.  Then  again,  there  is  the  opportun- 
ity to  teach  good  family  nutrition  during 
the  prenatal  visit.  We  are  presently  us- 
ing the  “National  Food  Guide”,2  a leaflet 
which  includes  the  familiar  “Basic  7” 
chart.  This  leaflet  has  a fairly  complete 
list  of  foods  divided  according  to  nutri- 
tive value.  There  is  variety  enough  with- 
in each  food  group  that  it  is  possible  to 
select  some  foods  that  will  be  available 
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and  acceptable  to  almost  all  families. 
However,  the  leaflet  itself  just  handed  to 
the  patient  is  not  of  too  much  value.  Its 
best  use  is  as  a supplement  to  the  nurse’s 
teaching. 

Special  diets  such  as  low  calorie  or  low 
sodium  diets  are  always  prescribed  by  the 
physician.  The  nurse  will  interpret  the 
special  diet  to  the  patient  only  if  the 
physician  requests  it.  The  nutrition  con- 
sultant is  available  to  help  the  nurse  with 
these  cases  if  indicated. 

In  the  area  of  special  diets  it  is  impor- 
tant to  help  the  prenatal  patient  under- 
stand what  foods  she  should  eat  as  well 
as  the  foods  that  are  restricted.  Especial- 
ly when  calories  are  restricted  foods  must 
be  carefully  chosen  to  obtain  all  necessary 
nutrients. 

It  is  helpful  if  the  diet  list  includes  as 
much  variety  as  possible  so  the  patient 
can  have  some  choice.  Sometimes  the  diet 
as  prescribed  gives  the  patient  no  choice. 
An  example  is  a low  calorie  menu  plan 
that  included  cucumbers,  radishes  and 
watercress  as  the  only  vegetables  to  be 
used.  One  cup  of  each  was  allowed  daily. 
Now  it  is  obvious  that  the  idea  in  mind 
was  to  furnish  considerable  bulk  with  no 
significant  calorie  value.  It  is  true  that 
cucumbers,  radishes  and  watercress  add 
variety  in  flavor  and  texture  to  menus 
while  being  low  in  caloric  value.  How- 
ever, most  of  us  would  find  it  monotonous 
to  be  limited  to  so  few  vegetables  and 
might  encounter  some  difficulty  eating  a 
cup  of  each  in  one  day.  Why  not  have  a 
long  list  to  choose  from  such  as  asparagus, 
broccoli,  lettuce,  any  greens  such  as  spin- 
ach, kale,  turnip  greens,  and  cabbage  and 
tomatoes,  to  mention  a few?  All  of  these 
vegetables  are  low  in  calories  and  furnish 
bulk  along  with  vitamin  and  mineral  val- 
ue. In  addition,  there  seems  to  be  some 
psychological  value  in  having  the  patient 
feel  that  she  has  a wide  choice  of  foods 
and  is  not  extremely  limited. 

With  some  patients  the  economic  fac- 
tor may  be  a limitation.  Dietary  sugges- 
tions must  be  in  the  realm  of  possibility 
for  the  patient.  An  exaggerated  example 


comes  to  mind  of  a diet  sheet  once  used 
in  a clinic  for  indigent  patients.  Lamb 
chops  and  squab  were  two  of  the  recom- 
mended meats  on  the  list.  The  diet  sheet 
also  contained  a word  of  caution  to  the 
patient  to  avoid  anchovies  and  olives 
among  other  things.  It  is  not  surprising 
that  most  of  the  patients’  records  con- 
tained a notation  “Patient  does  not  fol- 
low diet”.  No  one  had  intended  to  be  im- 
practical — the  list  simply  had  not  been 
checked  before  it  was  handed  to  patients, 
and  there  was  no  individual  interpreta- 
tion of  the  diet. 

We  are  always  concerned  about  ways 
to  make  our  work  with  patients  more  ef- 
fective. Some  results  of  a recent  study3 
done  in  a prenatal  clinic  in  a southern 
industrial  city  have  been  of  interest.  An 
attempt  was  made  to  improve  the  food 
intake  of  patients  in  the  clinic  and  to  de- 
termine some  of  the  factors  that  would 
motivate  patients  to  modify  their  diets. 
It  was  found  that  when  patients  had  a 
real  understanding  of  the  relationship  of 
diet  to  the  course  and  outcome  of  preg- 
nancy they  were  more  likely  to  make 
dietary  changes.  Some  of  the  patients 
were  interested  in  following  dietary  rec- 
ommendations because  they  wanted  to  re- 
tain an  attractive  figure  following  de- 
livery. In  this  study  when  dietary  rec- 
ommendations were  made  with  recogni- 
tion of  the  patient’s  economic  means,  ed- 
ucational level,  existing  dietary  patterns 
and  other  social  and  cultural  forces  the 
cooperation  in  modifying  diets  was  sur- 
prisingly good.  Such  studies  encourage 
us  to  continue  to  make  our  nutrition 
teaching  practical. 
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CONSULTANT  SERVICES  FOR  PUBLIC 
HEALTH  NURSES 

Mary  M.  Klaes,  R.N.,  B.S.,* 

Dover,  Del. 

It  has  often  been  said  that  public  health 
nurses,  in  carrying  out  a generalized  pub- 
lic health  nursing  service,  encounter  all 
the  ills  to  which  man  is  heir ! 

That  statement  may  be  a bit  exagger- 
ated, but  it  still  contains  much  truth.  Not 
only  does  the  patient  in  his  home  present 
any  or  all  of  the  manifestations  of  his 
illness  but  also  the  social,  economic  and 
emotional  factors  are  many  times  more 
or  less  apparent.  That  these  factors  play 
a large  part  in  the  health  situation  of  the 
patient  and  of  his  family  cannot  be  de- 
nied. Add  to  this  the  fact  that  the  public 
health  nurses  participate  in  carrying  out 
the  program  of  prevention  of  illness  and 
of  health  promotion  and  it  can  be  seen 
that  public  health  nursing  has  many  fac- 
ets. 

This  throws  a bit  of  light  on  what  kind 
of  person  the  public  health  nurse  must 
be  if  she  is  to  be  truly  helpful,  and  what 
her  equipment  must  be  in  the  way  of  in- 
tellectual background  and  understanding. 

We’ll  assume  that  the  public  health 
nurse  has  a certain  core  of  knowledge 
which  she  has  gotten  in  the  school  of 
nursing,  and  that  in  passing  the  examin- 
ations of  the  State  Board  of  Registration 
of  Graduate  Nurses  she  has  proved  that 
she  has  learned  the  prescribed  courses  of 
study.  But  what  of  the  constant  change 
in  the  treatment  of  illness  due  not  only 
to  the  discovery  and  perfection  of  ever 
newer  medications,  but  also  to  the  ad- 
vancing knowledge  of  the  underlying 
causes  of  human  behavior?  How  does  the 
active  public  health  nurse  keep  abreast 
with  this  steady  tide  of  advancement? 

First,  through  the  persons  most  closely 
associated  with  the  public  health  nurse 
in  her  daily  work,  the  nursing  supervisor 
and  the  health  officer.  The  latter,  through 
his  functions  of  directing  the  program  of 
the  health  units,  stimulates  and  broadens 
the  public  health  nurses’  concept  of  the 

* Director,  Division  of  Public  Health  Nursing:,  State  Board 
of  Health. 


field  of  general  public  health.  The  public 
health  nursing  supervisor  works  with  the 
nurse  in  helping  her  to  carry  out  the  pub- 
lic health  nursing  objectives  and  thereby 
in  giving  better  services  to  the  families 
in  her  care. 

But  what  of  the  fields  of  special  knowl- 
edge and  skills  where  even  the  qualified 
public  health  nursing  supervisor  needs 
help?  This  is  where  the  special  consul- 
tants play  an  important  part  on  the  staff 
of  agencies  which  employ  public  health 
nurses. 

Broadly  speaking,  there  are  two  kinds 
of  consultants  who  give  consultant  serv- 
ices to  public  health  nurses:  consultants 
who  are  nurses  and  who  have  had  addi- 
tional preparation  and  experience  in  one 
of  the  special  fields  of  nursing  such  as 
tuberculosis  nursing,  maternal  and  child 
health  nursing,  orthopedic  nursing,  or 
other  fields  of  nursing,  and  who  use  their 
knowledge  and  skills  in  an  advisory  ca- 
pacity to  the  nursing  personnel  to  keep 
them  abreast  of  the  changes  and  advances 
in  the  nursing  field.  The  other  type  of 
consultants  are  persons  who  are  qualified 
members  of  other  professional  disciplines 
such  as  nutritionists,  medical  social  work- 
ers, etc.,  and  who  are  available  to  and  are 
used  by  the  public  health  nurses  on  a 
consultant  basis. 

Consultant  or  advisory  services  are 
given  through  nursing  staff  education 
sessions,  and  also  by  means  of  conferences 
with  individual  nurses  in  which  the  case 
records  of  families  being  served  by  the 
public  health  nurse  are  reviewed  and 
studied  with  the  purpose  to  determine  the 
best  way  in  which  the  public  health  nurse 
can  help  the  families  to  meet  their  prob- 
lems. 

The  value  of  these  consultant  services 
will  not  be  underestimated  when  one  con- 
siders the  social  and  economic  problems 
in  many  of  the  families  served  by  the 
public  health  nurses,  and  the  many  mental 
and  emotional  factors  inherent  in  illness, 
considering  not  only  the  patient  but  also 
the  family  situation. 


September,  1955 


Delaware  State  Medical  Journal 


227 


DERMATOLOGICAL  SURVEY  OF  SHAVING 
TECHNIQUES* 

(Clinical  and  Laboratory  Observations) 

Charles  A.  Brusch,  M.D.,a 
Kenneth  A.  Kazanjian,  M.D.,b 
George  Ceresia,  Ph.D.,c 
Lewis  A.  Grasse,  M.D.,d 
Cyril  C.  Sullivan,  B.S.,e 
and 

Charles  A.  Bishop,  M.D.,f 
Cambridge,  Mass. 

a Medical  Director,  Brusch  Medical  'Center, 
b Assistant  Professor  of  Plastic  Surgery,  Harvard  Medical 

School. 

c Professor  of  Chemistry,  Albany  College  of  Pharmacy, 
d Internist,  Brusch  Medical  Center. 

e Former  District  Director,  Food  and  Drug  Administration, 
f Former  Chief  of  Dermatology,  U.S.  Naval  Hospital, 

Memphis. 

The  effects  of  soaps,  soap  constituents, 
shaving  preparations,  water  and  other 
liquids  in  softening  the  keratin  of  the 
hair  and  upon  the  skin  when  used  dur- 
ing the  daily  shaving  process  constituted 
the  basis  of  the  extensive  clinical  and 
laboratory  evaluation  outlined  in  this 
paper. 

We  also  studied  the  effects  of  repeated 
cutting  and  shaving  of  the  hair  shaft  it- 
self, the  variations  in  the  quality  and 
quantity  of  sebum  secretions,  as  well  as 
the  variations  in  skin  sensitivity. 

The  purpose  of  the  study  was  to  find 
methods  of  improving  shaving  techniques, 
lessening  the  amount  of  damage  done  the 
skin  surface  by  repeated,  improper  shav- 
ing or  by  harmful  agents,  the  speeding 
up  of  shaving  time,  and  the  counteract- 
ing of  after-shaving  sensitivities  caused 
by  a variety  of  improper  shaving  prac- 
tices and  poorly  concocted  shaving  in- 
gredient formulae. 

Our  study,  which  extended  over  a nine- 
month  period,  employed  271  test  subjects 
ranging  in  age  from  17  years  to  89  years. 
A cross-section  of  American  men  was  en- 
listed to  serve  as  subjects  in  the  shaving 
tests.  They  were  of  all  walks  of  life,  en- 
gaged in  various  yet  typical  occupations. 
Lawyers,  doctors,  bankers,  clergymen  sub- 
mitted to  the  periodical  examinations 
along  with  men  whose  occupations  sub- 
jected them  to  more  rigorous  exposure — 
telephone  linemen,  tool  grinders,  blast 

* From  the  Department  of  Dermatology,  Brusch  Medical 
Center,  Cambridge,  Mass. 


furnace  operators,  foundrymen,  painters, 
masons,  bakers,  welders,  policemen,  fire- 
men, chemical  workers,  truck  drivers  and 
a varied  assortment  of  clerical  workers, 
salesmen  and  store  managers. 

Representative  numbers  of  26  national- 
ities were  included  in  the  testing  group. 
Ninety  and  one-half  per  cent  of  the  par- 
ticipants were  white,  with  8.0%  negro 
and  1.5%  yellow. 

Age  of  Men  Tested 


19  years  or  under  2.0% 

20  to  29  years  9.0% 

30  to  39  years  14.5% 

40  to  49  years  20.5% 

50  to  59  years  22.0% 

60  to  69  years  21.0% 

70  to  79  years  8.5% 

80  to  89  years  1.0% 

Age  unknown  1.5% 


The  majority  of  the  men  under  test 
were  in  the  30  to  69-year  bracket. 

Skin  conditions  of  men  tested  were: 
Dry,  51.0%  ; Oily,  37.0%  ; Normal,  12.0%  ; 
also,  Sensitive,  64.0% ; Non-Sensitive, 
36.0%. 

Beard  conditions  of  men  tested  were: 
Light,  21.5% ; Medium,  25.0% ; Heavy, 
53.5%. 

Present-day  conditions  of  employment, 
together  with  a growing  reluctance  on 
the  part  of  the  male  to  seek  outdoor  ac- 
tivity, may  have  some  effect  upon  the 
type  and  toughness  of  the  beard  growth. 
Of  waking  hours  the  following  table  shows 
the 

Environmental  Conditions  of 
Present-Day  Male 


10%  indoors  and  90%  outdoors 3.5% 

20%  " " 80%  " 8.5% 

30%  " "70%  " 7.5% 

40%  " " 60%  " 1.0% 

50%  " " 50%  " 17.0% 

60%  " " 40%  " 1.5% 

70%  " " 30%  " 9.5% 

80%  " "20%  " 17.5% 

90%  " "10%  " 34.0% 


Condensing  the  above  figures  we  find 
that  19.5%  of  the  men  tested  work  or 
play  out-of-doors  over  70%  of  the  time; 
19.5%  are  outdoors  an  average  of  50.0% 
of  the  time  and  61.0%  remain  indoors 
over  70.0%  of  the  time. 
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Outdoor  Exposure  and  Relative 
Beard  Type 


Outdoors 

Heavy 

Medium 

Light 

90% 

60.00% 

20.00% 

20.00% 

80% 

62.50% 

18.75% 

18.75% 

70% 

41.67% 

33.33% 

25.00% 

60% 

100.00% 

— 

— 

50% 

54.54% 

21.18% 

24  28% 

40% 

100.00% 

— 

— 

30% 

50.00% 

27.27% 

22.73% 

20% 

47.50% 

33.33% 

19.17% 

10% 

47.14% 

27.14% 

25.72% 

Outdoors 

Heavy 

Medium 

Light 

90  - 70% 

54.54% 

24.24% 

21.22% 

60  - 40% 

59.26', 

17.59% 

23.15% 

30  - 10% 

47.66% 

28.91% 

23.43% 

To  further  explore  the  causes  of  beard 
toughness,  age  tables  were  compiled  with 
particular  attention  to  the  relationship 
between  the  age  men  began  to  shave  and 
beard  toughness.  The  following  table 
shows  the  age  at  which  each  man  in  the 
test  group  first  shaved  : 

Age  of  Individual  When  Shaving  Began 


10  years  00.5% 

11  " 00.5% 

12  " 01.0% 

13  " 02.0% 

14  " 04.0% 

15  * 13.0% 

16  " 16.0% 

17  " 18.0% 

18  " 13.5% 

19  " 20.0% 

20  " 08.0% 

21  " 03.0% 

22  " or  over 00.5% 


The  earliest  instance  showed  a starting- 
age  of  10  years  and  the  latest  a starting- 
age  of  24  years. 

A comparison  calculation  was  per- 
formed and  the  following  results  ob- 
tained : 


Comparison  of  Starting  Age  and 
Beard  Toughness 


Starting  Age 

Heavy 

Medium 

Light 

10  years 

100.00% 

% 

% 

11 

100.00% 

% 

% 

12 

100.00% 

-% 

% 

13  " 

50.00  % 

50.00% 

% 

14 

60.00%c 

40.00% 

% 

15 

72.37% 

16.59% 

11.04% 

16  " 

40.75% 

25.92% 

33.33% 

17 

34.78% 

34.78% 

30.44% 

18 

50  00% 

33.33% 

16.67% 

19  " 

77.78%) 

11.11% 

11.11% 

20 

12.50  % 

50.00% 

37.50% 

21 

% 

33.33% 

66.67% 

22  " 

— % 

% 

100.00% 

The  study  revealed  that  many  youths 
began  to  shave  before  the  actual  necessity 
to  do  so,  proving  that  the  earlier  a boy 
starts  to  shave  the  heavier  his  beard  will 
become.  It  has  long  been  known  that  dif- 


ferent hair  coloring  denotes  different  hair 
types.  The  observation  of  pure  racial 
types  has  made  it  possible  to  segregate 
human  hair  into  three  general  categories 
according  to  individual  characteristics : 
I.  The  tightly  curling  type,  “kidney 
shaped”  in  cross-section,  with  its  medulla 
or  hollow  inner  tube  partially  collapsed 
and  containing  no  “pith”  or  inner  sub- 
stance. II.  The  “lank”  and  usually  very 
long  variety,  round  or  very  nearly  so  in 
cross-section,  and  with  the  medulla  tube 
well  defined  and  filled  with  “pith”.  III. 
The  wavy,  smooth,  or  silky  type;  oval  in 
cross-section,  with  a marked  medullary 
tube  relatively  clear  of  inner  “pith”. 
Classes  I and  II  vary  little  from  the  uni- 
form black,  whereas  a vast  color  differ- 
ence is  observed  in  Class  III,  where  the 
range  is  from  almost  the  deepest  hue  of 
black  to  the  lightest  shade  of  blondness. 

Examination  of  the  test  subjects  with 
respect  to  hair  pigmentation  revealed  the 
subsequent  data : 


Black  23.5% 

Dark  Brown  18.0% 

Light  Brown  7.0% 

Sandv  0.5% 

Red  ' 2.0% 

Blond  ...  2.0% 

Gray  36.5% 

White  10.5% 


Comparing  this  information  with  data 
gleaned  from  the  numerous  test  histories 
concerning  beard  toughness,  the  follow- 
ing table  depicts  the  effect  of  hair  color 
or  type  upon  the  toughness  of  the  beard 
and  subsequently  the  relative  ease  or  dif- 
ficulty encountered  in  shaving. 

Comparison  of  Beard  Pigmentation 
and  Beard  Toughness 


Hair  Color  Heavy  Medium  Light 

Black  50.00%  25.00%>  25.00% 

Dark  Brown...  47.07%  35.29%  17.64% 

Light  Brown  . . 60.00%  40.00% 

Sandy  100.00%  

Red  66.67%  33.33% 

Blond  50.00%  50.00% 

Gray  56.00%  22.00%  22.00% 

White  56.00%  31.00%  13.00% 


Ruddy  whiskered  subjects  lead  in  beard 
toughness.  An  evaluation  of  the  case  his- 
tories showed  that  these  subjects  began 
to  shave  at  an  early  age. 

It  was  noted  also  that  78.5%  of  the  sub- 
jects have  a habit  of  shaving  in  the  morn- 
ing, while  17.0%  shave  in  the  evening,  or 
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before  retiring.  The  remaining  4.5% 
shave  at  no  set  time  of  day. 

The  choice  of  beard  softening  products 
used  generally  was  an  important  revela- 
tion in  the  survey.  The  following  table 
gives  the  results  of  the  findings. 

Current  Choice  of  Beard  Softening 
Preparations 
(At  start  of  test) 


Lather  Creams  33.00% 

Lather  Soaps  25.00% 

Lather  Powders  2.50% 

Aerosol  Lather  Products  20.50% 

“Brushless”  Creams  9.50% 

“Hand”  or  “Bath”  Soaps  9.50% 


Nearly  10  per  cent  of  the  men  partici- 
pating in  the  test  professed  to  use  com- 
mon hand  soap  as  a regular  means  of 
beard  softening. 

Types  of  products  used  during  the 
study  included  soap  lather  applied  with 
a shaving  brush,  canned  aerosol  lather, 
lather  creams  applied  with  a shaving 
brush,  the  brushless  type  of  lather  cream, 
and  a brushless  cream  containing  phenol. 

Since  many  of  these  products  are  sold 
with  a wide  variety  of  advertising  claims, 
we  sought  to  determine  if  any  actually 
protected  the  skin  while  shaving,  pre- 
vented dryness,  staved  off  wrinkles  due 
to  excessive  dryness  caused  by  improper 
shaving,  and  otherwise  helped  to  keep  the 
skin  clear,  fresh  and  healthy. 

We  also  tried  to  evaluate  whether  any 
of  these  agents  afforded  antiseptic  action. 
This  constituted  a rather  exhaustive  sur- 
vey of  all  products  offered  the  shaving 
public  as  beard  softeners. 

Eight  of  the  most  representative  and 
widely  used  preparations  were  selected. 
A supply  of  these  materials  was  secured 
from  regular  retail  stocks  destined  for 
over-the-counter-sale.  The  containers  were 
masked  in  such  manner  as  to  completely 
eliminate  any  possibility  of  brand  identi- 
fication. 

The  clinical  test  required  that  each  sub- 
ject report  back  to  the  clinic  on  an  aver- 
age of  14  days  for  re-examination  during 
the  9-month  period,  the  purpose  being  to 
constantly  change  the  type  of  product 
under  evaluation  on  each  subject.  All- 


inclusive  case  history  forms  were  main- 
tained on  each  subject  so  that  when  the 
final  tabulations  were  rendered  the  ag- 
gregate would  show  the  kind  of  shaving 
preparation  best  suited  to  remove  beard 
growth  faster,  yet  cause  less  skin  irrita- 
tion and  less  skin-tissue  loss. 

The  case  history  forms  included  a wide 
variety  of  questionnaire  data  pertinent  to 
the  discussion.  Records  were  kept  of  the 
patient’s  name,  age,  sex,  color,  race,  na- 
tional background,  occupation  (indoors- 
outdoors  , family  history  (dermatological , 
past  history  (dermatological),  allergies, 
skin  type  (dry-oily-normal-sensitive,  non- 
sensitive), present  status  of  skin,  quality 
of  elasticity  of  skin,  beard  type  (light- 
medium-heavy),  type  of  shaving  product 
used,  type  of  razor,  duration  of  shaving 
time,  number  of  shaves  per  day,  week; 
closeness  of  shaving,  after-effects  of  shav- 
ing, antiseptic  action,  condition  of  skin 
before  and  after  shaving,  swiftness  of 
beard  growth. 

Patients  were  instructed  to  note  the 
time  required  to  obtain  a clean  shave  dur- 
ing the  use  of  each  of  the  preparations. 
They  were  also  advised  to  note  any  dis- 
comfort, or  any  pulling  effects  during  the 
passage  of  the  razor,  and  if  there  was 
stinging  following  the  use  of  test  prepa- 
rations. 

They  were  instructed  to  be  aware  of 
time  consumed  in  preparing  the  beard  for 
shaving,  water  temperature,  razor-blade 
sharpness. 

Successful,  comfortable,  and  trouble- 
free  shaving  is  dependent  upon  several 
important  factors  correlated  with  three 
phases  of  the  shaving  operation.  Phase 
One,  the  preparatory  stage,  should  in- 
clude a thorough  washing  of  the  face.  It 
is  important  to  remove  grit,  which  im- 
pairs the  shaving  qualities  of  the  blade 
and  hastens  dulling.  Also  the  removal  of 
accumulated  sweat  and  sebum  from  the 
skin  and  hair  itself  will  hasten  the  “sof- 
tening” of  the  beard  by  increasing  the 
absorption  tendencies  of  the  hair.  The 
washing  operation  should  be  followed  by 
copious  rinsing  with  clear  warm  water. 


230 


Delaware  State  Medical  Journal 


September,  1955 


Phase  Two  should  include  the  applica- 
tion of  a shaving  preparation  and  plenty 
of  warm  water.  The  choice  of  a shaving 
preparation  is  very  important  for  satis- 
factory shaving.  It  should  have  emolient 
qualities  which  serve  to  reduce  the  amount 
of  damage  caused  by  the  passage  of  the 
razor  over  the  skin.  It  should  be  of  a 
consistency  which  fosters  the  retention  of 
water  and  minimizes  the  drying  out  tend- 
encies. 

In  the  shaving  act  itself  the  proper 
angle  of  the  razor  in  relation  to  contact 
with  the  skin  is  of  prime  importance. 
However,  despite  intricate  and  involved 
measurements  devised  to  ascertain  the 
most  efficacious  position  of  the  razor,  the 
rule  of  thumb  method  of  determining  the 
proper  position  seems  to  be  most  advis- 
able. The  resultant  sensations  of  irrita- 
tion caused  by  excessive  razor  “drag”, 
discomfort  due  to  various  improper  uses 
of  the  razor  will  serve  to  condition  the 
shaving  habits  and  automatically  produce 
relatively  proper  shaving  positioning  of 
the  blade. 

During  the  shaving  process  it  is  im- 
portant to  rinse  and  wet  the  razor  fre- 
quently. Shaving  the  easiest  portions  of 
the  face  first  gives  the  preparation  a 
longer  time  to  effect  a more  complete 
soaking  of  the  hair  located  at  the  most 
difficult  regions  of  the  shaving  area.  Care 
should  be  used  in  stretching  the  skin,  par- 
ticularly over  the  bony  portions  of  the 
face,  for  severe  damage  to  the  skin  can 
result.  This  is  also  true  in  the  applica- 
tion of  pressure  which,  in  many  cases, 
causes  severe  “razor  burn”  and  irritation. 

Phase  Three  should  include  some  means 
of  closing  the  pores  of  the  face  and  of  re- 
pairing the  damage  caused  by  the  shav- 
ing act.  Minute  particles  of  the  outer  lay- 
er of  the  skin,  particularly  the  protrudent 
portions  of  the  hair  follicles,  are  planed 
off  by  the  passage  of  the  razor.  These 
minor  abrasions  are  often  the  cause  of 
severe  discomfort  and  many  times  lead  to 
skin  troubles  which  become  chronic  and 
very  difficult  to  overcome. 

Keratin  chiefly  makes  up  the  chemical 
composition  of  hair.  It  is  an  organic  com- 


pound containing  nitrogen  and  sulfur. 
Keratin  is  completely  insoluble  in  water, 
but  is  a great  water  absorber.  This  com- 
pound is  soluble  in  strong  alkalis.  Water 
absorption  lessens  the  tensile  strength 
and  the  hardness  of  hair. 

An  important  factor  in  the  delay  in 
water  absorption,  while  lathering,  is 
caused  by  the  sebaceous  secretion  in  the 
hair.  To  decrease  the  hard  condition  of 
the  hairshaft  is  of  major  importance  in 
preparing  the  face  for  shaving.  The  tem- 
perature of  the  water  is  of  great  impor- 
tance in  governing  the  length  of  time  be- 
fore the  softening  of  the  hair  is  complete. 
The  softening  agents  in  the  shaving  prep- 
aration are  also  taken  into  consideration. 

It  has  been  found  that  120°F  is  an 
optimum  temperature.  This  temperature 
makes  it  possible  to  prepare  the  hair  for 
shaving,  or  to  soften  it,  within  a matter 
of  seconds  if  the  proper  type  of  shave 
cream  is  used.  The  use  of  colder  water, 
especially  in  the  case  of  grey  or  white 
hair,  would  increase  the  preparation  time. 

The  formula  of  the  lather  preparation 
is  of  importance  in  hair  softening,  be- 
cause the  agents  must  emulsify  the  water- 
proof sebum  that  cover  the  hair.  Emulsi- 
fications aids  the  hairshaft  in  absorbing 
the  water. 

Shaving  preparations  to  be  satisfactory 
must  soften  the  hair  speedily,  must  not 
cause  irritation  of  the  skin,  must  not  dry 
rapidly  on  the  skin,  and  must  prevent  de- 
lay in  the  softening  of  the  hair  by  the 
water.  These  factors  depend  on  the  chem- 
ical composition.  Non-irritation  and  emul- 
sification are  among  the  most  important 
characteristics  of  a good  shaving  prepa- 
ration. 

It  has  been  found  that  hand  soaps 
should  not  be  used  for  shaving  as  they 
contain  excessive  alkali  agents. 

While  shaving,  both  the  razor  and  the 
face  should  be  kept  constantly  wet  with 
hot  water.  The  less  difficult  sections  of 
the  face  should  be  shaved  first.  In  that 
manner,  the  more  difficult  sections  will 
have  a longer  softening  period. 
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After  shaving  it  is  necessary  to  use  a 
shaving  lotion  or  preparation  to  help 
condition  the  skin.  If  the  shaving  prepa- 
ration contains  a formula  incorporating 
healing,  soothing  emolients,  patients  were 
advised  to  rub  the  remains  of  the  cream 
into  the  skin  after  shaving.  Product  A, 
containing  phenol  for  mild  antiseptic  ac- 
tion, was  found  to  include  these  proper- 
ties. In  this  case  no  after-shave  lotion  is 
necessary. 

Observations 

There  are  a number  of  influences  that 
have  direct  bearing  on  the  problem  of 
shaving.  The  external  influences  are 
weather  exposure,  solar  radiation,  facial 
preparation,  passage  of  the  razor  over  the 
skin,  and  the  after-shave  lotion  or  agent. 
The  internal  influences  are  conditioned 
by  diet,  excretion  of  perspiration  and 
sebum,  growth  and  restoring  of  epidermis 
and  hairshaft,  circulation  of  the  true 
skin. 

There  are  two  kinds  of  hairshafts:  the 
finer  type  with  a diameter  less  than  0.031 
mm,  and  the  coarser  type  with  a diameter 
of  not  less  than  0.095  mm.  It  is  this 
coarser  type  of  hair  that  causes  most 
shaving  problems.  In  each  individual  the 
coarser  hairs  vary  both  in  distribution 
and  location  on  the  face. 

Immediately  after  shaving  there  is  the 
fastest  rate  of  hair  growth.  Then  the  rate 
of  growth  dwindles  down  to  a normal 
rate,  which  is  about  10  - 11  mm.  a month. 
Shaving  does  not  affect  the  thickness  or 
the  normal  rate  of  hair  growth,  except 
when  shaving  is  started  at  a premature 
age. 

The  angle  of  facial  hair  growth  varies 
with  each  subject  and  also  with  the  vari- 
ous portions  of  the  face.  The  actual  range 
between  the  hairshaft  and  the  epidermis 
is  ordinarily  from  30  to  60  degrees,  ex- 
cept near  the  anterior  cervical  triangle 
where  the  angle  may  be  nearly  flat,  and 
occasionally  on  the  curvature  of  the  skin 
where  the  angle  may  be  perpendicular. 

Except  in  keratosis  pilaris  the  real 
cause  of  ingrowing  hairs  is  not  known. 


Traumas  of  skin  surrounding  the  hair- 
shafts  and  wounds  through  the  corium 
above  the  hair  roots  seem  to  have  a 
strong  relationship  to  the  use  of  sharp 
razor  blades.  Experiences  indicate  that 
trauma  occurs  less  often  when  a dull 
razor  blade  is  used. 

The  surface  of  skin  is  irregular.  There- 
fore when  shaving,  stretching  of  the  skin 
will  make  the  surface  of  the  skin  smooth 
and  cause  the  disappearance  of  waves  in 
the  skin.  But  severe  stretching  of  the 
skin  causes  nicks  and  cuts  when  shaving 
because  it  results  in  the  protrusion  of  the 
skin  at  the  site  of  the  hair  follicles.  This 
produces  a goose  flesh  surface  on  the  skin. 

Bacteriological  Examinations 

As  a measure  of  “control”,  extensive 
bacteriological  and  bactericidal  examina- 
tions of  the  eight  products  used  in  the 
survey  were  made.  Actual  shaving  tests 
were  conducted  by  a staff  of  technicians 
under  the  direction  of  Cyril  C.  Sullivan, 
B.S.,  R.S.,  who  submitted  the  following 
report : 

The  tests  were  run  following  the  usual 
and  customary  manner  of  shaving.  The 
objects  of  the  bacterial  tests  were  to  ascer- 
tain the  bacteria  kill  or  removal  that 
could  be  attributed  to  the  use  of  the  par- 
ticular cream  under  test.  The  first  series 
of  examinations  were  directed  to  deter- 
mine if  the  creams  were,  in  fact,  bacter- 
iostatic, and  whether  or  not  the  creams 
possessed  bactericidal  properties.  In  this 
work  a 1 MOO  dilution  of  the  creams  were 
made  up  into  sterile  tubes  with  buffered 
sterile  distilled  water  used  as  a diffluant. 
1 ml.  of  this  solution  was  plated  on  sterile 
nutrient  agar  and  incubated  at  37°C. 
The  American  Public  Health  Association 
procedures  for  the  examination  of  waters 
were  followed.  Controls  were  run  con- 
sisting of  1 ml.  buffered  sterile  distilled 
and  1 ml.  of  a 1 M0  solution  of  pure  Cas- 
tile soap.  Plates  were  read  at  24  hours 
and  48  hours  incubation.  The  48-hour 
readings  are  as  follows : 
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A. 

Cream  pH  of  dilution  6.2  - 

B. 

" I'H  " 

" 6.0  - 

C. 

" pH  of  solution  8.0  - 

D. 

" PH  " 

" 7.0  - 

E. 

" PH  - 

" 7.0  + 

1 

Colony 

F. 

" pH  " 

" 8.0  + 

1 

Colony 

G. 

" pH  " 

" 6.0  + 

3 

Colonies 

H. 

" pH  " 

" 7.0  + 

1 

Colony 

To  determine  the  inhibitory  properties 
of  the  8 creams  under  test  a nutrient  agar 
solution  was  prepared  and  innoculated 
with  a pure  culture  of  staphylococcus  aur- 
eus. This  was  incubated  for  24  hours  and 
1 10  ml.  introduced  on  to  the  surface  of 
the  10  plates  as  above.  Three  additional 
plates  of  sterile  nutrient  agar  were  pre- 
pared and  dilutions  of  1 ml.,  .5  ml.  and 
.1  ml.  were  prepared  using  10  ml.  sterile 
buffered  distilled  water.  After  48  hours 
these  plates  showed  staphylococcus  aureus 
had  developed  to  count  of  2700  per  ml. 


The  10  test  plates  having  been  innocu- 
lated with  this  solution  containing  2700 
staphylococcus  per  ml.  in  an  amount  of 
1/10  ml.  per  plate  were  incubated  for  48 
hours  at  37°C.  with  the  following  results: 


A. 

B. 

C. 

D. 

E. 

F. 

G. 

H. 

I. 

J. 


Cream 


Control 

Sterile  Distilled 


— Colonies 
8 


75  Colonies 
4 
6 


185  Colonies 


It  may  be  concluded  from  the  above  that 
not  all  of  the  creams  are  bacteriostatic; 
in  fact,  1 of  the  aerosols  evidenced  a lack 
of  such  properties.  All  creams  evidenced 
a definite  bactericidal  action,  all  showed 
distinct  inhibitory  properties.  Products 
A,  C,  D,  and  H appear  to  be  particularly 
effective  in  this  respect. 


Further  tests  were  made  with  the  shav- 
ing creams  actually  in  use.  In  the  actual 
shaving  process  the  customary  and  usual 
practices  were  followed.  Cambridge  tap 
water  was  used,  paper  and  cloth  towels 
used,  and  in  two  instances  soiled  towels 
were  used,  which  appeared  to  greatly  in- 
crease the  bacterial  flora  found  on  the 
face  immediately  after  shaving.  Two 
types  of  individuals  participated  in  the 
tests,  one  type  being  office  workers,  whose 
occupation  kept  them  inside  of  buildings 
during  the  major  portion  of  the  day.  The 


other  type  were  outside  workers  — those 
traveling  on  subways  and  otherwise  ming- 
ling with  crowds. 

Swabs  were  taken,  as  indicated  below, 
from  1 square  inch  of  that  area  of  the 
face  shaved  or  to  be  shaved.  Average  re- 
sults, before  and  after  shaving,  were  as 
follows : 

Total  Bacteria  Per  Sql  are  Inch 

Office  Outside 


Using  Worker  Worker 


Cream 

Before 

After 

Before 

After 

A 

400 

220 

600 

190 

B 

400 

300 

240 

25 

C 

210 

50 

1500 

10 

D 

100 

40 

320 

0 

E 

310 

40 

2500 

150 

F (aerosal) 

2000 

400 

2000 

1250 

G (aerosol) 

1000 

50 

1250 

10 

H (aerosol) 

20 

10 

120 

10 

In  the  case  of  the  towels  used,  1 square 
inch  of  paper  towel  yielded  a count  of  30 
total  bacteria  per  square  inch.  In  the  case 
of  clean  cloth  towels,  20  bacteria  per 
square  inch  were  found.  In  the  case  of  a 
used  towel,  1250  bacteria  per  square  inch 
was  found. 

When  a soiled  cloth  towel  was  used  to 
dry  the  face  after  shaving  and  rinsing 
an  average  of  40%  more  bacteria  was 
found  on  the  face  than  when  a clean  towel 
was  used. 

At  approximately  1 hour  after  shaving 
that  area  of  the  face  so  shaved  appears 
to  exert  a natural  bactericidal  or  bacter- 
iostatic action  to  airborn  organisms.  In 
all  cases  where  the  swab  test  showed  rel- 
atively high  counts  immediately  after 
shaving  there  was  somewhat  of  a reduc- 
tion in  total  count  at  2^2  hours  and  a 
further  reduction  at  51/?  hours,  the  bac- 
teriostatic action  appearing  to  arise  from 
the  exudation  of  the  sweat  glands  of  the 
face.  However,  as  this  was  not  an  object 
of  this  particular  study,  the  work  in  this 
respect  is  not  being  reported  in  detail  at 
this  time. 

Discussion 

Various  factors  were  considered  in  the 
final  evaluation  of  the  eight  preparations 
under  scrutiny:  the  actual  shaving  qual- 
ities, the  efficacy  of  the  product  as  a 
beard-softening  agent,  time  required  for 
beard  conditioning,  closeness  of  shave,  ab- 


September,  1955 


Delaware  State  Medical  Journal 


233 


sence  of  “razor  pull”,  and  time  required 
for  beard  removal. 

Additional  factors  considered  were : im- 
provement in  skin  condition,  relief  from 
irritation  during  and  after  shaving,  ab- 
sence of  stinging  effects,  absence  of  dry- 
ing effects,  emolient  and  antiseptic  action 
of  the  product  upon  the  epidermal  sur- 
face, healing  qualities,  and  facial  appear- 
ance after  shaving. 

In  order  to  evaluate  these  factors  with 
regard  to  each  product  under  study  it  was 
necessary  to  employ  the  unique  Walker 
scoring  system.  The  series  of  re-examina- 
tions  served  to  supply  the  data  which  was 


— Cosmetic 

— Shave 

— Average 

+ or  — 

Total 

Total 

2.63% 

2.63% 

2.63% 

+ 82.87% 

47.36% 

42.10% 

44.73% 

- 21.05% 

6.25% 

6.25% 

6.25% 

+ 42.18% 

10.52% 

15.79% 

13.15% 

+ 23.68% 

29.41% 

23.52% 

26.46% 

5.88% 

24.00% 

24.00% 

24.00% 

8.00% 

9.09% 

9.09% 

9.09% 

+ 18.18% 

17.27% 

13.79% 

15.53% 

+ 12.05% 

Inasmuch  as  time  is  an  important  ele- 
ment in  the  ultimate  consideration  of  the 
efficacy  of  a shaving  preparation,  the  fol- 
lowing data  was  compiled.  The  precon- 
ceived patterns  of  logic  in  relationship  to 
such  factors  as  type  of  razor  used,  age  of 
shaver,  and  type  of  preparation  used, 
were  borne  out  conclusively.  The  older 
men,  and  in  most  cases  these  were  the 


tabulated  from  each  patient’s  report. 

A tabulation  of  the  scoring  with  re- 
gard to  each  product  is  incorporated  in 
the  following  table.  The  plus  sign  shows 
the  positive  effects  the  products  had  on 
each  patient  tested.  The  minus  sign  in- 
dicates the  negative  effects.  The  total  of 
the  plus  factors,  both  cosmetic  and  shav- 
ing, are  compared  with  the  total  of  the 
minus  factors  in  each  category.  They 
show  how  each  product  rated. 


Product  + Cosmetic 

+ Shave 

+ Total 

A. 

970 

690 

1660 

B. 

120 

120 

240 

C. 

400 

360 

760 

D. 

240 

140 

380 

E. 

100 

60 

160 

F. 

120 

100 

220 

G. 

230 

110 

340 

H. 

160 

180 

340 

— Cosmetics 

— Shave 

— Total 

Final  Score 

40 

40 

80 

+ 1580 

210 

180 

390 

- 150 

80 

80 

160 

+ 600 

50 

70 

120 

+ 260 

150 

100 

250 

90 

140 

140 

280 

- 60 

80 

80 

160 

+ 180 

120 

80 

200 

+ 140 

The  following  tabulation  indicates  the 
positive  and  negative  findings  made  on 


users  of  the  “straight”  razors,  required 
the  longer  shaving  periods.  Men  with  a 
heavy  beard  or  a tender  skin  also  re- 
quired a longer  time  to  accomplish  the 
chore. 


Shave  Time 

Patients 

1 Minute  

1.00% 

2 " 

6.00% 

3 " 13.00% 

4 " 9.50% 

5 " 26.00% 


7 " 

8.00% 

8 " 

5.00% 

10  " 

16.00% 

12  " 

2.50% 

15  " 

6.50% 

20  " 

2.00% 

A perusal  of  the  case  histories  showed 
that  men  using  the  brushless  type  of 
cream  shaved  47  per  cent  faster  than 
those  using  common  soaps,  aerosol  types 
or  lather  creams  with  a brush.  The  ease 
of  application,  more  thorough  beard  soft- 
ening qualities  and  better  skin  condition- 
ing properties  in  product  A containing 
phenol  resulted  in  faster  shaving  periods. 

Occupations  rather  than  toughness  of 
beard  was  the  governing  factor  in  the 
frequency  of  shaving. 


each  product  in  percentage  form  with  re- 
lationship to  its  shaving  and  cosmetic 
qualities : 


Product 

-(-Cosmetic 

+ Shave 

+ Average 
Total 

A. 

92.10% 

78.90% 

85.50% 

B. 

26.31% 

21.05% 

23.68% 

C. 

50.00% 

46.87% 

48.43% 

D. 

42.10% 

31.57% 

36.83% 

E. 

29.41% 

11.76% 

20.58% 

F. 

16.00% 

16.00% 

16.00% 

G. 

30.30% 

24.24% 

27.27% 

H. 

24.13% 

31.03% 

27.58% 

Shaves  Per 
Week 


2 5.60% 

3 6.74% 

4 30.33% 

5 65% 

6 1.04% 

7 51.80% 

8 1.69% 

10  2.15% 


Thus,  based  upon  the  above  findings  only 
a little  over  half  of  the  men  shave  on  a 
daily  schedule. 
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Men  with  coarse,  thick  beards  experi- 
ence more  discomfort  while  shaving. 
They  reported  a pulling  sensation  upon 
the  skin.  This  sensation  was  caused  in 
most  instances  by  a overly  dull  or  sharp 
blade  improperly  used  and  a deficient 
softening  agent. 

Thp  study  showed  that  all  types  of 
razors  when  removing  the  beard  also  re- 
moved small  quantities  of  skin.  The 
quantity  of  hair  and  skin  removed  by 
shaving  was  measured  after  this  accum- 
ulated material  was  washed  from  the 
razor  with  a lather  solvent.  The  material 
was  rinsed  by  decantation  with  the  same 
solvent.  It  was  noted  that  the  difference 
between  the  compacted  hair  chips  and  the 
compacted  skin  particles  was  quite  mark- 
ed. A standard  textile  pick  counter  was 
used  for  the  examination  of  the  freshly 
shaved  skin. 

Of  the  shaving  preparations  tested, 
product  A,  containing  phenol,  produced 
the  least  amount  of  skin  loss.  Rubbing 
the  remains  of  this  formula  (A)  into  the 
skin  after  shaving  produced  a mild  anti- 
septic action,  as  well  as  an  absence  of 
after-shave  stinging.  This  was  attributed 
to  the  action  of  phenol.  A marked  im- 
provement in  skin  tone  and  texture  was 
noted  as  well,  along  with  a decrease  in 
skin  dryness  which  contributes  to  shave 
wrinkles. 

Summary 

1.  The  present  study  on  271  subjects 
was  undertaken  to  assess  the  effects  of 
repeated  shaving  and  cutting  of  the  hair- 
shaft,  as  well  as  to  improve  shaving  tech- 
niques, lesson  the  amount  of  damage 
done  the  skin  by  shaving,  and  to  counter- 
act after-shaving  sensitivities. 

2.  The  action  of  phenol  in  shaving 
preparations  also  was  studied.  Results 
indicate  that: 

A.  A proper  shaving  formula  is 
necessary  to  produce  swift,  successful, 
comfortable  and  trouble-free  shaving. 

B.  Beard  softening  agents  to  be 
acceptable  must  possess  a varied  number 


of  shaving  and  cosmetic  properties  to 
help  improve  the  condition  of  the  skin, 
afford  relief  from  irritation  during  and 
after  shaving,  as  well  as  produce  a close, 
fast  shave. 

C.  In  the  present  study  product 
A,  a brushless  cream  containing  phenol, 
gave  the  best  overall  results.  It  proved 
82.87%  effective,  as  compared  with  the 
second  product  (C)  which  was  42.18% 
effective. 

D.  The  inclusion  of  phenol  in 
shaving  preparations  proved  most  effec- 
tive, affording  a mild  antiseptic  action 
and  an  absence  of  after-shaving  stinging. 

The  product  A used  in  this  study  was  furnished  by  the 
Barbasol  Company,  Indianapolis,  Indiana. 


A home  care  program  for  the  tubercu- 
lous rests  on  the  assumption  that  an  in- 
telligent, cooperative  patient,  partially 
restored  to  health,  can  be  treated  for 
part  of  his  illness  at  home  to  his  ultimate 
benefit.  Editorial,  GP,  Jan.,  1954. 

* * * 

A careful  study  of  mass  X-ray  surveys 
(in  Connecticut)  covering  more  than 
400,000  persons  in  a period  of  six  years 
has  shown  that  the  highest  percentage  of 
cases  of  tuberculosis  in  men  is  found 
among  service  workers  (such  as  barbers, 
cooks,  waiters,  janitors,  etc.).  In  wom- 
en, personal  service  workers,  such  as 
beauty  operators,  cooks,  waitresses  and 
practical  nurses  show  the  highest  per- 
centage incidence,  but  far  below  that  of 
men  in  the  same  occupational  classifica- 
tion. Paul  S.  Phelps,  M.D.,  The  John  N. 
Wilson  Memorial  Lecture,  April  30,  1954. 
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State  Board  of  Health  Number 
Once  again,  for  the  26th  year,  this 
issue  of  The  Journal  presents  the  activi- 
ties of  the  Delaware  State  Board  of 
Health.  This  feature  is  one  not  emulated 
by  many  of  the  other  state  medical  jour- 
nals, but  we  find  it  profitable  to  publish 
it  because  it  benefits  the  department,  the 
profession,  and  the  public.  The  material 
this  year  maintains  the  high  standard  that 
has  been  set  forth  these  many  years. 

The  Journal  is  happy  to  extend  to 
Dr.  Floyd  I.  Hudson,  the  Executive  Sec- 
retary of  the  Board  of  Health,  and  to  all 
his  collaborators,  its  thanks  for  the  mater- 
ial they  have  contributed. 


TECHNICAL  EXHIBITORS 
Wilmington 
October  17-18,  1955 

Booth  A 

W.  B.  Saunders  Co. 
West  Washington  Square 
Philadelphia,  Pa. 

Medical  Books 
Booth  B 

Mead  Johnson  & Co. 
Evansville  21,  Ind. 
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Booth  1 

Milex  of  New  York 
4545  44th  Street 
Long  Island  City  4,  N.  Y. 

Pharmaceuticals 
Booth  2 

A.  H.  Robbins  Co. 

1407  Cummings  Drive 
Richmond  20,  Va. 

Pharmaceuticals 
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Booth  7 

Delaware  Anti-Tuberculosis  Society 
1308  Delaware  Avenue 
Wilmington,  Del. 
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Booth  8 

Charles  Lentz  & Sons 
33  S.  17th  Street 
Philadelphia,  Pa. 

Instruments  & Supplies 
Booth  9 

U.  S.  Vitamin  Corporation 
New  York  17,  N.  Y. 

Pharmaceuticals 
Booth  10 

G.  D.  Searle  & Company 
P.O.  Box  5110 
Chicago  8,  111. 
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Booth  1 1 

Eli  Lilly  & Co. 
Indianapolis  6,  Ind. 
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Booth  1 2 
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1501  14th  Street,  N.W. 
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American  Cyanamid  Co. 

Pearl  River,  N.  Y. 
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MEDICAL  SOCIETY  OF  DELAWARE 
Delaware  Academy  of  Medicine 
WILMINGTON,  DELAWARE 
MONDAY,  OCT.  17,  1955 


3:30  p.m. — Registration  of  Delegates. 
4:00  p.m. — House  of  Delegates  Meeting. 
6:30  p.m.— Supper  for  Delegates. 


8:00  p.m. — Registration.  General  Meeting. 

8:30  p.m — Invocation,  Rev.  Alfred  R.  Shands, 
III,  Holly  Oak. 

8:35  p.m. — Welcoming  Remarks  — Norman  L. 
Cutler,  M.D.,  President,  New  Castle  County 
Medical  Society;  Victor  D.  Washburn,  M.D., 
President,  Delaware  Academy  of  Medicine. 

8:40  p.m. — Presidential  Address  — Lewis  B. 
Flinn,  M.D.,  Wilmington;  The  Medical  Society 
of  Delaware. 

9:00  p.m. — Panel  Discussion:  Vitamins  and  other 
Nutrition  Factors  in  Clinical  Practice. 

This  Panel  will  concern  surgeons,  obstetricians, 
pediatricians,  etc.,  as  well  as  internists  and  gen- 
eral practitioners. 

Moderator — Lewis  B.  Flinn,  M.D. 

Robert  S.  Goodhart,  M.D.,  Scientific  Director, 
National  Vitamin  Foundation,  New  York;  Wins- 
low Tompkins,  M.D.,  Obstetrician,  Jefferson 
Medical  College,  Philadelphia;  Robert  G.  Ravdin, 
M.D.,  Assistant  Professor  of  Surgery,  Univer- 
sity of  Pennsylvania;  Robert  Kaye,  M.D.,  As- 
sistant Professor  of  Pediatrics,  University  of 
Pennsylvania. 

10:30  p.m. — Adjournment  — Refreshments. 


TUESDAY,  OCT.  18,  1955 

9:00  a.m. — Registration.  General  Meeting. 

9:30  A.M. — Report  of  House  of  Delegates,  Sec- 
retary Norman  L.  Cannon,  M.D.,  Wilmington. 

9:40  a.m. — Prolonged  Survival  in  Malignant 
Lymphoma,  John  F.  Hynes,  M.D.,  Wilmington, 
Consultant,  Tumor  Service,  Memorial  Hospital. 

10:00  a.m. — Stein-Levinthal  Syndrome:  Prelim- 
inary Report,  Oscar  N.  Stern,  M.D.,  Wilmington. 
Chief  in  Obstetrics-Gynecology,  Delaware  and 
Memorial  Hospitals. 

10:15  a.m.- — Exhibits. 

10:45  a.m. — Panel  Discussion:  Current  Concepts 
of  Virus  Disease  in  the  Delaware  Area. 

This  Panel  will  include  hepatitis,  poliomyelitis, 
psittacosis,  mumps,  and  a new  group  of  R.I. 
virus  diseases. 

Moderator — Lewis  B.  Flinn,  M.D. 

Floyd  I.  Hudson,  M.D.,  Executive  Secretary,  Del- 
aware State  Board  of  Health;  Joseph  Stokes, 
M.D.,  Professor  of  Pediatrics,  University  of 
Pennsylvania;  Werner  Henle,  M.D.,  Professor  of 
Virology,  University  of  Pennsylvania;  Maurice 
Hilleman,  Ph.D.,  Assistant  Chief,  Department  of 
Virus  and  Rickettsial  Diseases,  Army  Medical 
Service  School,  Washington;  Dorothy  Horstmann, 
M.D.,  Associate  Professor  of  Preventive  Medi- 
cine, Yale  University. 

12:15  p.m. — Election  of  President  — elect  for 
1956  (New  Castle  County). 

12:30  p.m. — Adjournment  — Exhibits. 


1:00  p.m. — Luncheon,  as  guests  of  the  New 
Castle  County  Medical  Society. 

2:00  p.m. — Recent  Concepts  in  the  Management 
of  Staphylococal  Infections,  William  J.  Hol- 
loway, M.D.,  and  Elvyn  G.  Scott,  M.T.,  Wilming- 
ton, Assistant  in  Medicine,  and  Bacteriologist, 
Delaware  Hospital. 

2:15  p.m. — Antibiotic  Therapy  of  Skin  Diseases, 
Lawrence  Katzenstein,  M.D.,  Wilmington,  Der- 
matologist, Delaware,  Memorial,  and  Wilmington 
General  Hospitals. 

2:30  p.m. — The  Home  Care  Program  and  Other 
Aspects  of  Long-Term  Illness,  Ruth  B.  Freeman, 
R.  N.,  Associate  Professof  of  Public  Health  Ad- 
ministration, Johns  Hopkins  University. 
Discussion:  Victor  D.  Washburn,  M.D.,  Richard 
Griffith,  Edgar  Hare,  Jr.,  Wilmington. 

3:10  p.m. — Exhibits. 

3:40  p.m. — Panel  Discussion:  Recent  Trends  in 
the  Management  of  Vascular  Disease. 

This  Panel  will  include  cerebral  aneurysms,  sur- 
gical and  nonsurgieal  management  of  arterial 
and  venous  thrombosis,  prevention  of  rheumatic 
heart  disease,  cardiac  surgery,  cerebral  vascular 
insufficiency. 

Moderator — Lewis  B.  Flinn,  M.D. 

John  P.  Hubbard,  M.D.,  Professor  of  Preventive 
Medicine,  University  of  Pennsylvania;  Henry  T. 
Bahnson,  M.D.,  Associate  in  Surgery,  Johns 
Hopkins  University;  Samuel  B.  Hadden,  M.D., 
Associate  Professor  of  Psychiatry,  University 
of  Pennsylvania;  Livio  Olmedo,  M.D.,  Neuro- 
surgeon, Wilmington;  G.  Barrett  Heckler,  M.D., 
Internist,  Wilmington;  Charles  P.  Bailey,  M.D., 
Professor  of  Thoracic  Surgery,  Hahnemann  Med- 
ical College;  Harry  T.  Zinsser,  M.D.,  Robinette 
Foundation,  University  of  Pennsylvania. 

5:15  p.m. — Adjournment  — Exhibits. 


Hotel  duPont 

6:45  p.m. — Reception  — Georgian  Suite. 

7 :30  p.m. — Annual  Dinner,  duBarry  Room. 
Members  and  Auxiliary  are  invited  to  subscribe. 
Tickets  from  Dr.  Charles  Levy,  621  Delaware 
Avenue,  Wilmington  — Dress:  optional. 
Invocation  — Rev.  J.  Seymour  Flinn,  Wilmington. 
Toastmaster — Lewis  B.  Flinn,  M.D. 

Citations  of  50  Year  Members. 

Introduction  of  Distinguished  Guests. 

Address — Edward  L.  Bortz,  M.D.,  Past  President, 
A.M. A.,  Philadelphia. 

— Significant  Trends  in  Medical  Education 


WOMAN  S AUXILIARY,  M.  S.  OF  D. 
du  Pont  Country  Club 
TUESDAY,  OCT.  18,  1955 

Mrs.  Gerald  A.  Beatty,  President 


9:30  a.m. — Registration. 

10:00  a.m. — Business  Meeting. 


12:30  p.m. — Luncheon.  Guest  Speaker:  Mrs.  C. 
R.  Pearson,  Chairman,  Nurse  Recruitment, 
Woman’s  Auxiliary  to  A.M. A. 

Installation  of  Officers:  Mrs.  Pearson. 

Inaugural  Address:  Mrs.  Richard  W.  Comegys, 
Clayton. 

Hotel  duPont 

6:45  p.m. — Reception  and  Dinner  (Subscription) 
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METAMUCIL®  IN  BOWEL  MANAGEMENT 


“Smoothage-Bulk” 

Restores  Normal  Peristalsis 


The  gentle  distention  of  the  bowel  wall 
provided  by  Metamucil®  is  physiologically 
corrective  in  constipation  management. 


^Normal  peristaltic  movements  of  the  bowel 
depend  on  the  consistency  and  quantity  of 
the  material  within  the  lumen.  In  constipa- 
tion, hypohydration  accounts  for  the  hard 
consistency  and  inadequate  quantity  of  the 
fecal  mass.  With  Metamucil,  stool  quality 
becomes  soft  and  plastic,  while  stool  quantity 
is  increased  to  produce  gentle  distention,  the 
natural  stimulus  to  peristalsis. 

Metamucil  is  the  highly  refined  mucilloid 
of  the  Plantago  ovata  (50%),  a seed  of  the 


psyllium  group,  combined  with  dextrose 
(50%)  as  a dispersing  agent. 

The  usual  adult  dose  is  one  rounded  tea- 
spoonful of  Metamucil  powder  in  a glass  of 
cool  water,  milk  or  fruit  juice  one  to  three 
times  daily.  An  additional  glass  of  liquid  may 
be  taken  if  indicated. 

Metamucil  is  supplied  in  containers  of  1, 
Vi  and  !4  pound. 

G.  D.  Searle  & Co.,  Research  in  the  Serv- 
ice of  Medicine. 


TYPES  OF  MOVEMENT  WITHIN  THE  BOWEL 


Food  Breakdown  Pyloric  Dilation  Duodenal  Churning  Spiral  Propulsion  Rapid:  Slow  Peristalsis 


Kneading  Action  Pendulous  Movement  Villi  Mixing  Ileocecal  Dilation 
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SoMifa'Ucim 

WEST  CHESTER,  PA. 


• A recognized  private  psychiatric  hos- 
pital for  the  treatment  of  all  nervous 
and  mental  illness,  including  alcoholism 
and  senility.  Complete  facilities  for  elec- 
troshock therapy,  insulin  therapy,  psy- 
siotherapy,  hydrotherapy  and  a well  or- 
ganized program  of  occupational  and  so- 
cial therapy  under  a certified  therapist. 
Referring  physicians  may  retain  super- 


vision of  patients.  Located  on  a beautiful 
28-acre  tract  . . . buildings  are  well 
equipped  and  attractively  appointed. 
Capacity : 75  beds,  single  room  occu- 
pancy. Complete  information  upon  re- 
quest. 

Apply — Superintendent 

DARLINGTON  SANITARIUM,  INC. 
WEST  CHESTER.  PENNSYLVANIA 
Telephone:  West  Chester  3120 
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1950  Cortone® 

1952  Hydrocortone® 

1954  ‘Alflorone’ 

1955  'Hydeltra1 

DELTRA*  mm. 

(Prednisone,  Merck)  2.5  mg.  - 5 mg.  (scored) 

the  delta!  analogue  of  cortisone 

Indications: 

Rheumatoid  arthritis 

Bronchial  asthma 
Inflammatory  skin  conditions 


CARDIOLOGY 

POSTGRADOATE  COORSE* 

Hahnemann  Medical  College  and  Hospital 
of  Philadelphia 

October,  1955  — May,  1956 

Three  hour  sessions  each  Thursday, 

2 to  5 P.M. 

Prospectus  by  Request 
upon  Inquiry  to 

LOWELL  L.  LANE,  M.D. 

Hahnemann  Medical  College  and  Hospital 
of  Philadelphia 
Philadelphia  2,  Pa. 

("  Credits  approved  by  American  Academy 
of  General  Practice) 


\ 


LEDERLE 


POLIOMYELITIS 
IMMUNE  GLOBULIN 


x. 


(human) 


For  the  modification 
of  measles  and  the 
prevention  or  attenuation 
of  infectious  hepatitis 
and  poliomyelitis. 


LEDERLE  LABORATORIES  DIVISION 
am  eric  ax  Guuiamid  coMPAxy  Pearl  River,  New  York 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 
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Baynard  Optical 
Company 


Prescription  Opticians 


We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5TH  AND  MARKET  STS. 
WILMINGTON,  DELAWARE 


about 

46  CALORIES 

per  1 8 gram  slice 


INGREDIENTS 

WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 


Under  License  By  National  Bakers  Services,  Inc.,  Chicago 


1952 

Hydrocortone® 


1954 

‘Alflorone’ 


1950 

Cortone® 


1955 

Deltra® 
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Physicians’  and  Surgeons’ 

PROFESSIONAL 
Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  Which  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  8-6471 
If  it’s  insurable  tve  can  insure  it 


Post-Graduate  Course  in 

GYNECOLOGY  and  OBSTETRICS 

Hahnemann  Medical  College  and  Hospital 

Philadelphia,  Pennsylvania 

DESIGNED  ESPECIALLY 
for  those  in 
GENERAL  PRACTICE 

2-4  P.M.  Wednesdays 
September  28th  thru  December  14th 

Approved  by  the  American  Academy  of 
General  Practice 
for  formal  credit 
FEE  $50.00 

For  detailed  prospectus  information,  ff  rite: 
Bruce  V.  Macfadyen,  M.  D. 
Hahnemann  Medical  College 
230  North  Broad  Street 
Philadelphia  2,  Pa. 


EVERYTHING  NEW  IN  DRUGS 

FOR  DOCTORS  ONLY! 

t 61380  4 

6-1380  is  Brittingham’s  unlisted  telephone  number  for 
the  use  of  doctors  only  . . . Phone  your  prescriptions  to 
us  and  we  will  deliver  them  by  fast  motorcycle  to  any 
point  in  the  city  or  suburbs  . . . No  charge,  of  course! 

BRITTINGHAM’S 

PHARMACY 


MEDICAL  ARTS  BUILDING 
FAIRFAX  SHOPPES 


DELAWARE  TRUST  BUILDING 
EDGEMOOR 
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FRAIM’S  DAIRIES 

Qita/ity  &>'tec/ucfa 

[Pence  4900 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Del.  Phone  6-8225 


To  keep 

your  car  running 

Better-Longer 

use  the 

dependable  friendly 
Services  you  find  at 
your  neighborhood 

Service 


9L 


owers 


• • • 


Geo.  Carson  Boyd 

at  216  West  10th  Street 


Phone  8-4388 


c.OUa, 


Phone:  LA  4-7695 


• Collected  for 
members 
of  the 
STATE 
MEDICAL 
SOCIETY 
230  W.  41st  ST. 
NEW  YORK 
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‘ANTEPAR’ 


* 


for  "This  Wormy  World" 


PINWORMS 

ROUNDWORMS 


*SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

^TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg.,  Scored 
Bottles  of  100. 

Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.  S.  A.)  INC. 
Tuckahoe,  New  York 


? : 


e maintain 
prompt  city- wide 
delivery  service 
for  prescriptions. 


4* 


CAPPEAU5 


Drug  Store  of  Service 

DELAWARE  AVE.  at  DUPONT  ST. 
Dial  6-8537 


JOHN  G.  MERKEL 
& SONS 

(£a£outfaiy S/n  ra/tf/ 


PHONE  4-8818 


801  N.  Union  Street 
Wilmington,  Delaware 


PTEMBER,  1955 


Delaware  State  Medical  Journal 


XXXV11 


E CORDIALLY  INVITE  YOUR  INQUIRY 
r application  for  membership  which  affords 
jtection  against  loss  of  income  from  accident 
d sickness  (accidental  death,  too)  as  well  as 
aefits  for  hospital  expenses  for  you  and  all 
ur  eligible  dependents. 


Results  With 


ANTE  PAR5 


against 


PINWORMS 


In  clinical  trials,  over  80%  of  cases  have 
been  cleared  of  the  infection  by  one  course 
of  treatment  with  ‘Antepar.’ 

Bumbalo,  T.  S.,  Gustina,  F.  J., 
and  Oleksiak,  R.  E. : 

J.  Pediat.  44:386,  1954. 

White,  R.  H.  R.,  and 
Standen,  0.  D. : 

Brit.  M.  J.  2:755,  1953. 


against 


ROUNDWORMS 


“Ninety  per  cent  of  the  children  passed  all 
of  their  ascarides  ...” 

Brown,  H.  W. : 

J.  Pediat.  45:419,  1954. 

‘SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 

‘TABLETS  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

250  mg.  or  500  mg.,  Scored 
Bottles  of  100. 


Pads  of  directions  sheets  for  patients  avail- 
able on  request. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  New  York 
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ECKERD’S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 
900  Orange  Street  Manor  Park 
WILMINGTON,  DELAWARE 


A Store  for  . . . 

ilent/ee/ 

tyi/io  'j/ie  ST/myt 

LEIBO  WITZ’S 

224-226  Market  Street 
Wilmington,  Delaware 


George  T.  Tobin  & Sons 

BUTCHERS 


NEW  CASTLE,  DELAWARE 

Phone  N.  C.  341 1 


PARKE 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 
• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  11,  Pa. 


Foot-so-Port 
Shoe  Construction 
and  its  Relation 
to  Weight 
Distribution 


• Insole  extension  and 
of  heel  where  support  is 

• Special  Supreme  rubber  heels  are  longer  than 
most  anatomic  heels  and  maintain  the  appearance 
of  normal  shoes. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon  which 
also  cushions  firmly  and  uniformly. 

• Foot-so-Port  lasts  were  designed  and  the  shoe  con- 
struction engineered  with  orthopedic  advice. 

• Over  nine  million  pairs  of  men's, women's  and  chil- 
dren's Foot-so-Port  Shoes  have  been  sold. 

• By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio,  club 
feet  and  all  types  of  abnormal  feet  than  any  other 
manufacturer. 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 
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PATRONIZE 

OUR 

ADVERTISERS 


POST-GRADUATE 

COURSES 

Allergy 
Cardiology 
Dermatology 
Arthritis 
Hematology 
Electrocardiography 
Advances  In  Medical  Practice 

• 

For  Catalogue  and  Registration  write 

Albert  Einstein  Medical  Center 

Philadelphia  47,  Pa. 
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continuing 
confirmation 
of  a 

“versatile  and 
life-saving" 
agent* 
in  pediatric 
practice 


® 


for  therapy  and  prophylaxis  of 
infection  — in  premature  and 
newborn  babies  — in  infants  and 
older  children 

as  . . a valuable  adjunct  to 
competent  management  of  the 
infections  of  childhood."* 
Available  in  a wide  variety  of 
special  dosage  forms: 


Oral  (Pediatric  Drops;  Oral  Suspension) 

Intravenous 

Intramuscular 

Aerosol 

Soluble  Tablets  ( for  administration 

through  an  indwelling  tube  in 
premature  infants) 

Ointment  (topical) 

Ophthalmic  Ointment  and  Solution 


•Farley,  W.  J.:  Oxytetracycline  in  Pediatrics, 
Internat.  Rec.  Med.  768:140  (March)  1955. 


PFIZER  LABORATORIES,  Brooklyn  6,  N.  Y. 
Division,  Chas.  Pfizer  & Co..  Inc. 
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Upjohn 

Ulcer  protection 
that 

lasts  all  night; 


Pamine-Phenobarbital 

BROMIDE 


Tablets 


Each  FULL-STRENGTH  tablet  contains: 

Phenobarbital  15.0  mg.  gr.) 

Methscopolamine  bromide 2.5  mg. 


Dosage: 

One  tablet  one-half  hour  before  meals,  and  1 to  2 
tablets  at  bedtime. 


Each  HALF-STRENGTH  tablet  contains: 

Phenobarbital  8.0  mg.  (%  gr.) 

Metbscopolamine  bromide  1.25  mg. 

Dosage: 

While  the  dosage  and  indications  are  the  same  as  for 
the  full-strength  tablets,  this  tablet  allows  greater  flex- 
ibility in  regulating  the  individual  dose,  and  may  be 
employed  in  less  severe  gastrointestinal  conditions. 

Supplied: 

Both  strengths  in  bottles  of  100  tablets;  the  full- 
strength  tablets  also  available  in  bottles  of  500. 


Elixir 


Each  5 cc.  (approx.  1 tsp.)  contains: 


Phenobarbital  8.0  mg. 

Methscopolamine  bromide  1.25  mg. 

Alcohol  20% 


(y8  gr.) 


Dosage: 

1 to  2 teaspoonfuls  three  or  four  times  daily,  depend- 
ing upon  requirements  in  the  individual  patients. 

Supplied:  Pint  bottles 

Trademark,  reg.  u.  s.  pat.  off.  — the  upjohn  brand  of  methscopolamine 


The  Upjohn  Company,  Kalamazoo,  Michigan 
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Enjoy  instant , plentiful  hot  water 


For  downright  convenience, 
comfort  and  health  of  your 
family  — you  should  have 
an  ample,  reliable  supply 
of  hot  water!  With  an  Auto- 
matic Gas  Water  Heater  in 
your  Home,  you’re  sure  of 
all  the  hot  water  you  want, 
when  you  want  it.  For  light- 
ening household  tasks, 
bathing,  cleaning,  dish- 
washing, laundering  and 
many  other  uses.  Besides,  you  save  time  and 
worry,  for  you’re  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation  of 
an  Automatic  Gas  Water  Heater  in  your  home  now. 
Ask  your  Plumber,  or  stop  in  to  see  us. 


DELAWARE  POWER  E LIGHT  CO. 

“7& 


With  an  Automatic  Gas 

WATER  HEATER 
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THERAPEUTIC  BILE 

for  patients  with  liver  and  gallbladder  disorders 


confirmed 
in  the  laboratory 

In  the  isolated  perfused 
liver  (rat),  hydrocholer- 
esis  with  Decholin  So- 
dium increases  bile  flow 
200  to  300  per  cent  — 
with  no  increase  in  total 
solids.2 


(A)  //ydrocholeresis: 
Bile  capillaries  (rabbit 
liver)  are  filled  with  di- 
lute bile  15  minutes  after 
i.v.  injection  of  sodium 
dehydrocholate. 

(B)  Untreated  control. 


1 


Photomicrographs  Demon- 
strate i/ytfrocholeresis:  In- 
creased Secretion  ot  Highly 
Dilute  Bile1 


confirmed 
in  practice 


“Since  bile  of  this  nature  and  in  this  large  output  can 
flush  out  even  the  smaller  and  more  tortuous  biliary 
radicles,  hydrocholeresis  [with  Decholin  and  Decholin 
Sodium]  aids  in  removal  of  inspissated  material  and 
combats  infection.”3 

Decholin®— Decholin  Sodium® 


“true  hydrocholeresis 
—a  marked  increase 
both  in  volume  and 
fluidity  of  the  bile ”3 


Decholin  Tablets  (dehydrocholic  acid,  Ames)  3%  gr. 
(0.25  Gml  Decholin  Sodium  (sodium  dehydrocholate,  Ames) 
20%  aqueous  solution:  ampuls  of  3 cc.,  5 cc.  and  10  cc. 


(1)  Clara,  M.:  Med.  Monatsschr.  7:356,  1953.  (2)  Brauer,  R.  W„  and 
Pessotti.  R.  L.:  Science  1/5:142,  1952.  (3)  Schwimmer,  D.;  Boyd, 
L.  J..  and  Rubin.  S.  H.:  Bull.  New  York  M.  Coll.  26:102,  1953. 


63255 

AMES  COMPANY,  INC  • ELKHART,  INDIANA  Ames  Company  of  Canada,  Ltd.,  Toronto 


for  strong,  sturdy,  solid  growth 


Lactum 


LIQUID  OR 


POWDERED 


NUTRITIONALLY  SOUND  FORMULA  FOR  INFANTS 

Lactum^-fed  babies  get  all  tbe  proved  benefits  of  a 
cow’s  milk  and  Dextri-Maltose®  formula.  Mothers 
appreciate  the  convenience  and  simplicity  of  this 
ready-prepared  formula.  Physicians  are  assured  the 
important  protein  margin  of  safety  for  sturdy  growth. 


iisS 


'"Vi, 


Lactum-fed  babies  are  typically  sturdy  babies  because  Lactum 
supplies  ample  protein  for  sound  growth  and  development. 

The  generous  protein  intake  of  babies  fed  milk  and 
carbohydrate  formulas  such  as  Lactum  promotes  the  formation 
of  muscle  mass.  It  also  provides  for  good  tissue  turgor 
and  excellent  motor  development.1 

(1)  Jeans,  P.  C.,  in  A.  M.  A.  Handbook  of  Nutrition, 
ed.  2,  Philadelphia,  Blakiston,  1951,  pp.  275-278. 
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SYMBOL  OF  SERVICE  TO  THE 
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Strep  sore  throat 

responds  readily  to 

L 0 r Y c 

(Erythromycin,  Lilly) 

Temperature  normal,  throat  culture  negative,  usually 
within  twenty-four  hours.  Notably  safe  and  well  tolerated. 

Q? 

dosage:  1 to  1.5  Gm.  daily  in  divided  doses. 


■ 
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It  takes  a lot  off  telling 


Seeing  the  doctor  promptly  when  disturbing  physical  symp- 
toms appear  is  not  a thing  most  people  will  do  readily,  as 
you  well  know.  The  fact  is,  they  take  some  “telling.” 

And  being  reminded,  once  or  twice  even,  of  the  impor- 
tance of  prompt  and  proper  medical  care  is  not  enough. 
People  have  to  be  told  time  and  again.  The  message  has 
to  be  kept  alive  until  they  recognize  its  truth  — and 
act  accordingly. 

For  more  than  27  years,  Parke-Davis  has  promoted  the 
“See  your  doctor”  idea.  On  these  pages  are  a few  of  the 
233  advertisements  that  have  appeared  thus  far.  These 
messages  are  being  published  in  LIFE,  SATURDAY 
EVENING  POST,  TIME,  and  TODAY’S  HEALTH. 
And  you  can  be  reasonably  sure  that  the  millions  who 
read  these  magazines — and  are  seeing  these  advertisements 
— include  many  of  your  patients. 

Any  suggestions  that  you  yourself  may  have  for  making 
this  series  more  useful  to  the  public  — and  to  the  medical 
profession  — are  always  welcome. 


DETROIT  32,  MICHIGAN 
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ME  B ARAL* 


BRAND  OF  MEPHOBARBITAl 


for  the  hyperexcitability 
so  often  found  in 


\V  i i / 


WINTHROP 


m 


hypertension 
hyperthyroidism 
convulsive  disorders 
difficult  menopause 
psychoneurosis 
hyperhidrosis 


Mebaral's  soothing  sedative  effect  is  obtained  without  significantly 
clouding  the  patient's  mental  faculties. 


Average  Dose: 

Adults  — 32  mg.  to  0.1  Gm.  (optimal  50  mg.), 

3 or  4 times  daily. 

Children  — 16  to  32  mg.,  3 or  4 times  daily. 

Tasteless  tablets  of  32  mg.  (Vi  grain) 

50  mg.  (3A  grain) 

0.1  Gm.  (l’/2  grains) 

0.2  Gm.  (3  grains)  scored. 
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1950  Cortone  ® 

1952  Hydrocortone0 

1954  ‘Alflorone’ 

1955  'Hydeltra1 

DELTM  tablets 

(Prednisone,  Merck)  2.5  mg. -5  mg.  (scored) 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


the  delta!  analogue  of  cortisone 

Indications: 

Rheumatoid  arthritis 

Bronchial  asthma 
Inflammatory  skin  conditions 


:oot-so-Port 
ihoe  Construction 
ind  its  Relation 
o Weight 
>istribution 


• Insole  extension  and 
of  heel  where  support  is 

• Special  Supreme  rubber  heels  are  longer  than 
most  anatomic  heels  and  maintain  the  appearance 
of  normal  shoes. 

• The  patented  arch  support  construction  is  guar- 
anteed not  to  break  down 

•Innersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon 
which  also  cushions  firmly  and  uniformly. 

• Foot-so-Port  lasts  were  designed  and  the  shoe 
construction  engineered  with  orthopedic  advice. 

0 NOW  AVAILABLE!  Men’s  conductive  shoes. 
N.B.F.U.  specifications.  For  surgeons  and  operating 
room  personnel. 

• By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio, 
club  feet  and  all  types  of  abnormal  feet  than  any 
other  manufacturer. 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agertcy.'Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 


a new 


anti-anxiety 

factor 


® 

Philadelphia  2, Pa. 


Appropriate  to  an  age  of  mental  and  emotional  stress, 

EQUANIL  has  demonstrated  remarkable  properties  for  promoting 
equanimity  and  release  from  tension, 
without  mental  clouding. 

EQUANIL  is  a pharmacologically  unique  anti-anxiety  agent 
with  muscle-relaxing  features. 

Acting  specifically  on  the  central  nervous  system, 
it  has  a primary  place  in  the 
management  of  patients  with  anxiety  neuroses, 
tension  states,  and  associated  conditions.1-2 
In  clinical  trials,  patients  respond  with  “.  . . lessening  of  tension, 
reduced  irritability  and  restlessness,  more  restful  sleep, 
and  generalized  muscle  relaxation.”2 
It  is  a valuable  adjunct  to  psychotherapy. 

Clinical  use  is  not  limited  by  significant  side-effects, 
toxic  manifestations,  or  withdrawal  phenomena.1-2 
Supplied:  Tablets,  400  mg.,  bottles  of  48. 


•Trademark 


1.  Selling,  L.S. : J.A.  M.A.157 : 1594  (April  30)  1955. 2.  Borrus,J.C.:J.A.M.A.157;  1596  (April  30)  1955. 
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dangers  of  acid-base  imbalance  — is  character- 
istic of  the  organomercurials.  In  contrast,  the 
diuretic  activity  of  carbonic  anhydrase  inhibitors, 
acidifying  salts,  and  the  resins  depends  on  pro- 
duction of  acidosis. 

TABLET 

NEOHYDRIN 

BRAND  OF  CHLORMERODRIN  (18.3  MG.  OF  3 -CH  LOR  OM  ERC  U R I 

-2-METH0XY-PR0PYLUREA  IN  EACH  TABLET) 

• action  not  dependent  on  production  of  acidosis 

• no  “rest”  periods ...  no  refractoriness 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN 


BRAND  OF  MERALLURIDE  INJECTION 


LABORATORIES,  INC.,  MILWAUKEE  1,  WISCONSIN 


SODIUM 


1952 

Hydrocortone® 


1954 

'Alflorone' 


1955 

Deltra® 


Hydeltra 

2.5  mg.-5  mg. 

(scored) 

Hydeltra 

Hydeltra 

'Hydeltra' 
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New  Booklet  Available  to  Aid 
Management  of  Overweight  Patients 


How  to  Reduce 


STAY 

REDUCED 


The  1955  edition  of  the  well-known  Knox  “Eat- 
and-Reduce”  booklet  eliminates  calorie  counting 
for  your  obese  patients.  This  year’s  edition  is 
based  on  the  use  of  Food  Exchange  Lists'  which 
have  proved  so  accurate  in  the  dietary  manage- 
ment of  diabetics.  These  lists  have  been  adapted 
to  the  dietary  needs  of  patients  who  must  lose 
weight. 

The  first  18  pages  of  the  new  booklet  present  in 
simple  terms  key  information  on  the  use  of  Food 
Exchanges  (referred  to  in  the  book  as  Choices). 
In  the  center,  double  gatefold  pages  outline  color- 
coded  diets  of  1200,  1600,  and  1800  calories  based 
on  the  Food  Exchanges.  Physicians  will  find 
these  diets  easy  to  revise  to  meet  the  special 
needs  of  individual  patients. 

To  help  patients  persevere  in  their  reducing 


plans,  the  last  14  pages  of  the  new  Knox  booklet 
are  devoted  to  more  than  six  dozen  tested , low- 
calorie  recipes.  Please  use  the  coupon  below  to 
obtain  copies  of  the  new  “Eat-and-Reduce”  book- 
let for  your  practice. 

1.  Developed  by  the  U.  S.  Public  Health  Service  assisted  by  committees  i f 
The  American  Diabetes  Assn.,  Inc.  and  The  American  Dietetic  Assn. 


Chas.  B.  Knox  Gelatine  Co.,  Inc. 

Professional  Service  Dept.  SJ-10 
Johnstown,  N.  \ . 

Please  send  me copies  of  the  neiv  illustrated 

Knox  “ Eat-and-Reduce ” booklet  based  on  Food 
Exchanges. 
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Add  Elegance  and 
Appetite- Appeal 

to  the  S ich-Traif 


r j ■'here’s  anticipated  pleasure  when  the  patient  sees  an  appetizing, 
colorful  glass  of  wine  on  the  table  or  tra\ — wine  adds  that  touch 
ot  "elegance”  which  gives  a psychological  lift  at  a time  when  it  is 
most  needed. 

And  there  are  also  well-authenticated  physiological  reasons  to 
account  for  the  valuable  role  ot  wine  as  a nutrient  beverage  for  the 
convalescent  and  the  aging  patient: 

Recent  controlled  research  shows  that  just  2 or  5 oz.  of  a dry  wine 
can  markedly  increase  olfactory  acuity,  increase  the  desire  for  food 
(as  in  anorexia)  and  actually  aid  digestion. 

1 he  effect  of  wine  on  free  and  total  gastric  acidity  has  been  found 
to  differ  markedly  from  that  of  plain  alcohol.  Because  of  the  buffer- 
ing action  of  its  phosphates,  organic  acids  and  tannins,  the  action 
ot  wine  is  gentler  and  more  prolonged. 

Wine  is  also  notable  for  other  desirable  vasodilating,  diuretic,  and 
relaxant  properties,  and  helps  to  allay  restlessness  and  irritabilitj' 
in  the  sick  and  elderly. 

A little  Port  or  Sherry  at  bedtime  affords  a valuable  aid  to  normal 
sleep  and  may  obviate  the  need  for  sedative  medication. 

Recent  results  of  laboratory  and  clinical  research  on  the  medical 
attributes  of  wine  have  been  condensed  into  a small  brochure  entitled 
“Uses  of  Wine  in  Medical  Practice."  A copy  is  available  to  you — at 
no  expense — by  writing  to:  Wine  Advisory  Board,  717  Market 
Street,  San  Francisco  5,  California. 
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Upjohn 


KALAMAZOO 

Indicated  wherever  oral 
cortisone  or  hydrocortisone 
is  effective  Available  in  5 mg. 
tablets  in  bottles  of  30  and  100 
Usual  dosage  is  'A  to  1 tablet  three  or 
four  times  daily 

sone* 


*Trademark  for  the  Upjohn  brand  of  prednisone  (delta-1- cortisone) 
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Protected  Penicillin 

means  Systemic  Penicillin 


BICILLIIST 
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for  routine 
protection 
of  children 
from 

Ijjp 

and  | 

give  this  superior,  three-in 


one  triple  vaccine 


Diphtheria 
Tetanus 
Pertussis 


Accepted  by  The  Council  on  Pharmacy  and  Chemistry 

of  The  American  Medical  Association 

► highly  concentrated 
- 99%  of  non-specific  protein  removed 
» maximal  antigenicity 


Supplied:  single  and  in  five  immunization  packages 

of  Diphtheria  and  Tetanus  Toxoids 
(alum  precipitated)  and  Pertussis  Vaccine  combined. 

Also  available:  DTP  (Plain):  without  alum 

when  more  rapid  immunization  is  needed.  The  National  Drug  Company,  Philadelphia  44,  Pa. 
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The  individualized  formula 
is  the  foundation  of  the 
infant’s  health  and 
future  development 

For  3 generations  KARO  has  been  the 
foundation  of  the  individualized  formula 

Karo  is  well  tolerated,  easily  digested,  gradually 
absorbed  at  spaced  intervals  and  completely 
utilized.  It  is  a balanced  fluid  mixture  of  maltose, 
dextrins  and  dextrose  readily  soluble  in  fluid 
whole  or  evaporated  milk.  Precludes  fermen- 
tation and  irritation.  Produces  no  intestinal 
reactions.  Is  hypo  allergenic.  Bacteria-free  Karo 
is  safe  for  feeding  prematures,  newborns,  and 
infants — well  and  sick. 

Light  and  dark  Karo  are  interchangeable  in 
formulas;  both  yield  60  calories  per  tablespoon. 

CORN  PRODUCTS  REFINING  COMPANY 

17  Battery  Place,  New  York  4,  N.  Y. 
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With  “Premarin,”  relief 
of  menopausal  distress  is 
prompt  and  the  “sense  of  well-being” 
imparted  is  highly  gratifying 
to  the  patient. 


''Premarin”® — Conjugated  Estrogens  (equine) 
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In  a Filter  Cigarette. . . 
its  theFilterlbu  Depend  on 


The  VICEROY  filter  tip  contains 
20,000  tiny  filter  traps,  made  through 
the  solubilization  of  pure  natural 
material.  This  is  twice  as  many  of 
these  filter  traps  as  any  other  brand. 


We  believe  this  simple  fact  is  one 
of  the  principal  reasons  why  so 
many  doctors  smoke  and  recommend 
VICEROY — the  cigarette  you  can 
really  depend  on! 


ONLY  VICEROY  GIVES  YOU 


TWICE  AS  MANY  OF 
THESE  FILTER  TRAPS  AS 
ANY  OTHER  BRAND! 


Viceroy 

filter  ip 

CIGARETTES 

KING-SIZE 


Viceroy 


World’s  Most  Popular  Filter  Tip  Cigarette 
Only  a Penny  or  Two  More  I 

Than  Cigarettes  Without  Filters 


Mean  Serum  Levels  After  Intramuscular 
Injection  of  Terramycin. 


, YOlN  INTRAlviijgQm  Af^ 


HOURS 


“The  absorption  into  the  blood  stream  after 
injections  of  various  dosages  was  very  rapid, 
and  in  fifteen  minutes  a high  therapeutic  level 
was  obtained. . . 

O'Regan,  C.,  and  Schwarzer,  S.:  J.  Pediat.  44:172  (Feb.) 
1954. 


Whenever  oral  administration  is  impracticable 
or  contraindicated  — 

Whenever  speedy  broad-spectrum  antibiotic 
effects  are  needed- 
intramuscular  Terramycin  has  proved  it- 
self an  agent  of  choice,  efficacious 
and  well  tolerated. 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
Brooklyn  6,  N.Y. 
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It's  well  past  midnight.  Again. 
And  still  her  night  keeps 
ticking  away:  no  sleep  ...  no 
rest  ...  no  sleep  ...  no  rest. 

If  she  were  your  patient,  you’d 
relieve  her  insomnia  with  — 


short-acting  N El  IV1  BUTAll 


A dose  of  only  3A  to  1-gr. 
is  enough  to  erase  anxiety, 
worries,  tension.  And  to  induce 
drowsiness,  followed  by 
refreshing  sleep.  With  short- 
acting Nembutal,  there  is 
little  drug  to  be  inactivated, 
short  duration  of  effect,  wide 
margin  of  safety  and  little 
tendency  toward  morning-after 
hangover.  Which  is  why: 
in  equal  doses,  no  other 
barbiturate  combines  quicker, 
briefer,  more  profound  effect. 


(X&trott 


©{PENTOBARBITAL,  ABBOTT) 
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now  available 
for  clinical  use. 


Meticortelone  possesses  antirheumatic  and  anti-inflammatory 
effectiveness  and  hormonal  properties  similar  to  those  of  Meticor- 
ten,1'5  the  first  of  the  new  Schering  corticosteroids.  Both  are  three  to 
five  times  as  potent,  milligram  for  milligram,  as  oral  cortisone  or  hydro- 
cortisone. Meticortelone  and  Meticorten  therapy  is  seldom 
associated  with  significant  water  or  electrolyte  disturbances. 

Meticortelone  is  an  analogue  of  hydrocortisone,  as  Meticorten 
is  of  cortisone.  The  availability  of  these  new  steroids,  both  discovered 
and  introduced  by  Schering,  provides  the  physician  with  two  thera- 
peutic agents  of  approximately  equal  effectiveness. 

Meticortelone  is  now  available  as  5 mg.  buff-colored  tablets, 
scored,  bottles  of  30  and  100.  In  the  treatment  of  rheumatoid  arthritis, 
dosage  begins  with  an  average  of  20  to  30  mg.  (4  to  6 tablets)  a day. 
This  is  gradually  reduced  by  2.5  to  5 mg.  until  daily  maintenance 
dosage,  which  may  be  between  5 to  20  mg.,  is  reached.  The  total 
24-hour  dose  should  be  divided  into  four  parts  and  administered  after 
meals  and  at  bedtime.  Patients  may  be  transferred  directly  from 
hydrocortisone  or  cortisone  to  Meticortelone  without  difficulty. 


bibliography:  (1)  Bunim,  J.  J.;  Pechet,  M.  M.,  and  Bollet,  A.  J.:  J.A.M.A.  757:311,  1955. 
(2)  Waine,  H.:  Bull.  Rheumat.  Dis.  5:81,  1955.  (3)  Tolksdorf,  S.,  and  Perlman,  R:  Fed.  Proc. 
14:311,  1955.  (4)  Herzog,  H.  L.,  and  others:  Science  727:176,  1955.  (5)  King,  J.  H.,  and 
Weimer,  J.  R.:  Experimental  and  clinical  studies  on  Meticorten  (prednisone)  and  Meticor- 
telone (prednisolone)  in  ophthalmology,  A.M.A.  Arch.  Ophth.,  to  be  published.  (6)  Boland, 
E.  W.:  California  Med.  52:65,  1955;  abs.  Curr.  M.  Digest  22:53,  1955.  (7)  Dordick,  J.  R.,  and 
Gluck,  E.  J.:  J.A.M.A.  755:166,  1955.  (8)  Margolis,  H.  M.,  and  others:  J.A.M.A.  755:454, 
1955.  (9)  Barach,  A.  L.;  Bickerman,  H.  A.,  and  Beck,  G.  J.:  Dis.  Chest  27:515,  1955. 
(10)  Arbesman,  C.  E.,  and  Ehrenreich,  R.  J.:  J.  Allergy  26:189,  1955.  (11)  Skaggs,  J.  T.; 
Bernstein,  J.,  and  Cooke,  R.  A.:  J.  Allergy  26:201,  1955.  (12)  Schwartz,  E.:  J.  Allergy,  26:206, 
1955.  (13)  Robinson,  H.  M.,  Jr.:  J.A.M.A.  755:473,  1955.  (14)  Dordick,  J.  R.,  and  Gluck,  E.: 
Preliminary  Clinical  trials  with  prednisone  (Meticorten)  in  systemic  lupus  erythematosus, 
A.M.A.  Arch.  Dermat.  & Syph.,  in  press.  (15)  Nelson,  C.  T. : J.  Invest.  Dermat.  24:377,  1955. 

first  of  the  new  Schering  corticosteroids 

METICORTEN 

PREDNISONE,  SCHERING  (MET  ACORTANDRACIN) 


• replacing  the  older  corticosteroids  in 

rheumatoid  arthritis1  ’2’6-8  certain  skin  disorders  such  as  disseminated 
intractable  asthma912  lupus  erythematosus,13’14  acute  pemphi- 

eye  disorders5  gus,13-15  atopic  dermatitis15  and  other 

allergic  dermatoses 

• more  active  than  hydrocortisone  or  cortisone,  milligram  for  milligram 
> relatively  free  of  significant  water  or  electrolyte  disturbances  5 


Meticorten  is  available  as  5 mg.  scored,  white  tablets  in  bottles  of  30  and  100. 
Meticortelone,*  brand  of  prednisolone  (metacortandralone). 

Meticorten,*  brand  of  prednisone  (metacortandracin).  mij-ii 


*T.M, 
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'Ilotycin’ 

(ERYTHROMYCIN,  LILLY) 


'Ilotycin’  kills  susceptible  pathogens  of  the 

respiratory  tract.  Therefore,  the  response  is  de- 
cisive and  quick.  Bacterial  complications  such 
as  otitis  media,  chronic  tonsillitis,  and  pyelitis 
are  less  likely  to  occur. 

Most  pathogens  of  the  respiratory  tract 
are  rapidly  destroyed.  Yet,  because  the  coli- 
form  bacilli  are  highly  insensitive,  the  bacterial 
balance  of  the  intestine  is  seldom  disturbed. 

'Ilotycin’  is  notably  safe  and  well  toler- 
ated. Urticaria,  hives,  and  anaphylactic  reac- 


Over  96%  of  all  acute  bacterial 
respiratory  infections 
respond  readily 

tions  have  not  been  reported  in  the  literature. 

Staphylococcus  enteritis,  avitaminosis,  and 
moniliasis  have  not  been  encountered. 

Gastro-intestinal  hypermotility  is  not  ob- 
served in  bed  patients  and  is  seen  in  only  a small 
percentage  of  ambulant  patients. 

Available  as  specially  coated  tablets,  pedi- 
atric suspensions,  I.V.  and  I.M.  ampoules. 


QUALITY  / RESEARCH  INTEGRITY 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.  S.  A. 
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THE  MEDICAL  SOCIETY  OF  DELAWARE* 

Lewis  B.  Flinn,  M.D., 
Wilmington,  Del. 

Last  January  1st,  when  I succeeded  to 
the  Presidency  of  this  Society,  I asked  my- 
self several  questions:  For  what  purpose 
was  the  Medical  Society  of  Delaware 
founded?  How  nearly  has  that  purpose 
been  achieved?  Is  that  purpose  still  worth 
our  striving  for;  and,  if  so,  what  can  and 
should  we  do  about  it?  Perhaps  many  of 
you  may  not  have  confronted  yourselves 
with  these  questions.  Certainly  upon  their 
answer  depends  the  future  of  the  State  So- 
ciety. 

The  first  question  is  the  easiest  and  has 
been  well  documented.1’2’3’4  The  story  of 
our  early  history  is  truly  inspiring.  You 
will  recall  that  a few  physicians  organized 
the  Delaware  State  Medical  Society  in 
1776.  In  1789  it  was  incorporated  under 
the  title  of  The  President  and  Fellows  of 
the  Medical  Society  of  Delaware,  the  sec- 
ond oldest  state  medical  society  to  become 
incorporated.  From  the  petition  “To  the 
Honorable  the  General  Assembly  of  the 
Delaware  State”  I quote  three  paragraphs: 

“That  at  this  period  of  improvement  & 
civilization  when  our  country  is  so  com- 
mendably  employed  in  cultivating  the  arts 
of  peace,  & securing  prosperity  at  home,  & 
respectability  abroad;  nothing  conductive 
to  those  important  purposes  can  be  deemed 
unworthy  the  attention  of  a liberal  & en- 
lightened Legislature. 

“From  the  rising  opulence  & populous- 
ness of  the  State,  & from  the  general  in- 
salubrity of  our  country,  the  number  of 
Physicians  must  probably  always  be  large. 
It  becomes  therefore  an  object  of  import- 
ance to  the  State,  that  Medicine  should  be 
cultivated  with  ardour  & diligence. 

“The  communication  of  useful  observa- 
tions and  enquiries,  and  combining  the 
medical  wisdom  & ability  of  the  State  into 

Presidential  Address,  delivered  before  the  Medical  Society 
of  Delaware,  Wilmington,  October  17,  1955. 


a society,  will  be  most  probable  means  of 
attaining  this  end.  And  nothing,  we  con- 
ceive, will  facilitate  the  undertaking  more 
than  a Legislative  Act  of  Incorporation.” 

From  the  Act  of  Incorporation  itself,  I 
quote  as  follows: 

“Whereas,  The  practice  of  medicine  is 
of  acknowledged  and  extensive  benefit  to 
society,  and  therefore  ought  to  be  pro- 
moted and  encouraged,  and 

“Whereas,  It  is  of  great  consequence 
that  the  same  should  be  conducted  on 
some  permanent  establishment  of  regular- 
ity and  permanent  utility;  for  the  pur- 
poses whereof  — etc.” 

The  first  president  was  James  Tilton, 
M.D.,  who  served  in  that  office  from  1789 
to  1822.  Dr.  Tilton  was  a most  prominent 
and  distinguished  gentleman  whose  biogra- 
phy makes  delightful  reading  but  which 
can  not  be  detailed  here. 

In  1819  “An  Act  to  Regulate  the  Prac- 
tice of  Medicine  and  Surgery  in  This  State” 
was  passed.  Since  that  time  it  has  been 
revised  in  one  way  or  another  ten  times. 
The  most  recent  revision  occurred  during 
the  present  session  of  the  General  Assembly. 

Through  all  the  early  period  regular  sci- 
entific meetings  were  held  and  many  in- 
teresting and  important  papers  were  pre- 
sented. Dr.  Edward  Miller  wrote  authori- 
tatively on  Yellow  Fever  in  1790;  Dr.  Allen 
McLane  in  1823  wrote  “An  Eulogium  to 
the  Memory  of  James  Tilton,  M.D.”  In 
1832  an  epidemic  of  Asiatic  cholera  swept 
through  Delaware. 

The  American  Medical  Association  was 
organized  in  Philadelphia  in  1847.  This  is 
a federacy  of  constituent  state  and  terri- 
torial medical  associations.  Each  state 
medical  society  retains  autonomy.  The 
A.M.A.  can  recommend  to  the  State  So- 
ciety but  has  very  little  disciplinary  action. 
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The  State  Society,  however,  does  have  dis- 
ciplinary action  over  each  county  society 
which  exists  only  by  charter  from  the  State 
Society.  At  the  first  annual  meeting  of  the 
American  Medical  Association  held  in  the 
city  of  Baltimore  in  May,  1848,  the  Medi- 
cal Society  of  Delaware  was  represented  by 
Drs.  Isaac  N.  Jump,  John  D.  Perkins,  and 
Henry  F.  Askew. 

Dr.  Jump  — President,  1857-58  — grad- 
uated from  the  University  of  Pennsylvania 
in  1836,  practiced  in  Dover  and  was  very 
active  in  civil  affairs.  Dr.  Askew  — Presi- 
dent, 1851-55  and  1875-76  — graduated 
from  the  University  of  Pennsylvania  in 
1826,  practiced  in  Wilmington  and  was  a 
founder  of  the  Historical  Society  of  Dela- 
ware, was  Vice-president  of  the  American 
Medical  Association  in  1859  and  President 
in  1867;  the  only  Delaware  physician  to 
achieve  this  honor. 

Also  attending  the  1848  meeting  of  the 
American  Medical  Association  in  Balti- 
more was  Dr.  Lewis  P.  Bush  — President, 
1860-61  — who  represented  the  Medical 
Association  of  Wilmington  and  was  one  of 
the  original  incorporators  of  the  Delaware 
Hospital  in  1889.  Dr.  James  Couper  was 
also  at  the  Baltimore  meeting  as  a perma- 
nent member  of  the  American  Medical  As- 
sociation, one  of  the  original  group  who 
met  the  year  before  in  Philadelphia.  Dr. 
Couper  was  president  of  our  Society  for 
nine  intermittent  years,  first  in  1835.  He 
practiced  in  New  Castle.  He  was  a Vice- 
president  of  the  A.M.A.  in  1863. 

Journalism  has  been  prominent  in  the 
history  of  our  Society.  Various  publica- 
tions occurred  beginning  in  1798.  The 
Delaware  State  Medical  Journal  was  or- 
ganized in  1909.  Dr.  Harold  Springer  was 
editor  for  two  years,  followed  by  Dr.  Albert 
Robin  who  served  in  that  capacity  until 
1916  when  the  present  editor,  Dr.  W.  Edwin 
Bird,  took  office.  We  all  owe  Dr.  Bird  many 
thanks  and  a great  debt  of  gratitude  for 
forty  years  of  continuous  service.  He  has 
in  no  small  measure  been  responsible  for 
much  that  the  state  organization  has  ac- 
complished. 

Our  Society,  therefore,  began  its  career 


with  dignity  and  set  for  itself  the  goal  of 
so  regulating  and  conducting  itself  that  the 
health  and  welfare  of  all  the  citizenry 
might  best  be  nurtured.  Even  in  the  early 
days  great  attention  was  given  to  public 
health.  Delaware  physicians  played  a prom- 
inent part  in  the  early  days  of  the  Amer- 
ican Medical  Association.  What  has  hap- 
pened in  the  last  fifty  years?  The  reorgan- 
ization of  medical  schools  in  1910  largely 
through  the  influence  of  Abraham  Flexner, 
two  world  wars,  rapid  advances  in  biochem- 
istry, bacteriology,  virology,  and  atomic 
physics  have  all  helped  to  produce  start- 
ling changes  in  medicine  and  therefore  in 
the  responsibilities  of  this  Society.  Sixty- 
six  per  cent  of  the  300  members  of  New 
Castle  County  are  listed  now  as  specialists. 
Of  the  26  members  in  Kent  County  and  55 
members  in  Sussex  Sounty  about  30  per 
cent  are  listed  as  specialists.  With  the 
ever-increasing  demands  of  modern  medi- 
cine are  we,  as  a society,  assuming  the  re- 
sponsibility and  leadership  in  keeping  with 
the  traditions  of  the  past?  Is  it  worthwhile 
for  the  State  Society  to  strive  to  do  better? 
Is  there  a need  for  an  active  wide-awake 
forward-looking  State  Society  when  we  have 
so  many  scientific  organizations,  so  many 
specialty  organizations,  hospital  meetings, 
departmental  conferences,  medical  journals, 
and  public  health  bulletins?  My  answer  is 
unequivocally  yes!  We  need  to  come  to 
life!  We  need  to  assume  responsibilities 
to  which  we  have  merely  been  giving  lip 
service.  We  need  to  protect  our  heritage 
and  meet  the  future  with  confidence. 

How  should  this  be  done?  I do  not  have 
the  entire  answer.  I do  have  some  sugges- 
tions for  us  all  to  consider.  As  far  as  sci- 
entific medical  presentations  are  concerned, 
it  would  seem  that  the  role  of  the  State 
Society  is  to  stimulate  such  presentations 
and  encourage  publications  in  the  State 
and  other  journals  rather  than  conduct  ex- 
tensive medical  programs  of  its  own.  In  the 
forseeable  future  a scientific  program  at  the 
annual  session  should  suffice.  This  pro- 
gram, however,  should  be  attractive,  in- 
formative, and  interesting.  Authoritative 
summaries  of  advances  in  various  fields 
should  be  presented  for  the  benefit  of  the 
entire  membership,  reserving  detailed 
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papers  in  special  fields  for  consideration  by 
the  various  special  groups  in  their  regular 
meetings  and  conferences  throughout  the 
year.  At  the  same  time  individuals  in  the 
Society  who  may  have  developed  investiga- 
tions of  interest  should  be  encouraged  to 
present  exhibits  or  papers  at  the  annual 
session. 

I wish  to  emphasize  three  major  areas 
which  demand  urgent  attention:  postgrad- 
uate education,  public  relations,  and  ex- 
tension of  medical  care.  The  State  Society 
must  take  the  initiative  but  ultimately 
must  work  through  each  county  society. 
(Chart  I)  In  the  field  of  post  graduate 
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Efforts  must  be  made  to  promote  regional 
scientific  meetings  of  the  many  specialty 
groups;  such  as  the  American  College  of 
Physicians,  American  College  of  Surgeons, 
American  Academy  of  General  Practice, 
American  Heart  Association,  American  Di- 
abetes Association,  American  Cancer  Soci- 
ety, Anti-Tuberculosis  Association,  etc.  It 
is  most  important  to  stimulate  physicians 
to  attend  conferences,  rounds,  and  meetings 
already  scheduled  in  parts  of  the  state  re- 
mote from  their  usual  sphere  of  activity. 
The  doctors  in  New  Castle  must  be  more 
conversant  with  physicians  and  their  prob- 
lems in  Sussex,  and  vice  versa.  It  is  not  to 
be  inferred  that  physicians  in  any  one  area 
are  superior  to  or  are  better  informed  than 
in  another  area.  Each  can  learn  from  the 
other.  The  result  will  be  better  medicine 
practiced,  better  service  given,  a stronger 
society  with  a unified  plan  for  medical  pro- 
gress. The  desirability  of  holding  in  other 
parts  of  the  state  health  forums  such  as 
have  been  so  successfully  held  in  Wilming- 
ton should  be  given  prompt  attention. 

In  the  field  of  public  relations  (Chart 
III)  we  really  need  to  take  a new  look!  It 


CHART  i 

education  (Chart  II)  the  Delaware  Acade- 
my of  Medicine  and  the  University  of  Dela- 
ware should  be  of  great  assistance.  Both 
have  expressed  their  desire  and  willingness 
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to  work  with  us.  A committee  representing 
the  three  organizations  was  activated  some 
six  months  ago.  In  order  to  encourage  at- 
tendance at  existing  medical  meetings  and 
hospital  conferences  throughout  the  state, 
a medical  calendar  of  events  is  to  be  pub- 
lished monthly  in  the  State  Journal  and 
also  mailed  directly  to  every  physician. 
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CHART  III 

has  been  suggested  that  there  be  created  a 
position  of  full  time  executive  secretary; 
probably  a lay  person,  who  will  work 
through  a liaison  committee  with  the  State 
and  County  Medical  Societies.  Our  recent 
experiences  in  Dover  during  the  last  meet- 
ing of  the  legislature  have  highlighted  the 
need  for  legislative  assistance.  Unfortu- 
nately, it  has  become  all  too  clear  that 
many  of  the  legislators  and  a not  incon- 
siderable number  of  other  people  do  not 
hold  physicians  in  very  high  esteem.  It 
must  be  recognized  that  some  of  this  ill 
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feeling  is  due  to  misconduct  on  the  part  of 
a few  doctors.  It  is  also  evident  that  many 
other  physicians  do  not  give  their  patients 
and  the  public  generally  as  much  consider- 
ation as  is  properly  due  them.  There  is 
another  sizable  group  whose  chief  sin  is 
complacency.  Our  public  relations  activ- 
ities must  therefore  include  gradual  educa- 
tion of  physicians  in  regard  to  social  trends 
and  civic  responsibilities.  We  are  all  citi- 
zens as  well  as  physicians!  Can  the  Wom- 
en’s Auxiliary  be  of  real  assistance  here? 

The  ignorance  of  the  public  about  what 
physicians  really  do,  about  how  many  hours 
they  work,  often  without  remuneration, 
and  about  their  true  concern  for  the  pa- 
tient’s welfare  is  a most  important  factor 
in  the  present  general  misunderstanding. 
This  self-sacrificing  interest  is  so  much  a 
part  of  the  true  physician’s  make-up,  of  his 
whole  being,  that  he  is  very  naturally  re- 
luctant to  call  attention  to  it.  One  does 
not  like  to  advertize  such  characteristics. 
Nevertheless,  if  this  side  of  the  doctor’s 
life  and  practice  can  be  unostentatiously 
but  convincingly  presented  to  his  fellow 
citizen,  it  will  go  a long  way  toward  im- 
proving public  relations.  The  new  lay  rep- 
resentative that  has  been  proposed  might 
well  direct  a quiet  long-term  campaign  in 
this  regard. 

Another  area  of  great  urgency  and  close- 
ly tied  with  public  relations  is  the  exten- 
sion of  medical  care  (Chart  IV).  This  in- 
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CHART  IV 

eludes  adequate  physician  coverage.  There 
are  areas  within  the  city  of  Wilmington 
and  in  certain  rural  areas  where  such  cov- 
erage is  inadequate  at  the  present  time.  In 
thirty-seven  states  there  are  physician 
placement  agencies.  In  a state  the  size  of 
Delaware,  can  not  this  situation  be  handled 
by  each  county  society?  What  sort  of 
stimulation  is  needed  to  spur  the  county 


societies  to  action?  In  regard  to  improved 
and  more  equitable  care  of  the  medically 
indigent,  should  we  not  take  the  initiative? 
It  has  been  suggested  that  at  the  next  an- 
nual assembly  we  have  ready  a plan  very 
similar  to  those  of  Pennsylvania  and  Mary- 
land, or  possibly  Tennessee. 

A home  care  program  has  great  promise. 
Several  committees  of  the  State  Society, 
several  hospitals,  and  several  social  agen- 
cies are,  at  present,  exploring  the  practical- 
ity of  such  a plan.  It  has  been  successful 
in  certain  hospitals  in  New  York  and  Pitts- 
burgh. The  hospital  stay  of  many  patients 
can  be  shortened  thus  releasing  more  beds 
and  perhaps  preventing  the  necessity  of 
more  hospital  construction;  home  care  is 
much  cheaper  for  the  patient.  Physicians 
just  starting  in  practice  who  may  be  as- 
signed to  look  after  these  patients  sent 
home  from  the  hospital  are  thus  given  some 
interesting  medical  work  to  do,  and,  in  ad- 
dition, a moderate  stipend.  Futhermore, 
special  opportunity  is  given  for  extending 
the  training  of  house  officers,  particularly 
those  interested  in  general  practice.  Such 
a program,  if  undertaken,  must  be  begun 
carefully,  in  pilot  form,  and  have  to  do  only 
with,  at  least  for  some  time,  the  medically 
indigent. 

Attention  also  must  be  given  to  extension 
of  voluntary  health  insurance.  Here  again 
we  must  take  the  initiative  and  have  cour- 
age to  face  the  facts  of  a rapidly  changing 
economy  and  of  the  present  social  revolu- 
tion. We  must  not  look  backward;  we  must 
not,  on  the  other  hand,  be  stampeded. 
Nevertheless,  we  need  more  realism  than 
wishful  thinking! 

The  time  has  passed  when  even  a young 
physician  can  safely  go  about  his  own  prac- 
tice oblivious  of  the  problems  here  dis- 
cussed. These  problems  may  not  be  as  in- 
teresting as  a clinical  pathological  confer- 
ence; but,  if  not  given  serious  thought  and 
properly  solved,  the  freedom  and  individu- 
ality of  the  practicing  physician  may  well 
disappear.  The  State  Society  is  the  only 
practical  means  of  co-ordinating  policy  for 
Delaware  physicians.  Should  it  fail,  it  will 
become  a useless,  decadent  organization 
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with  a brilliant  past  and  no  future.  Should 
such  a failure  occur,  chaos  must  certainly 
follow;  we  would  have  lost  our  heritage  and 
would  have  no  guide  for  the  future.  My 
plea  is  for  us  all  to  work  diligently  and  con- 
tinuously toward  the  goal  originally  set  by 
the  founders  166  years  ago.  If  we  do  this 
with  humility  and  faith,  we  can  look  for- 
ward with  confidence,  not  only  to  a strong 
state  medical  Society  but  to  improved  med- 
ical service,  increased  medical  knowledge, 
and  greater  dignity  and  happiness  in  the 
practice  of  medicine. 

503  Delaware  Avenue. 
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THE  TREATMENT  OF 
CEREBRAL  VASCULAR  OCCLUSION 
By  Emergency  Histamine  Injection 
Preliminary  Report 

William  T.  Hall,  M.D.,* 
Wilmington,  Del. 

The  treatment  of  cerebral  vascular  oc- 
clusion beyond  supportive  measures  and 
rehabilitation  remains  controversial.  The 
difficulty  in  obtaining  a large  series  of  pa- 
tients in  the  acute  stage  of  the  episode,  and 
the  variable  subsequent  course  are,  in  part, 
accountable.  The  lack  of  agreement  con- 
cerning the  presence  of  a significant  degree 
of  spasm  accompanying  the  occlusion  is 
another  factor.  Because  of  the  small 
amount  of  muscle  seen  microscopically  in 
cerebral  arteries,  it  is  felt  that  a strong 
spasm  causing  ischemia  could  not  exist1.  It 
has  been  pointed  out  that  anoxemia  itself 
is  a strong  vasodilator  and,  therefore,  the 
vascular  channels  about  the  occlusion 
should  be  fully  dilated  beyond  what  any 
drug  could  do.  On  the  other  hand,  Pen- 
field2  noted  intense  constriction  of  the  ar- 
teries of  the  exposed  cortex  following  an 
epileptic  attack  induced  by  electrical  stim- 
ulation. Neurosurgeons  injecting  cerebral 
arteries  for  cerebral  angiograms  have  noted 
spasm  in  the  vessels  and  histamine  injected 


during  craniotomy,  has  produced  visable 
cerebral  vasodilation. 

Stellate  ganglion  blocks,  continuous  daily 
intravenous  drips  of  histamine3  and  inhala- 
tion of  2V2  to  5%  CO.  with  oxygen4  are 
some  of  our  present  methods  of  active  treat- 
ment. They  are  all  attempts  to  increase 
blood  flow  to  the  ischemic  area  by  cerebro- 
vascular dilation.  They  require  hospitaliz- 
ation and  the  attendant  delay.  Since  nerve 
tissue  is  most  susceptable  to  anoxia,  it  is 
desirable  that,  if  vasodilation  is  effective, 
it  be  accomplished  as  soon  as  possible. 

An  effective  oral  or  rectal  drug  to  be  ad- 
ministered by  the  patient  or  the  family 
would  be  best.  An  injectable  in  the  hands 
of  the  family  physician  would  be  next. 
Histamine  causes  a greater  increase  in 
blood  flow  to  the  central  nervous  system 
than  any  other  drug  known5. 

After  reviewing  the  literature,  I have  in- 
jected seven  patients  intravenously  with 
lcc  or  less.  These  cases  are  reported  here 
in  the  hope  of  stimulating  others  to  investi- 
gate the  promising  possibilities  of  this 
drug. 

Method 

The  diaphragm  of  the  stethoscope  is 
placed  on  the  inner  aspect  of  the  upper 
arm  over  the  brachial  artery  and  the  blood 
pressure  cuff  tightened  over  it,  leaving  one 
hand  free.  (Since  the  systolic  pressure  is 
the  more  important,  the  stethoscope  could 
be  dispensed  with  and  the  systolic  pressure 
obtained  by  palpation  at  the  wrist).  The 
cuff  is  then  inflated  as  a tourniquet  and 
with  a syringe  containing  1 mg.  of  hista- 
mine diphosphate  in  lcc,  an  arm  vein  is 
entered.  The  patient  is  warned  that  a 
throbbing  headache  will  soon  develop  but 
he  is  reassured  that  it  will  not  last  long. 
0.1  to  0.3  cc  is  injected  and  the  blood  pres- 
sure checked  at  20  to  30  second  intervals. 
After  each  blood  pressure  check,  it  is  well 
to  empty  the  needle  of  blood  to  prevent 
clotting.  A flush  develops  over  the  head 
and  neck  and  is  followed  by  the  headache. 
If  there  is  too  rapid  fall  in  blood  pressure, 
nausea,  vomiting,  sweating,  and  a shock 
picture  develops.  This  indicates  too  much 
was  injected  initially.  It  is  well  to  termi- 
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nate  the  injection  and  elevate  the  foot  of 
the  bed.  If  the  blood  pressure  does  not  fall 
below  80  mg.  of  mercury  systolic,  subse- 
quent injections  are  made  at  three  minute 
intervals  until  the  full  cc  has  been  ab- 
sorbed. 

Case  1 

A 68  year  old,  obese,  right-handed,  ex- 
ecutive, rather  suddenly  developed  thick- 
ness of  speech  and  right  facial  weakness 
while  sitting  and  drinking  with  friends.  He 
was  carried  to  his  room  because  of  weak- 
ness of  the  right  leg.  One  friend  who  had 
been  with  him  most  of  the  morning  stated 
that  he  had  consumed  only  two  highballs 
and  that  that  was  a moderate  amount  for 
the  patient. 

No  past  medical  history  could  be  ob- 
tained from  the  patient  or  his  friend.  Ex- 
amination of  the  patient  about  twenty  min- 
utes following  this  attack  revealed  a large 
man  of  ruddy  complexion  with  slight  right 
facial  weakness  lying  in  bed,  moving  rest- 
lessly his  left  arm  and  leg.  He  answered 
questions  with  a thick  speech  that  was  co- 
herent slightly  more  often  than  not.  Al- 
though fairly  well  oriented  as  to  time  and 
place,  he  refused  to  accept  the  possibility 
that  he  had  had  a stroke,  and  rejected  any 
suggestion  of  hospitalization.  Breathing 
was  stertorous,  and  between  questions  and 
commands  he  would  lapse  into  a semicoma- 
tose  state.  The  tongue  protruded  slightly 
to  the  right.  There  was  slight  flattening 
of  the  right  face,  and  weakness  was  appar- 
ent on  speaking.  Weakness  of  the  right 
arm  and  leg  was  apparent,  but  was  neither 
flaccid  nor  spastic.  Blood  pressure  110/70, 
pulse  108. 

He  was  given  0.27  mg.  of  histamine 
diphosphate  intravenously  within  one-half 
hour  of  onset  of  symptoms.  His  ruddy  com- 
plexion deepened  slightly.  His  sensorium 
and  speech  cleared  dramatically  within  min- 
utes of  the  injection.  He  joked  with  his 
friend  and  the  examiner,  and  agreed  read- 
ily to  go  to  the  hospital.  On  examination 
at  the  hospital,  about  one  hour  later,  he 
was  found  to  be  normal  in  all  respects.  He 
was  kept  over  night  for  observation  and 
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discharged  the  following  day  without 
further  residual. 

Case  2 

An  81  year  old  right-handed  veteran  of 
the  Spanish-American  War  began  vomiting 
on  January  7,  1953  and  shortly  thereafter 
developed  bilateral  chest  pain  extending 
into  the  axilla  and  helped  somewhat  by 
nitroglycerine.  He  spent  a fairly  restful 
night  but  vomited  twice.  At  9 A.M.  the 
next  morning  he  was  conversing  with  his 
wife  from  the  bathroom  when  he  suddenly 
stopped  talking.  She  hurried  in  and 
found  him  on  the  floor  apparently  para- 
lyzed on  the  right  side  and  speechless.  In 
this  condition  he  was  admitted  to  the  card- 
iology ward  one  and  one-half  hours  later. 

He  had  been  taking  nitroglycerine  for 
post-exertional  chest  pain  for  many  years 
with  satisfactory  relief.  In  1950  he  had 
been  hospitalized  two  months  for  nausea, 
vomiting,  and  melena,  with  the  diagnosis 
of  peptic  ulcer.  Otherwise,  he  had  been  in 
good  health  during  the  ten  years  he  lived 
with  his  present  wife. 

Examination  disclosed  a senile,  fairly 
well-nourished,  white  male  thrashing  about 
in  bed,  making  no  sound,  and  picking  at 
the  covers.  Temperature  was  97.4°F,  pulse 
92,  respirations  24,  and  blood  pressure 
98/74.  His  face  was  expressionless  with 
apparently  decreased  tone  on  the  right  and 
drooping  of  the  right  corner  of  the  mouth. 
The  tongue  protruded  in  the  midline.  The 
eyes  showed  no  constant  deviation,  but 
would  not  follow  objects  or  focus  on  the 
examiner.  The  pupils  were  small  and  equal, 
and  there  was  bilateral  arcus  senilus. 

There  was  weakness  of  the  right  arm  and 
leg  with  some  spasticity,  patellar  clonus, 
questionable  ankle  clonus,  a Babinski  sign 
on  the  right,  and  questionable  Babinski  on 
the  left. 

He  was  given  lmg.  (1  cc)  of  histamine 
diphosphate  intravenously  at  approximate- 
ly 11:00  A.M.  His  face  flushed  and  he 
grimaced  as  if  in  pain.  These  reactions 
passed  rapidly,  and  no  immediate  improve- 
ment was  noted.  About  15  minutes  later 
he  was  seen  sitting  propped  up  in  bed  ap- 
parently reading  the  paper  his  wife  was 
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holding  for  him.  On  examination,  there 
was  still  a right-sided  paralysis,  but  his 
eyes  fixed  readily  on  the  people  in  his  vi- 
cinity, and  although  still  aphasic  he  ap- 
peared cognizant  of  what  was  going  on. 

He  was  given  a second  intravenous  in- 
jection of  1 mg.  (lcc)  of  histamine  diphos- 
phate with  the  usual  flush  and  grimace. 
No  immediate  improvement  was  noted.  It 
was  evident  that  he  could  not  swallow  and 
a nasogastric  tube  was  passed.  It  was 
necessary  to  restrain  his  left  arm  to  pre- 
vent the  patient  from  removing  the  tube. 

He  was  placed  on  nicotinic  acid,  100  mg. 
TID.  The  following  day  it  was  noted  that 
he  could  move  his  right  arm  and  leg  and 
that  he  was  able  to  swallow  without  diffi- 
culty. During  the  following  three  days 
there  was  complete  resolution  of  the  hemi- 
plegia, and  the  patient  was,  in  all  repsects, 
normal  except  for  the  aphasia.  The  old 
twinkle  returned  to  his  eyes  and  with  it  an 
enjoyable  sense  of  humor.  He  was  dis- 
charged on  January  16,  eight  days  after 
admission. 

Case  3 

A 77  year  old,  right-handed,  retired  coal 
miner  was  admitted  for  the  first  time  in 
February,  1951.  At  that  time  a Miles  resec- 
tion for  carcinoma  of  the  rectum,  a transur- 
ethral resection  for  benign  prostatic  hyper- 
trophy, and  a revision  of  the  colostomy 
were  done.  Arteriosclerosis,  cardiac  en- 
largement, right  bundle  branch  block,  and 
hypertension  (approximately  170/80)  were 
noted.  He  was  discharged  in  June,  1951, 
four  months  after  admission. 

In  late  September,  1951  the  patient  sud- 
denly developed  dizziness,  weakness  in  the 
right  shoulder  and  grip,  and  aphasia.  The 
right  arm  reflexes  were  hyperactive.  Motor 
power  and  speech  returned  over  the  next 
fourteen  (14)  days  on  supportive  therapy, 
and  he  was  discharged  nineteen  days  after 
admission. 

In  February,  1952,  a second  transur- 
ethral resection  was  performed.  At  this 
time  he  was  given  digitalis  0.1  Gm  daily 
because  of  increasing  dyspnea  on  exertion. 

In  September,  1952,  he  had  a sudden 
fainting  spell  followed  by  aphasia  which 


cleared  in  the  two  hours  prior  to  admission. 
After  a four  day  period  of  observation  he 
was  discharged. 

His  fifth  admission  at  the  age  of  79  was 
on  January  5,  1953  because  of  episodes  of 
unresponsiveness  of  four  days  duration. 
He  was  found  to  have  a right  pyelone- 
phritis which  responded  to  antibiotic  thera- 
py. Fasting  blood  sugars  of  200  and  165 
were  recorded  and  changes  in  the  electro- 
cardiogram taken  on  January  6,  1953,  con- 
sisting of  minor  changes  in  conduction  of 
unknown  significance,  were  noted. 

On  January  12,  1953  he  developed  an 
occlusion  of  the  right  popliteal  artery  which 
was  moderately  improved  by  sympathetic 
blocks.  The  pain  continued,  preventing 
weight  bearing  and  occasionally  requiring 
demerol. 

On  March  4,  1953  at  10:00  P.M.  he  de- 
veloped a rather  sudden  onset  of  convul- 
sions and  sterterous  breathing.  There  was 
flaccid  paralysis  of  the  right  arm,  blowing 
out  of  the  left  cheek,  and  deviation  of  the 
tongue  and  eyes  to  the  left.  He  was  able 
to  turn  his  eyes  on  the  examiner,  but  at 
rest  there  was  conjugate  deviation  to  the 
left.  He  was  incontinent  of  urine,  and  was 
aphasic.  The  reflexes  were  reduced  bila- 
terally. 

At  10:20  P.M.  he  received  1 mg  (lcc) 
of  histamine  diphosphate  intravenously. 
Flushing  of  the  face  was  followed  by  sev- 
eral grimaces  and  then  rather  severe  asth- 
matic dyspnea.  This  sequence  of  events 
covered  two  to  four  minutes.  Shortly  there- 
after, he  began  to  move  his  right  arm  and 
generally  he  continued  to  improve  over  the 
next  five  to  ten  minutes  until  he  was  able 
to  shake  hands,  obey  simple  commands, 
and  on  one  occasion  he  answered  “yes”  to 
a question.  The  tongue  protruded  in  the 
midline,  and  the  blowing  of  the  cheek 
ceased.  Following  the  injection,  the  blood 
pressure  fell  from  188/80  to  100/0,  return- 
ing to  120/60  over  the  next  5-10  minutes. 

At  10:45  P.M.  he  grimaced,  flushed,  and 
had  a generalized  convulsion  lasting  from 
5-10  seconds  followed  by  flaccid  paralysis 
throughout.  There  was  further  inconti- 
nence of  urine  and  sterterous  breathing. 
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Paralysis  of  both  arms  followed  the  con- 
vulsions and  a Babinski  sign  was  present 
on  the  left.  Use  of  the  left  arm  returned 
in  five  to  ten  minutes,  and  by  11:20  P.M. 
he  was  breathing  easily,  moving  his  left 
hand,  and  to  a less  extent  his  right  arm. 
Extrasystoles  were  noted  for  a short  period 
following  this  attack.  As  the  breathing 
improved,  both  pleural  and  pericardial  fric- 
tion rubs  were  heard  at  the  apex. 

At  12:30  A.M.  a third  convulsion  oc- 
curred with  blood  pressure  elevation  to 
222  102  and  tachycardia  to  112.  At  3:00 
A.M.  a fourth  generalized  convulsion  was 
noted,  and  from  3:15  A.M.  until  4:30  A.M. 
there  were  convulsive  movements  of  the 
arms.  Incontinence  of  urine  and  increased 
drainage  from  the  colostomy  accompanied 
these  attacks.  By  6:30  A.M.  he  had  re- 
acted to  the  point  of  knowing  when  he  was 
spoken  to,  and  he  was  able  to  say  “yes” 
and  “nice.” 

His  speech  returned  to  normal  within 
the  next  six  hours,  and  his  blood  pressure 
resumed  its  previous  levels  of  150  to  170 
systolic  and  80  to  90  diastolic.  He  was  well 
oriented  and  mentally  clear. 

On  March  5,  1953  there  were  changes  in 
the  electrocardiogram  regarded  to  be  con- 
sistent with  left  bundle  branch  block. 
These  showed  no  significant  changes  dur- 
ing the  next  five  months.  On  August  10, 
1953  he  had  slight  residual  weakness  in  the 
hand.  There  were  no  further  episodes,  and 
except  for  his  heart  condition  and  his  is- 
chemic right  leg  he  was  in  good  health  for 
his  age.  He  was,  at  this  time,  able  to  walk 
with  some  pain. 

Case  4 

A 70  year  old  white  housewife  suffered 
a left  sided  hemiplegia  during  the  night  of 
November  20,  1954.  She  was  found  semi- 
concious  on  the  floor  beside  her  bed  in  the 
morning.  She  complained  of  substernal 
pressure. 

Her  past  medical  history  was  non-con- 
tributory  except  for  a single  short  episode 
of  substernal  oppression  three  weeks  previ- 
ously. Examination  disclosed  the  left  sided 
hemiplegia  including  the  face  but  not  af- 
fecting the  speech.  In  addition,  there  was 


auricular  fibrillation  at  a rate  of  80  without 
murmurs  or  cardiomegaly.  There  were  no 
signs  of  failure. 

She  was  not  given  histamine  because  of 
the  question  of  myocardial  infarction.  An- 
ti-coagulant therapy  was  instituted  in  the 
hospital  and  continued  after  discharge  to 
seven  weeks.  This  was  stopped  because  of 
a right  axillary  hematoma  that  resulted 
from  the  pressure  of  her  crutches.  She  im- 
proved slowly  on  physiotherapy  over  the 
next  two  months  and  was  able  to  walk  with 
assistance.  In  the  ensuing  eight  months 
she  suffered  five  more  emboli.  Three  were 
treated  within  an  hour  by  intravenous  in- 
jection of  1 mg.  of  histamine  diphosphate 
and  two  were  treated  expectantly.  All  pro- 
duced left  sided  hemiplegia  preceded  by 
generalized  convulsive  movements  and 
coma.  She  recovered  from  all  five.  Follow- 
ing histamine  the  return  of  strength  to  the 
left  arm  and  leg  were  noticeable  within  15 
minutes  on  one  occasion  and  she  was  walk- 
ing as  usual  within  4 hours.  On  the  other 
occasions  some  return  of  function  was 
noted  at  the  same  time  she  was  seen  by  the 
physician.  Full  return  was  noted  on  the 
following  day.  Blood  pressure  falls  were 
recorded  in  all  instances  where  she  received 
histamine  and  were  in  the  neighborhood  of 
180  systolic  to  60  systolic  in  a matter  of 
seconds  returning  to  120  systolic  within  a 
minute  and  then  slowly  rising  to  the  former 
level  over  the  next  5 to  10  minutes.  She 
did  not  complain  of  chest  pressure  during 
any  injection  of  histamine  diphosphate. 

Case  5 

In  May,  1955,  an  84  year  old,  right- 
handed,  retired  dietician  was  suddenly 
struck  with  thickness  and  slurring  of 
speech  and  weakness  of  the  left  arm,  leg, 
and  face  without  paralysis  or  coma.  There 
was  loss  of  orientation  of  the  left  sided  ex- 
tremities in  space  so  that  they  were  diffi- 
cult to  control.  Blood  pressures  were 
known  to  have  been  in  the  neighborhood 
of  200/100.  She  received  0.5  mg.  of  hista- 
mine diphosphate  intravenously  fourteen 
hours  after  the  onset  of  her  attack.  Her 
blood  pressure  fell  to  50  systolic  but  no 
nausea,  vomiting,  or  sweating  occurred. 
Speech  returned  to  normal  wdthin  one  hour 
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but  the  arm  and  leg  remained  uncontroll- 
able for  one  week.  Ability  to  walk  was 
delayed  for  two  months.  No  evidence  of 
cornorary  disease  appeared  but  an  E.  K.  G. 
was  not  taken. 

Case  6 

A 62  year  old  white  male  suffered  sudden 
onset  of  loss  of  ability  to  speak  with  slight 
clouding  of  sensation.  There  were  no  other 
neurologic  signs  or  symptoms.  He  was 
seen  within  two  hours  after  the  onset  and 
was  by  that  time  able  to  form  the  word 
“no.”  0.3  mgm  of  histamine  diphosphate 
was  injected.  Within  five  minutes  he  was 
speaking  sentences  but  was  still  slightly 
clouded  mentally.  Eight  hours  later,  after 
a night’s  sleep,  he  appeared  perfectly 
normal. 

Case  7 

A 73  year  old  white  male  had  suffered 
two  coronary  occlusions  in  the  past  two 
years.  He  suddenly  developed  a right  hom- 
onamous  heminopsia,  anomia,  confusion 
and  a Babinski  sign  on  the  right  with  out 
other  localizing  signs.  He  was  seen  three 
days  after  the  attack.  By  this  time  he  was 
oriented  as  to  time  and  place  but  not  alert. 
One  mg.  of  histamine  diphosphate  was 
given  over  a period  of  ten  minutes.  The 
systolic  blood  pressure  did  not  fall  below 
100  mg.  Headache  and  flushing  developed. 
No  immediate  improvement  was  noted. 
The  family  stated  later  that  he  seemed 
brighter  for  a few  days  but  in  the  ensuing 
weeks  he  suffered  further  cerebral  damage 
and  died. 

Discussion 

It  is  difficult  to  understand  why  more 
has  not  been  written  about  the  use  of  his- 
tamine as  apparently  it  is  as  specific  for 
the  cerebral  circulation  as  nitrites  are  for 
the  coronary  circulation.  The  severe  ana- 
phylactic shock  produced  in  guinea  pigs, 
leading  uniformly  to  their  deaths  is  not 
produced  in  man  in  doses  many  times  the 
comparable  dose  which  kills  the  pig4.  Many 
may  have  avoided  the  drug  because  of  the 
fear  of  dropping  the  blood  pressure  in  olds- 
ters, thereby  inviting  a myocardial  infarc- 
tion. Soma  Weiss,  Robb  and  Ellis5  found 
an  increase  in  blood  pressure  five  times 
more  frequently  than  a fall  on  rapid  intra- 


venous injection  of  0.001  mg.  per  kilogram 
of  the  drug.  This  they  ascribed  to  the  in- 
creased heart  rate  and  increased  cardiac 
output.  The  flattening  or  inversion  of  the 
t waves  which  they  found  suggested  to 
them  that  coronary  insufficiency  was  being 
produced.  However,  ice  water  has  been 
shown  on  occasion  to  produce  such  changes. 
Furthermore,  histamine  has  been  reported 
to  dilate  the  coronaries  in  the  human 
heart-lung  preparation  and  to  increase  the 
coronary  blood  flow  in  animals1.  In  all 
our  cases  there  was  a rapid  fall  in  blood 
pressure  varying  from  120  to  20  mm  systo- 
lic and  up  to  80  mm  diastolic  (diastolic 
pressures  were  not  always  checked). 

Taylor'1  reported  producing  four  cases  of 
coronary  thrombosis  out  of  eight  treated 
with  intramuscular  histamine.  He  gave  3, 
6,  9,  and  12  mg.  doses  of  histamine  diphos- 
phate in  ascending  doses  daily  for  one  week, 
then  every  other  day  until  fifteen  treat- 
ments were  completed.  After  a period  of 
two  to  three  weeks  the  treatment  was  re- 
sumed. With  the  3,  6 and  9 mg.  doses  of 
histamine  diphosphate  he  gave  10  units  of 
insulin,  and  gave  20  units  of  insulin  with 
the  higher  doses.  All  four  myocardial  in- 
farctions produced  symptoms  between  the 
twentieth  and  twenty-fifth  treatments,  and 
all  four  recovered.  Taylor  noted  blood  pres- 
sure falls  in  all  eight  patients,  varying  from 
110  to  20  systolic  and  64  to  12  diastolic. 
His  study  was  conducted  to  determine  if 
any  improvement  in  the  mental  condition 
of  these  eight  psychotics  with  cerebral 
arteriosclerosis  could  be  - produced.  He 
found  none. 

The  question  arose  as  to  whether  a myo- 
cardial infarction  was  produced  in  Case  3. 
The  patient  had  a profound  drop  in  blood 
pressure.  There  were  changes  in  his  elec- 
trocardiogram the  day  following  the  injec- 
tion, and  a friction  rub  was  heard  approxi- 
mately one  hour  after  the  injection.  How- 
ever, there  were  changes  indicating  a con- 
duction defect  noted  on  his  electrocardio- 
gram taken  two  months  earlier.  No  further 
changes  developed  in  subsequent  electro- 
cardiograms taken  serially  after  the  first 
post-convulsive  tracing.  The  most  we  can 
say  now  is  that  myocardial  infarction  is 
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likely  to  be  a complication  of  this  treat- 
ment. Only  careful  studies  in  the  future 
will  determine  its  importance. 

Asthmatic  wheezing  can  be  produced  by 
histamine  in  allergic  individuals,  but  not 
in  normal  people7.  Case  3 was  not  known 
to  have  any  allergic  tendencies,  but  de- 
veloped a rather  severe  asthmatic  attack. 
This  passed  in  approximately  half  a minute. 
It  would  seem  wise  not  to  inject  histamine 
intravenously  into  asthmatics  unless  pre- 
ceded by  an  intravenous  injection  of  an 
antihistamine.  Although  intravenous  anti- 
histamines are  of  no  benefit  in  the  usual 
asthmatic  attack,  they  do  protect  against 
the  histamine  induced  attack.  In  those 
individuals  in  whom  an  unexpected  attack 
develops  and  does  not  recede  in  two  to 
three  minutes,  an  intravenous  injection  of 
20-30  mg.  (2-3  cc)  of  benedryl  would  be 
indicated.  Adrenalin  is  specific  for  these 
induced  attacks,  but  of  course,  should  be 
used  with  caution.  Aerosol  or  intravenous 
isopropylarterenol,  or  slow  intravenous  am- 
inophylline  are  to  be  preferred. 

Hyperacidity  is  to  be  considered  in  those 
peptic  ulcer  cases  who  receive  histamine. 
Case  2 had  been  treated  for  ulcer  three 
years  prior  to  his  histamine  injection,  but 
there  was  no  recurrence  of  symptoms. 
Among  the  age  group  where  cerebral  vas- 
cular occlusions  are  most  common,  it  is  un- 
likely that  there  will  be  an  excessive  pour- 
ing-out of  acid.  In  fact,  H.  G.  Magena,  a 
Spanish  investigator,  reported  that  with 
rapid  intravenous  injection  of  histamine 
there  was  no  significant  rise  in  gastric 
acidity1. 

The  specific  cerebrovascular  dilator  ac- 
tion of  histamine  has  been  demonstrated1. 
A subcutaneous  dose  of  0.25  mg.  of  the 
phosphate  will  increase  the  amplitude  of 
the  brain  pulsation  725%.  (Nicotinic  acid 
in  a 50  mg.  intravenous  dose  produces  a 
65%  increase).  A slow  intravenous  drip 
18-30  drops  per  min.)  of  0.0011%  solution 
of  histamine  diphosphate  results  in  a 300% 
increase  in  amplitude.  When  the  cranium 
is  opened,  the  dilation  appears  rather  strik- 
ing in  that  the  cerebrum  seems  to  flush  and 
vessels  appear  that  were  not  visible  before 
the  injection  of  histamine.  The  beneficial 


effects  to  be  expected  in  strokes  will  prob- 
ably be  from  development  of  collateral 
circulation  through  dilating  spastic  vessels. 
Horton  cites  the  case  of  a hemiplegia  due 
to  ligation  of  the  internal  carotid  artery 
that  was  relieved  by  a slow  intravenous 
drip. 

Histamine  is  normally  present  in  the 
blood  stream  in  concentrations  of  2.0  to  7.5 
micrograms  per  100  cc5.  It  is  higher  in 
asthmatics,  but  falls  during  an  asthmatic 
attack.  It  can  be  isolated  from  every  tissue 
in  the  body,  including  the  peripheral 
nerves  but  excepting  most  of  the  rest  of 
the  nervous  tissue.  It  is  present  in  the 
leukocytes  and  particularly  in  the  granulo- 
cytes. It  is  rapidly  removed  from  the  blood 
by  the  liver,  lungs,  and  kidneys.  Its  action 
becomes  evident  in  the  short  space  of  time 
it  takes  to  reach  the  brain;  most  of  the 
effects  are  gone  in  two  minutes,  but  vaso- 
dilation continues  up  to  ten  minutes.  Cere- 
bral vasodilation  can  be  produced  without 
significant  peripheral  dilation.  Furmanski 
and  his  associates  have  reported  on  75  cases 
of  good  results18.  They  use  5.5  mg.  of  hist- 
amine diphosphate  in  1 liter  of  fluid.  The 
injection  is  started  at  20  drops  per  minute. 
If  no  facial  flush  is  produced  in  two-three 
minutes  the  speed  is  increased  in  steps  of 
5-10  drops  at  two  to  three  minute  intervals 
until  an  increase  in  pulse  rate  or  flush  is 
produced.  The  rate  is  reduced  just  below 
this  point,  which  they  state  is  seldom  more 
than  80  drops  per  minute.  The  infusion 
is  given  four  to  six  hours  twice  daily  and 
continued  for  two  weeks  before  given  up  as 
of  no  benefit.  Nicotinic  acid  is  used  orally 
between  infusions  in  doses  of  50-100  mg. 
every  three  hours.  More  than  three-fourths 
of  his  last  50  patients  showed  40%  of  better 
improvement.  Twelve  patients  showed  no 
improvement.  All  except  four  of  the  last 
50  patients  showed  motor  involvement. 

Horton,  who  has  been  using  histamine 
since  1927,  has  reported  similar  good  re- 
sults with  slow  intravenous  drips.  This  is 
usually  a hospital  procedure.  The  loss  of 
the  voice  or  of  the  use  of  an  extremity  is 
so  frightening  to  the  patient  or  his  family 
that  they  do  not  delay  in  calling  a physi- 
cian at  any  hour.  Nerve  tissue  is  most 
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sensitive  to  anoxia.  If  spasm  is  a factor  the 
earlier  it  is  relieved  or  that  collateral  circu- 
lation established,  the  less  chance  there  is 
of  permanent  damage  to  the  area  of  is- 
chemia. It  is,  therefore,  highly  desirable 
that  the  physician  who  first  sees  the  pa- 
tient have  in  his  hands  some  means  of  re- 
lieving the  anoxia. 

On  arriving  at  the  patients  bedside  the 
physician’s  first  problem  is  to  ascertain  the 
diagnosis.  Hemorrhage  should  be  ruled  out 
if  possible.  Hemiplegia  is  not  frequent  in 
either  subarachnoid  hemorrhage  or  epidural 
bleeding. 

Unfortunately,  intracerebral  hemorrhage 
can  not  always  be  differentiated  from  cere- 
bral thrombosis  and  embolus,  but  there  are 
several  things  which  may  put  the  practi- 
tioner on  his  guard.  For  instance,  sudden 
onset  of  unconcousness,  deepening  coma, 
elevated  blood  pressure,  bilateral  Babinski, 
and  conjugate  deviation  of  the  eyes  are 
twice  as  common  in  hemorrhage  as  in 
thrombosis.  Vomiting  is  twelve  times  more 
common,  headaches  eight  times,  Cheyne- 
Stokes  respiration  five  times,  and  quadri- 
plegia  four  times  more  common.  There  are 
laboratory  aids  in  the  differentiation,  but 
they  are  of  little  help  at  the  bedside. 
Thrombosis  is  three  to  four  times  more 
common  than  hemorrhage.  The  prognosis 
is  definitely  poorer  in  the  latter.  Embolism 
is  usually  sudden  in  onset,  and  the  history 
or  physical  examination  often  reveals  a 
source  of  the  embolus.  I would  feel  at  the 
present  time  that  patients  with  coma,  con- 
vulsions, headache,  stiff  neck,  vomiting,  or 
constant  conjugate  deviation  of  the  eyes 
should  not  receive  histamine.  Perhaps  Case 
3 had  a hemorrhage.  He  exhibited  convul- 
sions and  a Babinski  on  the  opposite  side. 
However,  with  his  incomplete  paralysis, 
lack  of  coma  or  shock,  and  his  previous 
history  of  thrombosis,  it  was  felt  worthy 
of  trial.  The  asthmatic  attack  and  further 
convulsions  were  sufficient  to  discourage 
further  histamine  therapy. 

Histamine  is  variously  referred  to  in  the 
literature  as  histamine,  histamine  base, 
histamine  phosphate,  histamine  diphos- 
phate, and  histamine  acid  phosphate.  The 
first  two  are  interchangeable  for  all  prac- 


tical purposes,  as  are  the  last  three.  How- 
ever, 1 mg.  of  histamine  base  is  equivalent 
to  2.75  mg.  of  the  phosphate  (diphosphate), 
so  it  is  important  to  know  whether  the  base 
or  the  salt  is  being  used  in  determining 
the  dose.  There  are  several  investigators 
who  have  used  1 mg.  of  “histamine”  intra- 
venously, but  from  their  writings  it  is  diffi- 
cult to  determine  whether  this  was  hista- 
mine base  or  histamine  diphosphate.  It 
would  seem  that  1 mg.  of  histamine  base 
could  not  do  great  damage  with  such  a 
transitory  action,  but  since  1 mg.  of  hista- 
mine diphosphate  (0.36  mg.  of  the  base) 
produces  profound  vasodilation,  there  is 
little  reason  for  using  a larger  dose  at  this 
time.  In  doses  over  0.1  mg.  of  histamine 
diphosphate  a headache  is  produced  which 
may  last  up  to  two  hours,  but  is  usually 
transitory.  Most  of  the  preparations  are 
marketed  as  histamine  diphosphate  which 
is  shortened  on  the  label  to  phosphate  by 
one  pharmaceutical  company.  One  cc  am- 
pules of  1 mg.  histamine  diphosphate 
(Parke,  Davis  and  Co.)  and  one  cc  ampules 
containing  3.75  mg.  of  histamine  diphos- 
phate (Abbott)  are  marketed.  Actually  a 
5-10  cc  ampule  containing  1 mg.  of  hista- 
mine diphosphate  is  needed  for  more  ac- 
curate dosage  and  this  has  been  suggested. 

Since  the  duration  of  action  of  histamine 
is  so  short,  it  is  necessary  to  continue  vaso- 
dilation with  an  oral  preparation.  Papa- 
verine 1 to  4 mg.  or  niacin  or  nicotinic  acid 
(not  the  amide)  50-100  mg.  four  to  six 
times  daily,  are  suggested. 

A great  number  of  “strokes”  recover 
without  any  treatment.  It  will,  therefore, 
require  hundreds  of  cases  to  obtain  a sta- 
tistically significant  series.  These  seven 
cases  took  one  investigator  four  years  to 
collect.  Even  had  there  been  as  dramatic 
improvement  in  all,  as  in  Case  one,  the 
small  number  of  cases  would  not  permit 
definite  conclusions.  However,  these  ex- 
periences have  left  me  with  the  clinical  im- 
pression that  those  given  histamine  re- 
covered more  rapidly  and  completely  and 
the  more  so  the  sooner  after  the  episode 
the  injection  was  given.  Histamine,  is  our 
best  cerebral  vasodilator  and  fits  easily  into 
the  emergency  kit.  The  original  fear  of 
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anaphylaxis  from  this  drug  has  not  been 
borne  out  during  the  past  twenty  odd  years 
of  investigation.  The  time  has  come  to 
study  it  as  a clinical  tool  at  the  bedside 
with  adequate  blood  pressures,  alternation 
of  cases,  careful  records,  and  the  investi- 
gator’s critical  open  mind.  I expect  to  pur- 
sue this  matter  further,  and  it  is  hoped 
that  others  will  be  stimuated  to  do  likewise. 


Summary 

1.  Seven  cases  of  cerebral  vascular  occlu- 
sions are  presented  who  were  treated 
with  0.27  to  1 mg.  of  histamine  diphos- 
phate intravenously  as  a single  injec- 
tion. 

2.  Clinically,  they  appeared  to  improve 
faster  following  injection  than  would 
be  expected  without  therapy. 

3.  The  rationale  for  the  use  of  this  drug 
is  discussed,  along  with  its  contraindi- 
cations, toxicity,  and  dosage. 

4.  Recommendation  is  made  that  further 
investigation  be  carried  out. 

1210  Delaware  Avenue. 
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HEMIPELVECTOMY 
(Hindquarler  Amputation) 

John  F.  Hynes,  M.D.,* 
Wilmington,  Del., 
and 

Davis  E.  Baltz,  M.D., 

Oakland,  Cal. 

It  is  not  surprising  that  an  operation  so 
extensive  as  hemipelvectomy  is  often  re- 
jected by  both  surgeons  and  family  physi- 


cians as  well  as  patients.  Yet,  in  certain 
situations,  it  is  the  logical  curative  opera- 
tion, particularly  for  various  types  of  can- 
cer and  occasionally,  in  infectious  disease. 
The  reasons  for  its  rejection  are  not  hard 
to  define.  The  early  attempts  at  hemi- 
pelvectomy had  a high  mortality  rate.  As 
with  all  operations  for  malignant  disease, 
the  operation  frequently  fails  to  cure.  The 
surgical  difficulties  have  been  greatly  ex- 
aggerated. The  deformity  due  to  operation 
has  also  been  greatly  exaggerated. 

The  radical  surgical  removal  of  most 
cancers  constitutes  a mutilation.  The  most 
common  example  of  course,  is  radical  mas- 
tectomy for  carcinoma  of  the  breast.  The 
mutilation  can  be  concealed  by  prosthetic 
devices  and  proper  clothing,  but  none  the 
less,  to  the  patient  and  sometimes  to  her 
physician,  the  disfigurement  involved  is  a 
real  problem.  Likewise,  the  removal  of  the 
rectum  by  abdominoperineal  resection  con- 
stitutes a severe  mutilation  to  the  patient, 
even  though  it  may  not  be  apparent  to  his 
friends.  The  psychological  problem  of  ac- 
cepting such  necessary  surgery  becomes 
more  acute  when  the  operation  involves  the 
head  and  neck  or  the  extremities.  As  a 
result,  many  potentially  curable  patients 
refuse  or  postpone  operation,  sometimes  on 
the  advice  of  well-meaning  physicians,  until 
the  prospect  of  cure  by  any  means  is  very 
slim.  The  rapid  and  wide  acceptance  of 
radiation  therapy  in  the  treatment  of  can- 
cer unquestionably  came  about  in  the  hope 
of  avoiding  disfigurement.  Radiation  ther- 
apy, including  both  x-ray  and  radium  ther- 
apy, is  a very  valuable  tool  in  the  treatment 
of  certain  anatomic  and  histologic  types  of 
cancer,  but  the  limitations  of  radiotherapy 
are  now  fairly  well  known,  and  for  many 
varieties  of  cancer  it  is  not  a useful  agent. 

Most  of  the  sarcomas,  including  those 
arising  from  fibrous  tissue,  nerve  sheath, 
muscle,  bone  and  cartilage,  are  very  resist- 
ant to  radiotherapy  and  seldom  are  con- 
trolled or  even  alleviated  by  such  treat- 
ment. Among  the  bone  tumors,  Ewing’s 
tumor  and  giant  cell  tumor  of  bone  are  fre- 
quently but  not  invariably  radiosensitive. 
Liposarcoma  frequently  is  radiosensitive 
and  the  various  malignant  lymphomas  are 
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very  sensitive  to  radiation  therapy.  How- 
ever, when  dealing  with  the  first  group  de- 
scribed above,  we  have  little  to  offer  the 
patient  except  the  complete  surgical  re- 
moval of  his  disease  or  palliation  of  symp- 
toms by  narcotic  medication  or  by  the 
neurosurgical  approach  to  the  relief  of  pain. 
In  general,  if  there  is  a prospect  of  offering 
the  patient  permanent  cure,  that  procedure 
should  be  followed  which  is  most  likely  to 
cure  him.  If  cure  is  unlikely,  we  should 
then  seek  the  best  method  of  palliation. 
Narcotic  medication  is  often  the  best  ap- 
proach but  frequently  is  unsatisfactory. 
Hence,  there  is  a place  both  for  curative 
and  for  palliative  surgery  in  the  treatment 
of  cancer. 

In  that  limited  group  of  patients  whose 
cancer  involves  the  bone  or  soft  parts  of 
the  upper  thigh,  groin,  buttock  or  pelvic 
bones,  the  only  operation  which  may  prove 
curative  is  hemipelvectomy.  Disarticula- 
tion through  the  hip  joint  is  almost  sure 
to  fail.  The  early  attempts  at  hemipelvec- 
tomy v/ere  usually  unsuccessful  and  the  op- 
eration carried  with  it  a very  high  mortal- 
ity. During  recent  years,  numerous  series 
of  cases1'6  have  been  reported  with  no 
mortality  and  there  are  other  series  not 
referred  to  in  this  paper  with  similar  re- 
sults. Modern  anesthesia  and  modern  med- 
ical management,  which  includes  replace- 
ment of  blood  loss,  attention  to  the  body 
chemistry,  and  the  prevention  of  infection 
by  antibiotics,  have  made  the  operation 
singularly  free  from  risk.  The  experience 
of  numerous  observers  has  been  that  the 
mutilation  involved  is  very  little  different 
whether  the  patient  has  a high  thigh  am- 
putation, a hip  joint  disarticulation,  or 
hemipelvectomy.  In  any  case,  a prosthesis 
is  difficult  to  fit  but  it  can  be  obtained. 
Wise7  described  a satisfactory  prosthesis 
for  hemipelvectomy  in  1949.  If  the  experi- 
ence of  the  various  authors  referred  to 
above  is  correct,  certainly  the  operation 
which  offers  the  patient  the  best  chance  of 
cure  should  be  performed  rather  than  op- 
eration which  is  very  likely  to  lead  to  re- 
currence of  his  cancer,  provided  of  course 
the  operative  risk  is  no  greater. 

Our  personal  experience  with  hemipel- 


vectomy is  limited  to  two  cases,  both  in 
women  — one  with  osteogenic  sarcoma  of 
the  ilium  and  pubis  invading  the  overlying 
skeletal  muscle,  and  the  other  with  giant 
cell  tumor  of  the  buttock  originating  in  the 
ilium  and  also  involving  the  sacrum,  which 
failed  to  respond  to  heavy  radiotherapy. 
The  cases  are  briefly  described  below. 

Case  Reports 

Case  1.  L.S.  (CMC  #5485)  A sixty-three 
year  old  white  female  was  admitted  on 
4-28-49  with  the  complaint  of  pain  in  the 
right  hip  which  originated  immediately 
after  a fall  two  years  previously.  The  in- 
jury was  not  particularly  severe  but  pain 
persisted  and  she  developed  a slight  limp 
some  four  months  later.  X-ray  examina- 
tion of  the  pelvis  showed  some  disturbance 
of  the  bone  architecture  immediately  above 
the  right  acetabulum  in  the  ilium  and 
pubis,  which  was  not  considered  to  be  very 
significant.  The  patient  received  diathermy 
for  a few  weeks  without  benefit.  Her  symp- 
toms did  not  increase  until  about  three  or 
four  weeks  prior  to  admission,  when  the 
lameness  became  more  pronounced  and  she 
developed  a distinct  limp.  Another  x-ray 
examination  showed  a large  irregular  area 
of  destruction  in  the  right  ilium  immedi- 
ately above  the  acetabulum  which  was 
thought  to  be  due  to  metastatic  carcinoma. 

General  physical  examination  showed  no 
evidence  of  primary  tumor  in  other  parts 
of  the  body.  There  was  slight  bone  tender- 
ness just  above  the  right  acetabulum  on 
vigorous  percussion.  X-ray  examination 
showed  a polycystic  destructive  lesion.  As- 
piration biopsy  under  fluoroscopic  control 
was  performed  and  the  tissue  aspirated  was 
reported  as  showing  bone  sarcoma.  X-ray 
examination  on  5-27-49  showed  increased 
bone  destruction.  The  blood  urea  was  with- 
in normal  limits;  serum  alkaline  phospho- 
tase  was  12  Bodansky  units.  Excretory 
pyelograms  were  normal.  On  6-10-49  a 
right  hemipelvectomy  (inter-pelvi-abdo- 
minal  amputation)  was  performed.  The  pa- 
tient made  an  uneventful  recovery  and  was 
discharged  from  the  hospital  on  7-29-49, 
walking  on  crutches,  some  six  weeks  after 
operation.  The  pathologist  reported  a pri- 
mary osteogenic  sarcoma  of  ilium  and 


(you  probably  know  every  answer!) 


Q.  Which  is  today's  most  widely  prescribed  broad-spectrum 

antibiotic? 

A ACHROMYCIN  — it's  first  by  many  thousands  of 
prescriptions . 

Q.  What  are  some  of  the  advantages  of  ACHROMYCIN? 

A Wide  spectrum  of  effectiveness. 

Rapid  diffusion  and  penetration. 

Negligible  side  effects. 

Q.  Exactly  how  broad  is  the  spectrum  of  ACHROMYCIN? 

A.  It  has  proved  effective  against  a wide  variety  of 

infections,  caused  by  Gram-positive  and  Gram-negative 
bacteria,  rickettsia,  and  certain  viruses  and  protozoa. 

Q.  In  what  way  are  ACHROMYCIN  Capsules  advantageous? 

A.  For  rapid  and  complete  absorption  they  are  dry-filled, 
sealed  capsules  (a  Lederle  exclusive!)  No  oils,  no 
paste. . .tamperproof. 

Q.  Who  makes  ACHROMYCIN? 

A.  It  is  produced  — every  gram  — under  rigid  quality 
control  in  Lederle 's  own  laboratories  and  is  available 
only  under  the  Lederle  label. 


LEDERLE  LABORATORIES  DIVISION  American  C{twamUi company  PEARL  RIVER,  NEW  YORK 
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pubis  with  extension  into  the  overlying 
skeletal  muscle:  the  lymph  nodes  were  not 
involved. 

Prior  to  operation,  x-ray  examination  of 
the  lungs  was  negative  for  metastatic  dis- 
ease. However,  the  patient  developed  a 
hacking  cough  and  rapid  loss  of  weight. 
Subsequent  x-ray  examination  showed  the 
presence  of  pulmonary  metastatic  sarcoma 
and  she  died  on  9-27-49  from  metastasis. 

Case  2.  M.L.  (CMC  #5907)  A white  fe- 
male, aged  42,  was  admitted  on  3-15-51 
with  the  history  of  pain  in  the  left  buttock 
and  slight  limp  beginning  six  months  ear- 
lier. following  her  tenth  term  pregnancy, 
which  became  severe  enough  to  disable  her 
by  December  1950.  An  x-ray  examination 
in  January  was  considered  negative  but 
films  made  a few  days  prior  to  admission 
showed  extensive  destruction  of  the  left 
ilium  and  left  side  of  the  sacrum.  For  a 
month  or  two  pain  radiated  to  calf  and  heel 
and  was  aggravated  by  sitting  or  lying 
supine. 

Examination  was  negative  except  for 
moderate  pallor  and  the  local  lesion:  a firm 
elastic  mass,  occupying  the  left  buttock, 
measuring  25x15x10  cm.  in  size.  The  su- 
perficial veins  over  it  were  engorged  and 
skin  temperature  was  elevated.  The  clin- 
ical impression  was  soft  part  sarcoma  in- 
volving ilium  and  sacrum  secondarily.  As- 
piration biopsy  revealed  no  atypical  cells 
but  numerous  giant  cells  of  the  foreign 
body  type  were  seen  in  the  smears. 

A surgical  biopsy  was  performed  on  3- 
21-51.  The  tumor  was  a partially  encap- 
sulated, spongy,  semi-necrotic  mass  con- 
taining large  vascular  spaces  and  apparent- 
ly infiltrating  the  gluteal  muscles.  The  pre- 
liminary pathological  report  was  cavernous 
hemangioma.  Consulting  opinions  from  the 
Canadian  Tumor  Registry  and  from  the 
Armed  Forces  Institute  of  Pathology  in- 
cluded benign  giant  cell  tumor,  malignant 
giant  cell  tumor,  malignant  angioma,  ne- 
crosis of  muscle,  unusually  vascular  giant 
cell  tumor,  angiosarcoma. 

The  patient  was  given  a prolonged 
course  of  x-ray  therapy  at  the  Carpenter 
Memorial  Clinic*  with  regression  of  her 


mass.  Her  biopsy  incision  broke  down  with 
prolonged  drainage  of  necrotic  tumor  tis- 
sue. X-ray  examination,  which  had  shown 
progressive  bone  destruction  prior  to  ther- 
apy, showed  some  bone  regeneration.  Early 
in  1952,  gradual  recurrence  of  tumor  be- 
gan and  the  patient  had  repeated  increas- 
ingly severe  and  finally  almost  exsangu- 
inating hemorrhages  from  the  still  draining 
wound.  She  was  readmitted  to  the  hospital 
and  after  multiple  transfusions,  a left  hemi- 
pelvectomy  was  performed.  The  final  path- 
ological report  was  benign  giant  cell  tumor. 

Postoperatively,  skin  necrosis  of  the  dis- 
tal skin  flap  complicated  her  course,  re- 
quiring a pedicled  skin  graft  to  close  the 
defect.  The  patient  remained  in  the  hos- 
pital for  eleven  weeks.  She  was  discharged, 
walking  on  crutches.  As  of  this  date  (9-9- 
55),  she  is  in  good  health,  does  her  own 
housework,  and  is  raising  her  large  brood 
of  children  and  grandchildren. 

Hemipelvectomy  was  recommended  and 
refused  by  a third  patient,  a young  woman 
who  was  seen  after  two  operations  for  my- 
osarcoma of  the  lower  inner  thigh.  She  had 
instead  a high  thigh  amputation  elsewhere 
(for  which  she  was  never  able  to  obtain  a 
satisfactory  prosthesis),  and  returned  to  us 
for  iliac  node  dissection  later.  Unfortu- 
nately, her  metastases  then  extended  into 
the  lumbar  nodes  and  the  operation  was 
futile.  We  can  only  surmise  that  an  earlier 
hemipelvectomy  (which  includes  most  of 
the  pelvic  nodes)  might  have  offered  her  a 
chance  for  cure.  It  is  of  interest  that  the 
limited  amputation  was  recommended  by 
a cancer  surgeon  who  is  on  record  in  the 
literature  as  a proponent  of  hemipelvec- 
tomy. 

Operative  Technique 

The  operative  technique  has  been  de- 
scribed by  several  of  the  authors  quoted 
and  a detailed  description  would  not  be 
suitable  here.  If  however,  one  considers  a 
brief  description,  it  is  easily  seen  that  there 
is  no  greater  difficulty  involved  than  in  hip 
joint  disarticulation  or  high  thigh  ampu- 
tation. The  usual  incision  follows  the 
crease  of  the  groin  and  is  carried  laterally 
and  then  carried  slightly  downward  from 
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the  anterior-superior  spine  across  the  lower 
buttock  around  the  upper  inner  thigh, 
joining  the  anterior  incision  just  lateral  to 
the  scrotum  or  vulva,  as  the  case  may  be. 
The  attachment  of  the  abdominal  muscles 
to  the  pubis  and  the  ilium  are  divided 
through  their  tendinous  portions  so  that 
bleeding  is  not  excessive.  The  only  major 
vessel  in  the  anterior  abdominal  wall  is  the 
inferior  epigastric  artery.  Posteriorly,  the 
quadratus  lumborum  is  divided  at  its  inser- 
tion into  the  ilium.  The  peritoneal  cavity 
need  not  be  entered  but  the  peritoneum, 
with  its  contents,  is  dissected  away  from 
the  pelvis,  the  ureter  going  with  it,  until  the 
common  iliac  artery  is  encountered.  The 
external  iliac  artery  and  vein  are  ligated  at 
their  origin.  The  hypogastric  artery  is  pre- 
served but  may  temporarily  be  controlled 
by  the  tourniquet.  Subsequently,  its  glu- 
teal branches  have  to  be  divided.  The  ma- 
jor nerves  (femoral,  obturator  and  sciatic) 
are  divided  at  a somewhat  higher  level  than 
they  would  be  at  a high  amputation.  The 
only  muscle  bellies  to  be  divided  are  the 
psoas  and  pyriformis.  The  levator  ani  is 
detached  near  its  tendinous  insertion  into 
the  pelvis.  The  symphysis  pubis  can  be 
divided  through  its  cartilagenous  portion 
with  a scalpel  unless  it  is  calcified.  The 
sacro-iliac  joint  is  divided  by  an  osteotome 
or  Gigli’s  saw.  If  necessary,  part  of  the 
sacrum  may  be  removed. 

By  contrast,  a hip  joint  disarticulation 
involves  dividing  eighteen  relatively  large 
muscles  through  their  vascular  portions, 
since  the  tendinous  insertions  are  higher  up 
and  much  more  hemastasis  is  required.  A 
high  thigh  amputation  likewise  involves  di- 
viding large  muscle  bundles.  Particularly 
with  soft  part  sarcomas,  their  exact  up- 
ward extensions  are  difficult  to  determine: 
they  may  extend  to  a considerable  distance 
within  the  muscle  sheaths. 

Conclusions 

Under  present  conditions,  hemipelvec- 
tomy  is  an  operation  relatively  free  from 
risk.  If  the  operation  is  performed  for  can- 
cer which  cannot  otherwise  be  adequately 
treated,  it  is  fully  justified.  The  deformity 
produced  is  little  greater  than  that  pro- 
duced by  high  thigh  amputation  or  dis- 


articulation at  the  hip.  Prosthetic  devices 
are  available  for  those  patients  who  wish  to 
obtain  them  (our  surviving  patient  gets 
along  very  well  on  crutches  and  does  not 
wish  to  go  to  the  expense  of  prosthesis.) 
The  technical  surgical  problem  is  no  great- 
er, and  in  some  ways  less,  than  disarticu- 
lation at  the  hip  joint.  The  operation 
should  not  be  performed  if  distant  metas- 
tases  are  present,  unless  it  is  essential  for 
palliation  of  pain. 

1100  N.  Jackson  Street. 
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THE  UNSOLVED  FRACTURE 

S.  Ward  Casscells,  M.D.,* 
Wilmington,  Del. 

In  1936,  just  prior  to  the  introduction 
of  the  three-flanged  nail  by  Smith-Peter- 
son,  the  intracapsular  femoral  neck  fracture 
was  rightly  known  as  “the  unsolved  frac- 
ture”. With  the  advent  of  the  Smith- 
Peterson  nail  results  were  greatly  improved 
and  a much  higher  incidence  of  bony  union 
resulted.  However,  in  1953  at  the  Ameri- 
can Medical  Association  meeting  McCar- 
roll,  in  delivering  the  chairman’s  address  to 
the  orthopaedic  section,  spoke  on  this  sub- 
ject and  the  title  of  his  address  was  again 
“The  Unsolved  Fracture”. 

Key  and  Conwell  in  their  book  state 
that  of  those  patients  who  survive,  40-60 
per  cent  can  be  expected  to  have  bony 
union  with  a fairly  good  hip.  Other  clinics 
report  the  incidence  of  bony  union  as  60-80 
per  cent.  Certainly,  we  have  made  very 
little  progress  in  the  treatment  of  this  very 
difficult  fracture  in  the  past  twenty  years. 

In  the  face  of  such  poor  results  it  is  a 
great  mystery  why  we  persist  in  using  this 
method  when  the  multiple  pin  technique  of 
A.  T.  Moore  and  others  is  reported  as  giv- 
ing far  superior  results.  Moore,  in  report- 
ing on  103  cases  followed  two  to  fifteen 


* Orthrpedist,  Memorial  Hospital. 


252 


Delaware  State  Medical  Journal 


October,  1955 


years,  reports  94  per  cent  primary  bony 
union.  The  incidence  of  aseptic  necrosis 
was  not  reported  though  it  was  of  course 
encountered. 

In  1934  Moore  conceived  the  idea  of  us- 
ing several  small  stainless  steel  nails  in  the 
treatment  of  fractures  about  the  hip  joint. 
His  idea  was  to  obtain  as  complete  im- 
mobilization as  possible,  feeling  that  the 
poor  results  were  due  more  to  inadequate 
fixation  than  inadequate  blood  supply. 

The  principle  involved  is  one  familiar  to 
all  mechanical  engineers.  A block  of  con- 
crete placed  horizontally  is  subjected  to 
forces  of  tension  and  compression.  At  the 
periphery  of  the  block  the  forces  are  great- 
est and,  as  we  approach  the  center,  the 
forces  diminish,  so  that  at  the  center  we 
encounter  a neutral  axis.  To  place  a rein- 
forcing piece  of  steel  at  the  center  only,  is 
to  choose  the  worst  possible  site.  As  any- 
one who  has  passed  a construction  project 
knows,  the  reinforcing  bars  of  steel  are 
placed  near  the  four  corners  of  the  concrete 
block  with  an  additional  one  in  the  center. 

The  human  counterpart  of  the  concrete 
block  is,  of  course,  the  femoral  neck  where 
the  lines  of  stress  and  strain  are  clearly 
seen  at  the  periphery  of  the  bone.  In  an 
effort  to  take  advantage  of  this  fact  a low 
insertion  of  the  Smith-Peterson  nail  has 
been  recommended.  This  is  rather  difficult 
because  of  the  size  of  the  nail  and,  in  addi- 
tion, a low  insertion  of  the  nail  in  the  fem- 
oral head  is  undesirable  because  it  cannot 
penetrate  as  far  and  thus  fixation  is  not  as 
complete. 

The  four  pin  insertion  of  Moore  in  the 
four  quadrants  of  the  neck  and  head  rein- 
forces the  bone  where  the  lines  of  stress 
and  strain  are  concentrated  and  where  the 
bone  is  the  strongest.  An  added  advantage 
to  the  Moore  pin  is  the  threaded  distal  half 
which  prevents  migration,  a phenomenon 
often  seen  in  Smith-Peterson  nailing. 

With  such  obvious  advantages  it  is  diffi- 
cult to  understand  why  this  technique  has 
never  become  popular.  Perhaps  it  is  be- 
cause the  Smith-Peterson  nail  is  easier  to 
insert  and  looks  much  stronger.  Possibly 
surgeons  are  afraid  to  rely  on  the  strength 
of  the  more  slender  Moore  pins. 


The  author’s  own  cases  are  far  too  few 
to  be  of  clinical  significance;  however,  one 
case  was  most  illuminating.  The  patient 
was  an  80  year  old  man  with  a massive 
bony  frame.  When  one  looked  at  the  x-ray 
of  the  fractured  hip  one  was  immediately 
impressed  with  the  great  size  of  the  femoral 
neck  and  how  small  and  lonely  a single 
Smith-Peterson  nail  would  look  in  that 
neck,  and  possibly  how  ineffective.  Not 
wholly  trusting  the  Moore  pins  it  was  de- 
cided to  place  a Smith-Peterson  nail  low 
in  the  neck  and  two  Moore  pins  above. 
Four  weeks  later  x-rays  showed  that  the 
Smith-Peterson  nail  had  backed  out  with 
its  proximal  end  at  the  fracture  line.  The 
Moore  pins  were  unchanged. 

It  was  suggested  to  the  patient  at  this 
point  that  the  Smith-Peterson  nail  be  re- 
moved and  be  replaced  with  two  additional 
Moore  pins.  The  patient  declined  this  of- 
fer of  further  surgery.  Fourteen  months 
later,  when  last  seen,  there  appeared  to  be 
solid  bony  union,  the  patient  was  walking 
with  no  support,  and  he  was  symptom  free. 
This,  of  course,  cannot  be  interpreted  as  a 
final  result  but,  whatever  the  result,  the 
fact  remains  that  a Smith-Peterson  nail 
backed  out  of  a femoral  neck  fracture  and 
the  two  Moore  pins,  not  ideally  placed,  pro- 
vided adequate  fixation  for  union  to  take 
place. 

Summary 

The  technique  of  placing  four  parallel 
pins  in  the  four  quadrants  of  the  femoral 
neck  and  head  is  to  be  preferred  over  the 
Smith-Peterson  nail  because  of  the  inher- 
ent mechanical  principles  involved. 

Moore’s  end  result  study  of  103  cases  of 
intracapsular  neck  fractures  followed  two 
years  or  longer  showed  94  per  cent  bony 
union.  This  is  certainly  a far  better  result 
than  has  been  reported  from  using  other 
techniques. 

It  is  unlikely  that  the  average  surgeon 
who  pins  hips  can  equal  these  results,  what- 
ever technique  is  used,  because  Moore’s 
experience  with  1000  cases  or  more  has 
given  him  an  opportunity  to  perfect  his 
technique  that  few  surgeons  ever  have. 

The  importance  of  an  accurate  reduction 
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of  the  fracture  has  not  been  stressed  in  this 
paper  because  all  surgeons  are  in  agreement 
on  this  point. 

The  underlying  mechanical  principles  of 
the  two  techniques  have  been  discussed; 
the  statistics  of  the  various  followup 
studies  have  been  presented;  and  the  only 
logical  conclusion  is  that  we  give  the  Moore 
technique  an  opportunity  to  prove  itself. 
1205  Gilpin  Avenue. 


THE  BUFFY  COAT  SMEAR 

A Useful  Aid  in  Hematological  Diagnosis 

J.  W.  Abbiss,  M.D.,* 
Wilmington,  Del. 

The  object  of  this  note  is  to  call  atten- 
tion to  the  huffy  coat  technic,  the  useful- 
ness of  which  is  not  too  widely  recognized. 
This  technic,  the  preparation,  staining, 
and  examination  of  huffy  coat  blood  smears 
is  often  of  great  value  in  helping  to  eluci- 
date hematological  problems,  particularly 
those  associated  with  a low  total  white  cell 
count,  and  may  enable  a diagnosis  of  leu- 
kemia in  the  aleukemic  phase  to  be  made 
much  earlier  than  it  would  be  by  the  ex- 
amination of  ordinary  blood  smears;  or,  on 
the  other  hand,  it  may  help  in  the  exclu- 
sion of  aleukemic  leukemia  in  cases  asso- 
ciated with  a low  total  white  cell  count 
not  due  to  leukemia. 

The  technic  is  a simple  one  and  easy 
to  carry  out.  The  principle  is  that  oxalated 
blood  when  centrifuged  falls  naturally  into 
three  layers  — a lower  layer  of  red  blood 
cells,  immediately  above  which  is  a thin, 
grayish-white  colored  layer  known  as  the 
huffy  coat,  consisting  of  white  cells  and 
platelets,  and  above  this,  a layer  of  plasma. 
The  huffy  coat  layer  furnishes  a rich  source 
of  leukocytes  and  provided  that  it  is  with- 
drawn carefully  and  not  diluted  over  much 
with  the  red  cell  layer  or  the  plasma,  smears 
made  from  it  consist  almost  entirely  of 
white  cells  and  platelets.  Herein  lies  the 
great  value  of  the  huffy  coat  smear,  since 
when  properly  made  it  provides  a much 
greater  number  of  leukocytes  for  study 
than  can  be  obtained  in  an  ordinary  blood 
smear,  and  this  is  of  particular  value  when 


the  total  white  cell  count  is  low.  Ordinary 
blood  smears  prepared  from  blood  with 
counts  of  4,000  white  cells  per  cubic  milli- 
meter and  below  may  offer  considerable 
difficulty  in  performing  the  differential 
white  cell  count  since  the  cells  are  so  com- 
paratively few  that  the  observer  may  have 
to  spend  a long  time  examining  the  smear 
before  finding  sufficient  cells  for  an  accurate 
count.  Under  such  circumstances  any  ab- 
normal white  cells  which  are  present,  espe- 
cially if  few  in  number,  may  be  so  scanty 
that  they  may  be  overlooked,  but  by  using 
the  huffy  coat  smear,  which  provides  a 
much  larger  number  of  white  cells  for 
study,  the  chance  of  finding  any  abnormal 
cells  which  may  be  present  is  very  much 
greater. 

The  technical  details  are  as  follows: 
Blood  is  obtained  by  venipuncture  and 
drawn  into  a tube  containing  double  ox- 
alate as  an  anti-coagulant,  the  usual 
amount  of  blood  drawn  being  5 cc.  The 
blood  is  first  spun  down  in  the  collection 
tube  for  10  minutes  at  2,500  revolutions 
per  minute.  Following  this  centrifugation, 
the  buffy  coat  layer  together  with  some  of 
the  plasma  layer  and  red  cells  is  drawn  off 
and  transferred  to  a Wintrobe  sedimenta- 
tion rate  tube.  This  second  tube  is  then 
centrifuged  for  a further  10  minutes  at 
2,500  revolutions  per  minute.  The  next 
step  consists  of  withdrawing  the  buffy  coat 
layer  from  the  Wintrobe  tube  by  means  of 
a capillary  pipette,  and  this  step  requires 
care  and  precision  on  the  part  of  the  in- 
vestigator. If  it  is  not  properly  carried  out, 
unsatisfactory  smears  will  result  since  the 
leukocytes  will  be  diluted  either  by  plasma 
or  by  red  blood  cells.  With  practice,  how- 
ever, it  is  possible  to  withdraw  the  buffy 
coat  layer  alone  and  the  drop  so  obtained 
is  expelled  onto  a glass  slide  or  slides  and 
smears  prepared  from  it  as  one  would  pre- 
pare ordinary  blood  smears.  These  smears 
are  stained  with  Giemsa  or  any  other  of 
the  Romanowsky  stains  preferred  by  the 
examiner,  and  are  studied  under  the  oil  im- 
mersion lens,  particular  attention  being 
paid  to  the  presence  or  absence  of  abnormal 
cells  of  the  red  or  white  cell  series.  It  is  of 
particular  importance  that  the  blood  should 
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be  processed  as  soon  as  possible  after  draw- 
ing since  the  white  cells  rapidly  disinte- 
grate, and  any  blood  which  has  stood  for 
more  than  2 hours  following  its  withdrawal 
should  not  be  used  for  the  preparation  of 
buffy  coat  smears. 

The  following  three  cases  will  illustrate 
the  value  of  the  buffy  coat  technic: 

Case  1.  T.  C.,  a 17-year-old  male  was  ad- 
mitted to  hospital  complaining  of  a sore 
throat  and  a fever  of  three  weeks’  duration. 
His  family  had  also  noted  an  increasing 
pallor  of  his  skin.  An  admission  blood 
count  showed  a red  cell  count  of  1.5  mil- 
lion cells  per  cubic  millimeter  and  a hem- 
oglobin level  of  4 grams  per  cent.  The 
white  blood  count  was  1,200  white  cells  per 
cubic  millimeter  of  which  90%  were  re- 
ported as  lymphocytes,  7%  as  neutrophils, 
2%  monocytes,  and  1%  basophils.  No  ab- 
normal cells  were  noted  in  the  routine 
blood  smears  in  which  white  cells  were  dif- 
ficult to  find  because  of  the  low  total  count. 
Buffy  coat  smears  were  prepared  and  in 
these  a fair  number  of  undifferentiated 
white  cells  which  were  felt  to  be  of  “blast” 
type  were  noted.  Polymorphonuclear  leu- 
kocytes were  very  scanty  and  occasional 
normoblasts  were  seen.  From  these  smears 
it  was  felt  that  the  patient  was  suffering 
from  an  acute  leukemia  of  lymphocytic 
type.  Accordingly,  a bone  marrow  study 
was  performed  and  the  smears  prepared 
from  the  bone  marrow  showed  extensive 
marrow  replacement  by  young  white  cells, 
most  of  which  were  of  the  “blast”  type.  It 
was  felt  that  the  bone  marrow  was  com- 
patible with  an  acute  leukemia  of  lympho- 
blastic type,  and  in  conjunction  with  the 
peripheral  blood  picture  the  diagnosis  of 
acute  lymphoblastic  leukemia  in  an  aleu- 
kemic phase  was  made.  The  patient  died 
18  days  after  admission,  autopsy  confirm- 
ing the  diagnosis  of  acute  leukemia. 

Case  2.  V.  B.,  a 54-year-old  male  was  ad- 
mitted to  hospital  complaining  of  pains  in 
the  chest  and  back,  sweats,  chills,  and  a 
cough.  From  the  physical  examination  it 
was  felt  that  the  patient  was  suffering  from 
an  acute  lobar  pneumonia  and  he  was 
treated  accordingly.  A blood  count,  how- 


ever, revealed  only  850  white  cells  per  cubic 
millimeter,  but  the  differential  white  cell 
count  although  extremely  difficult  to  per- 
form owing  to  the  paucity  of  white  cells  in 
the  routine  smears,  was  felt  to  be  of  normal 
proportions  and  no  abnormal  cells  were 
noted.  In  view  of  the  extremely  low  count, 
however,  buffy  coat  smears  were  advised 
and  these  were  successful  in  providing  an 
adequate  number  of  white  cells  for  study. 
In  these  smears  a few  “blast”  cells  and  pro- 
myelocytes were  noted  together  with  a con- 
siderable number  of  mature  granulocytes. 
From  the  presence  of  these  immature  cells, 
it  was  thought  that  the  patient  might  be  in 
the  aleukemic  phase  of  acute  myelogenous 
leukemia.  Bone  marrow  smears  showed 
marked  myeloid  hyperplasia  with  many 
“blast”  type  cells  present  together  with 
numerous  promyelocytes  and  myelocytes, 
these  appearances  being  compatible  with 
an  acute  myeloid  leukemia.  The  patient 
expired  12  days  after  admission,  autopsy 
confirming  the  diagnosis. 

Case  3.  — a 55-year-old  female  was  ad- 
mitted to  hospital  complaining  of  sore 
throat  and  loss  of  voice.  Routine  blood 
counts  performed  on  admission  gave  values 
of  3.5  million  red  cells  per  cubic  millimeter 
with  10  grams  of  hemoglobin  per  100  cc., 
the  total  white  cell  count  being  extremely 
low  and  varying  from  400  cells  per  cubic 
millimeter  to  none  per  cubic  millimeter. 
No  abnormal  white  cells  were  seen  in  any 
of  numerous  routine  blood  smears  prepared. 
The  clinical  impression  was  that  the  pa- 
tient was  suffering  from  an  agranulocytosis, 
probably  due  to  certain  drug  therapy  which 
the  patient  had  been  receiving,  but  it  was 
felt  that  an  aleukemic  type  of  leukemia  had 
to  be  excluded.  Accordingly,  buffy  coat 
smears  were  prepared  and  these  showed  a 
few  lymphocytes  and  polymorphonuclear 
leukocytes  which  were  present  in  approxi- 
mately equal  proportions.  No  abnormal 
white  blood  cells  or  red  blood  cells  were 
seen  in  these  smears,  thus  helping  to  ex- 
clude the  diagnosis  of  leukemia.  Examina- 
tion of  the  bone  marrow  performed  on  this 
patient  showed  only  occasional  myelocytes 
and  nucleated  red  cells,  the  appearances 
being  compatible  with  an  aplastic  bone 
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marrow.  The  patient  died  5 days  after  ad- 
mission and  autopsy  confirmed  the  diag- 
nosis of  aplastic  anemia. 

Summary 

Attention  is  drawn  to  the  value  of  the 
huffy  coat  technic  in  helping  to  elucidate 
hematological  problems,  particularly  those 
associated  with  a low  total  leukocyte  count, 
and  examples  are  given  of  cases  in  which 
the  technic  proven  helpful. 

Memorial  Hospital. 

THE  DELAWARE  PHYSICIAN  OF  1800* 

John  A.  Munroe,  Ph.D.,** 

Newark,  Del. 

The  physician  in  Delaware  one  hundred 
and  fifty  years  ago  occupied  a somewhat 
different  place  in  our  society  from  that 
which  he  occupies  today.  He  was,  for  in- 
stance, the  one  trained  scientist  in  the  com- 
munity. In  Wilmington  today  the  doctors 
of  medicine  are  surrounded  by  hundreds, 
perhaps  thousands,  of  other  trained  scien- 
tists, doctors  of  philosophy  in  chemistry 
and  physics,  masters  and  bachelors  of  arts 
and  sciences  — probably  more  here  than 
in  any  city  of  similar  size  in  America.  But 
in  1800  this  was  not  so,  and  the  physician 
was  the  one  scientist  in  the  community,  the 
one  person  upon  whom  people  might  call 
for  information  on  scientific  problems.  In 
the  1780’s,  for  example,  when  the  Philadel- 
phia Society  for  Promoting  Agriculture 
chose  a man  in  each  state  to  help  it  answer 
a group  of  forty-four  queries  on  American 
agriculture  that  were  submitted  by  a 
French  scholar  (and  physician),  its  choice 
in  Delaware  was  quite  naturally  a physi- 
cian. A physician’s  scientific  training 
equipped  him  to  observe  and  to  measure 
accurately,  and  so  it  was  to  Dr.  James 
Tilton,  who  was  soon  to  become  first  presi- 
dent of  the  Medical  Society  of  Delaware, 
that  the  Agriculture  Society  turned  for  an 
accurate  report  on  the  state  of  Delaware 
agriculture.  Since  he  was  the  only  one  of 
the  society’s  correspondents  who  answered 
these  forty-four  queries,  his  notes  on  the 
state  of  agriculture  in  1788  have  a unique 
value. 

* Read  before  the  Delaware  Academy  of  Medicine,  Wil- 
mington, May  3,  1955. 

**  Professor  of  History,  University  of  Delaware. 


The  physician  was  not  only  the  one 
trained  scientist  in  the  Delaware  town  of 
one  hundred  and  fifty  years  ago;  he  was 
one  of  the  very  few  educated  men.  Some 
ministers  and  lawyers,  but  few  others,  had 
had  as  much  schooling  as  the  physician; 
therefore  he  was  called  upon  for  many  serv- 
ices besides  his  professional  chores.  Dr. 
John  Vaughan,  for  instance,  edited  a news- 
paper in  Wilmington,  and  Mathew  Wilson, 
besides  practicing  medicine,  was  a parson 
and  a schoolteacher  in  Lewes.  Physicians 
were  prominent  among  the  trustees  of  all 
of  the  early  academies,  the  early  secondary 
schools  of  Delaware. 

Because  the  physician  was  an  educated 
man  in  a society  where  formal  education 
was  respected  but  uncommon,  he  was  a 
natural  leader  in  his  community  and  his 
state.  He  had  more  time  for  civic  chores, 
of  course,  than  does  the  physician  today, 
partly  because  of  the  state  of  transporta- 
tion and  communication.  The  physician  of 
1800  was  geographically  limited  in  his  prac- 
tice by  poor  roads  and  slow  horses.  The 
towns  were  small  and  often  had  more  resi- 
dent physicians  then  than  now.  Nor  could 
the  physician’s  hours  of  retirement  be  in- 
terrupted by  a telephone.  Even  if  he  sought 
to  spend  his  leisure  in  professional  reading, 
medical  literature  was  neither  so  vast  nor 
so  accessible  that  it  would  occupy  him  for 
long. 

Perhaps  these  facts  led  him  to  more 
varied  enterprises  than  his  modern  succes- 
sor finds  time  for.  At  any  rate,  it  is  demon- 
strable that  the  early  physician  of  Del- 
aware was  an  active  leader  in  his  state. 
Our  first  president  — such  was  the  title  of 
our  chief  executive  immediately  after  in- 
dependence was  claimed  — was  a Wil- 
mington physician,  John  McKinly.  Our 
last  president  and  first  governor  (the  title 
was  changed  by  the  constitution  of  1792) 
was  a physician  from  near  Middletown, 
Joshua  Clayton.  Clayton  became  a United 
States  Senator  in  1798,  and  his  Delaware 
colleague  then  was  another  physician,  Hen- 
ry Latimer,  of  Newport.  A year  earlier,  Dr. 
Nicholas  Way,  of  Wilmington,  had  died  in 
Philadelphia,  where  he  was  director  of  the 
United  States  Mint  by  appointment  of 
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President  Washington.  James  Tilton  had 
been  a member  of  Congress  and  was,  like 
John  Vaughan,  a prominent  figure  in  the 
Jeffersonian  party.  Twenty-five  years  ear- 
lier Dr.  Charles  Ridgely  had  been  a prom- 
inent legislator  and  a party  leader  in  Kent. 
John  Haslet,  another  Kent  physician,  com- 
manded the  Delaware  regiment  in  the  Rev- 
olution and  by  his  death  at  the  Battle  of 
Princeton,  became  our  most  famous  martyr 
of  that  war. 

The  physicians  of  Delaware,  as  a class, 
came  from  families  of  at  least  modest  pros- 
perity. Well-to-do  parents  were  almost  es- 
sential, because  the  training  of  a physician 
was  costly  in  both  time  and  money.  Poor 
boys  did,  of  course,  become  physicians,  but 
they  were  the  exceptions  rather  than  the 
rule.  Dr.  Nicholas  Way’s  mother,  we 
know,  kept  a school  in  Wilmington,  and 
another  mother’s  efforts  are  suggested  in  a 
letter  of  recommendation,  October  17,  1766, 
from  Mathew  Wilson,  of  Lewes,  to  Dr. 
Charles  Ridgely,  of  Dover: 

“As  I understand  you  want  an  Apprentice  at  this 
time,  I cannot  but  recommend  Mr.  James  Rench 
. . . His  mother  has,  tho’  with  difficulty,  kept 
him  at  learning  until  he  has  read  Juvenal  and 
also  Lucian,  under  a very  careful  and  correct 
Teacher,  so  that  he  must  now  be  well  grounded  in 
the  Latin  and  Greek  Languages.  I doubt  not  he 
will  be  Teachable,  complaisant  and  careful  of  your 
business.  I doubt  not  . . . you  will  make  the 
terms  as  easy  as  possible.  I would  gladly  have 
taken  him,  but  have  too  many  at  present.” 

As  this  letter  indicates,  apprenticeship 
was  a common  form  of  vocational  education 
in  the  eighteenth  century  in  medicine  as 
in  other  “arts  and  mysteries.”  Formal 
training,  through  lectures  and  demonstra- 
tions, did  exist  but  was  for  the  few  rather 
than  for  the  many.  Of  those  who  studied 
medicine  in  school,  a great  number  went 
abroad,  primarily  to  Edinburgh,  and  later 
to  London  and  Paris.  The  chief  resort  for 
those  who  were  schooled  in  medicine  at 
home  was  the  College  of  Philadelphia 
(later  the  University  of  Pennsylvania), 
where,  in  1768,  the  first  class  in  medicine 
ever  to  be  graduated  from  an  American 
college  included  two  Delawareans,  James 
Tilton  and  Nicholas  Way.  The  degree 
which  they  received  was,  of  course,  a bach- 
elor’s degree,  bachelor  of  medicine,  or,  they 
said,  of  “physick.”  Three  years  after  grad- 


uation, a successful  practitioner  could  se- 
cure the  doctorate  by  presenting  an  accept- 
able thesis  to  the  medical  faculty. 

But  for  most  of  Delaware’s  aspiring  phy- 
sicians, it  was  not  school  at  Edinburgh  or 
Philadelphia,  but  apprenticeship,  perhaps 
in  Philadelphia,  or  in  Wilmington,  Dover, 
or  elsewhere,  that  was  the  pathway  to  the 
practice  of  medicine.  Sometimes  this  was  a 
formal  apprenticeship  with  terms  of  inden- 
ture carefully  drawn  and  the  young  man 
“bound”  thereto  as  if  to  an  artisan’s  trade, 
but  usually  the  relationship  seems  to  have 
been  more  informal,  though  of  course  a fee 
was  customarily  paid  by  the  student  for  the 
privilege  of  learning  the  professional  myster- 
ies. Too  little  is  known  of  the  Delaware 
apprentice’s  daily  routine,  but  we  do  have 
a few  glimpses  of  his  life.  We  have,  for 
instance,  the  report  of  a lecture  that  Dr. 
James  Tilton  gave  in  Dover  in  1770  for  the 
benefit  of  his  apprentices.  Thomas  Rodney, 
the  younger  brother  of  Caesar,  visited  the 
class  and  describes  the  occasion  in  his 
diary,  under  the  date  of  Saturday,  Novem- 
ber 10,  1770  [I  have  modernized  punctua- 
tion and  capitalization,  but  not  spelling]  : 

“Doctr.  Tilton  having  a good  subject  for  desec- 
tion, gave  me  an  invitation  to  go  and  see  him 
perform.  I went  accordingly.  The  first  part  of 
his  performance  was  a short  lecture  on  the  hu- 
man frame,  whereby  he  gave  a general  acct.  of 
the  body,  describing  only  its  larger  or  common 
divisions.  He  then  proceeded  to  desect,  beginning 
with  making  an  incision  or  long  gash  from  the 
waist  up  to  the  breast,  cutting  in  ’till  he  came 
to  the  muscular  parts.  He  then  parted  the  skin 
and  membrane,  down  the  left  side  & lav'd  bare 
what  he  call’d  the  oblique  decending  mussel  or 
mussels.  He  then  peal'd  off  that  mussel,  and 
lay’d  bare  what  he  call’d  the  oblique  ascending 
mussel  or  mussels,  which  seem  to  take  their  rise 
near  the  hips  and  back-bone,  and  tend  up  to- 
wards the  line  of  the  belly,  being  nearly  at  [right] 
angles  with  the  oblique  descending  mussels,  which 
take  rise  at  the  shoulder  and  back-bone  and  tend 
downwards  to  the  rimm  of  the  belly.  The  two 
mussels  lie  one  over  or  (if  you  please)  under  the 
other,  each  spreadg.  over  all  that  side  of  the 
belly.  He  then  lav’d  bare  a mussel,  which  tends 
from  the  breast  down  to  the  waist  and  about  3 
in.  wide.  This  mussel  seems  to  be  exceedingly 
curious:  it  is  in  a manner  divided  into  4 parts  by 
a kind  of  membrane  suted  to  that  purpose,  which 
makes  it  very  strong  and  able  to  support  the 
belly.  If  it  was  not  for  those  divisions,  this  mus- 
sel wou’d  be  so  weak  by  reason  of  its  length  that 
it  wou’d  not  be  able  to  perform  its  office.  The 
doctr.  then  lay’d  bare  what  he  call’d  the  trans- 
verse direct  mussel  which  takes  rise  along  the 
back  bone  & tends  directly  round  to  the  line  of 
the  belly  in  a horizontal  position,  passing  under 
the  two  mussels  first  men[tione]d.  He  then  took 
out  the  bowels,  but  it  being  late  he  did  not  de- 
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scribe  any  of  the  internal  parts,  otherwise  than 
to  run  over  their  names  to  the  young  students.” 

At  the  time  of  this  lecture  Tilton  was  but 
two  years  out  of  college,  but,  probably  from 
the  very  fact  that  he  had  gone  to  college, 
his  practice  must  have  begun  particularly 
auspiciously  since  he  attracted  students  so 
soon.  Nathaniel  Luff,  another  Kent  Coun- 
ty lad,  had  no  such  easy  time  getting 
started.  From  an  autobiography  that  Luff 
wrote  for  the  benefit  of  his  descendants, 
we  know  that  he  studied  medicine  with  “a 
distant  relation,”  Dr.  George  Glentworth, 
in  Philadelphia  and  began  his  practice 
somewhere  on  the  road  between  Lewes  and 
Dover.  He  rented  part  of  a house  and 
stable  room  for  a horse,  plus  privileges  for 
a servant,  a Negro  boy,  and  he  made  ar- 
rangements, being  a bachelor,  to  board  with 
Edward  Fisher.  Because  he  had  a juvenile 
appearance,  Luff  sought  “both  in  dress  and 
address”  to  seem  brilliant.  Aided  by  family 
influence,  he  soon  had  a large  practice,  but 
it  did  not  last.  After  some  years  he  moved 
to  Frederica  and  enjoyed  a large  practice 
again,  but  again  it  dwindled,  partly,  ac- 
cording to  Luff,  because  his  patients  got 
well  and  partly  because  his  second  patient 
died  of  the  fever. 

“Unsuccessfulness  in  the  practice  of  physic,”  de- 
clared Luff,  “however  judicious  the  prescriptions, 
or  peculiar  the  circumstances  of  the  patient,  tends 
to  lessen  the  reputation  of  the  practitioner,  while 
recovery,  under  medical  hands,  however  inad- 
verted,  multiplies  his  practice.” 

If  Luff  found  it  hard  to  keep  his  patients, 
there  were  other  physicians  who  had  diffi- 
culty in  decreasing  their  practice  — and  a 
country  practice  then  as  now  was  often 
very  strenuous.  Dr.  Nicholas  Way  broke 
his  leg  in  a fall  from  his  horse  and  decided 
he  must  relinquish  his  country  practice  be- 
cause of  the  “inconvenience  of  riding.” 
However,  “his  patients  were  unwilling  to 
yield,  and  this  was  so  perplexing  he  knew 
not  how  to  limit  his  visits.”  His  wisest 
step,  he  determined,  was  to  move  away 
from  his  practice,  and  so  he  did.  He  moved 
to  Philadelphia  and  accepted  appointment 
as  director  of  the  mint. 

Many  physicians  who  had  otherwise 
good  practices  found  it  difficult  to  collect 
a proper  compensation  for  their  services. 
Like  ill-health,  ill-compensation  drove  men 


from  the  profession.  In  March,  1801, 
Thomas  Mendenhall,  a Democratic  politi- 
cian in  Wilmington,  wrote  the  newly-  inau- 
gurated Jefferson  to  beg  a $600  political 
appointment  for  his  friend  and  fellow- 
Democrat,  Dr.  John  Vaughan.  “He  is  at 
present  in  a handsome  run  of  practice  for 
this  place,”  Mendenhall  explained  to  Jeffer- 
son; “yet  you  know  doctors’  bills  are  slow- 
ly paid.” 

Nathaniel  Luff,  who  seems  to  have  ex- 
perienced every  problem  except  continued 
prosperity,  told  of  his  troubles  at  Frederica 
in  1800.  Three  doctors  were  then  inoculat- 
ing there  against  smallpox.  ( Is  there  a single 
physician  in  Frederica  today?)  “I  used 
very  little  solicitation,”  wrote  Luff,  “but 
inoculated  when  called  on.  Generally  the 
poorest  and  least  likely  to  pay  are  anxious 
to  have  it,  while  the  more  opulent  are  very 
careful  and  cautious,  and  very  desirous  to 
reduce  the  price.”  He  got  the  least  part 
of  the  practice.  “Some,”  he  added,  bitterly, 
“have  undertaken  inoculation  for  less  than 
the  general  stated  price.” 

Luff’s  bitterness  of  feeling  against  his 
colleagues  in  Frederica  was  but  sympto- 
matic of  other  and  more  serious  quarrels 
of  physicians.  On  several  occasions  these 
quarrels  became  public,  as  when  Dr.  John 
Vaughan  wrote  letters  for  a Wilmington 
newspaper  in  1799  in  which  he  demanded 
the  erection  of  a lazaretto  for  the  ventila- 
tion of  infected  goods  on  ships  arriving 
from  fever-stricken  ports.  A sloop,  he  de- 
clared, was  then  unloading  from  Havana, 
where  fever  raged;  obviously  stricter  quar- 
antine laws  were  needed.  Vaughan’s  letters 
were  taken  as  a personal  affront  by  the 
Wilmington  health  officer,  Dr.  Ebenezer 
Smith,  who  had  been  aboard  the  sloop 
Vaughan  mentioned.  In  a rebuttal,  Smith 
attempted  to  quiet  Vaughan  by  ridicule, 
beginning  his  letter,  “Although  I have  not 
come  so  recently  from  school  as  yourself, 
and  perhaps  have  not  as  much  leisure  to 
write.  ...” 

While  physicians  quarreled,  laymen  pre- 
sumed to  advise  on  matters  of  health. 
“Have  so  much  regard  for  your  health,” 
Thomas  Rodney  wrote  his  daughter,  “as 
not  to  lace  your  stays  too  tight.  Your 
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lungs  are  weak  and  may  be  injured  by  it.” 
Other  advice  came  from  itinerant  practi- 
tioners of  extravagant  claims,  like  Dr.  Big- 
nall,  who  arrived  in  Wilmington  in  1808, 
lately  from  Europe,  he  advertised,  and  a 
former  student  at  Edinburgh.  His  special- 
ty was  the  pharmacy  of  vegetables,  by 
which  he  promised  remarkable  cures  — of 
choleric  and  liver  complaints,  for  example, 
which  affected  the  lungs  and  often  led  to 
consumption.  “Cancers,  bruises,  inflamma- 
tions, particularly  of  the  eyes  and  long 
standing,  ulcers,  if  curable”  — all  these 
he  undertook  to  treat.  To  the  ladies  he 
offered  “a  vegetable  liquid  and  tooth  pow- 
der unparalleled  in  this  or  any  other  coun- 
try,” which  destroyed  scurvy,  prevented 
bad  breath,  and  preserved  the  gums  and 
teeth. 

There  were  also  itinerant  dentists,  like 
“Dr.  John  Dyott,  professional  dentist, 
from  London,”  who  announced  in  a Wil- 
mington paper  of  1809  that  he  would  spend 
a few  days  at  Brinton’s  tavern,  “where,” 
his  advertisement  ran,  “he  performs  every 
operation  upon  TEETH;  cures  the  Tooth- 
Ache,  and  the  scurvy  in  the  gums,  be  it 
ever  so  inveterate;  fastens  loose  Teeth  by 
making  the  gums  grow  firm  up  to  them; 
renders  Teeth  white  and  beautiful;  pre- 
vents their  decay;  keeps  such  as  are  so 
from  becoming  worse;  fills  up  those  that 
are  hollow  . . . ; extracts  teeth  and  stumps 
with  ease;  transplants  teeth;  makes  and 
fixes  artificial  teeth  in  various  ways;  and 
regulates  the  teeth  in  children.”  Dyott  de- 
clared he  had  had  an  extensive  practice  in 
London  and  in  other  parts  of  Europe.  He 
would,  if  requested,  wait  on  any  lady  or 
gentleman  at  his  home. 

A rarer  note  is  the  advertisement  of  Miss 
Grace  Milligan  in  1789,  declaring  she  had 
come  to  Wilmington  to  practice  mid-wifery 
after  having  studied  for  over  a year  in 
Philadelphia  with  Dr.  William  Shippen, 
from  whom  she  bore  a recommendation. 
The  particular  significance  of  this  an- 
nouncement is  that  Dr.  Shippen  was  the 
first  man  in  America  to  lecture  to  midwives, 
and  thus  it  reveals  the  expansion  to  Dela- 
ware of  the  benefits  of  Shippen’s  discus- 
sion of  a hitherto  secretive  subject. 


In  the  same  year,  another  rare  note  ap- 
peared in  a Wilmington  newspaper.  Drs. 
Capelle  and  Smith,  the  paper  declared,  had 
operated  “for  the  strangulated  hernia,  or 
rupture,  ...  on  a servant  man  of  Solomon 
Hersey,  on  Red  Clay  Creek.”  The  news- 
worthy fact  about  the  operation,  apparent- 
ly, was  not  so  much  that  it  was  successful, 
but  that  the  patient  made  a very  rapid 
recovery  — he  was  able  to  walk  in  ten 
days.  This  news,  the  editor  felt,  should 
encourage  those  who  dread  the  operation 
for  “a  complaint  many  fall  a sacrifice  to.” 
The  note  itself  testifies  to  the  improvement 
of  surgery  — an  event  that  should  be  ex- 
pected where  young  physicians  like  Tilton 
were  giving  demonstrations  in  dissection  to 
their  pupils. 

This,  too,  was  the  time  when  patent  med- 
icines were  just  coming  into  popularity.  At 
a newspaper  office  in  Wilmington,  one 
could  buy  “McCarty’s  Indian  Tooth  Ache 
Drops”  for  seventy-five  cents  a bottle. 
Mathew  R.  Lockerman,  in  1807,  declared 
that  he  handled  all  of  the  patent  medicines 
manufactured  by  Richard  Lee  & Son,  of 
Baltimore,  including  Lee’s  Anti-Bilious 
Pills,  good  for  sea-sickness,  headaches, 
change  of  climate,  and  an  appetizer  (“a 
dose  never  fails  to  remove  a cold  if  taken 
on  its  first  appearance”);  Lee’s  Genuine 
Essence  and  Extract  of  Mustard,  good  for 
rheumatism,  gout,  palsy,  lumbago,  white 
swellings,  chilblains,  sprains,  bruises,  and 
pains  generally;  Lee’s  Elixir,  for  colds, 
coughs,  asthma,  sore  throats,  whooping 
cough,  and  “approaching  consumption”; 
Lee’s  Infallible  Ague  and  Fever  Drops, 
Lee’s  Worm-Destroying  Lozinges;  Lee’s 
Grand  Restorative;  Lee’s  Sovereign  Oint- 
ment for  the  Itch  (“may  be  used  by  preg- 
nant women”);  Lee’s  Eye-Water;  Lee’s 
Corn  Plaister;  Lee’s  Damask  Lip  Salve; 
Lee’s  Genuine  Persian  Lotion  (prevents 
blemishes);  and  Lee’s  Anodyne  Elixir. 
With  such  remedies  at  hand,  many  citizens 
probably  found  appeals  to  a physician  un- 
necessary. 

Yet  every  season  of  every  year  brought 
new  challenges  to  the  physicians  of  Dela- 
ware. One  of  them,  Dr.  John  Vaughan 
compiled  in  the  year  1803  a medical  regis- 
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ter,  as  he  called  it,  detailing  the  seasonal 
ills  of  Wilmington.  The  winter  of  1803,  he 
wrote,  was  a healthy  one,  with  no  pestilen- 
tial diseases  after  the  first  appearance  of 
ice.  In  March  “influenza  appeared  in  a 
moderate  degree  — most  severe  in  elderly 
persons,  in  infants  & valetudinarians.”  The 
disease  continued  into  April,  when  “convul- 
sions were  frequent  in  the  occasional  febrile 
disorders  of  children”  and  there  were  also 
a few  cases  of  scarlatina.  In  May  the  dis- 
eases were  of  a mixed  character,  with  some 
cases  of  influenza  and  of  scarlatina  angi- 
nosa.  Vaccination  and  inoculation  were 
both  going  on,  Vaughan  noted,  but  “the 
latter  . . . generally  gave  place  to  the  form- 
er, and  will  no  doubt  in  time  surmount  all 
opposition.”  June,  “usually  our  healthiest 
month,”  saw  “a  number  of  cases  of  diar- 
rhea . . . and  a few  cases  of  vesicular  erup- 
tion.” July  brought  many  diseases:  chick- 
en pox,  “frequent  colics  in  adults,  and  a 
few  cases  of  cholera.”  “Diarrhea  was  gen- 
eral and  some  cases  dysenterical.  The  adja- 
cent country  was  especially  affected  with 
the  dysenterical  form  of  fever;  and  it  ap- 
peared ...  to  have  pervaded  the  whole  of 
the  peninsula.”  The  diseases  of  July  con- 
tinued into  August,  when  “dysentery  be- 
came more  formidable  and  scattering  cases 
of  fever  chequered  the  scene  . . . After  the 
heavy  rains  in  the  middle  of  August  the 
dysentery  gave  place  to  fever  of  different 
forms.”  “Our  disease  was  stationary  dur- 
ing the  remainder  of  the  autumn  . . . Ty- 
phus fever  became  more  general  during 
September  and  continued  with  little  differ- 
ence in  degree  throughout  October.” 

In  summing  up,  Vaughan  declared  the 
spring  diseases  were  not  unusual  in  fre- 
quency or  form,  but  that  intestinal  dis- 
orders had  occurred  earlier  and  more  se- 
verely than  usual.  He  believed  dysentery 
was  not  contagious,  but  the  public  thought 
differently,  and  “the  unconquerable  hor- 
rors of  contagion  added  to  a general  ignor- 
ance of  nursing,  not  only  embarrass  the 
physician  in  the  execution  of  his  wishes, 
but  obstinately  conspire  against  the  life  of 
the  patient.”  Perhaps  the  damage  to  crops 
by  a May  frost  and  a June  drought  had 
influenced  the  history  of  diseases,  he  sug- 
gested — for  example,  by  causing  people 


to  eat  fruits  they  would  otherwise  have 
discarded.  He  also  speculated  on  the  effect 
on  health,  particularly  on  the  frequency  of 
agues,  of  the  clearing  of  timber  from  the 
land,  and  of  the  erection  of  “numerous 
dams  for  water  works  of  various  kinds.” 

Another  local  physician,  James  Tilton, 
has  left  us  a survey  of  the  climates  and 
diseases  of  Delaware,  an  essay  he  prepared 
in  1790  for  the  president  of  the  Philadel- 
phia College  of  Physicians.  “The  hills  of 
Brandywine  and  Christiana,”  Tilton  as- 
serted, “furnish  as  healthful  a district  of 
country  as  any  in  America.  The  Borough 
of  Wilmington  for  health,  beauty,  and  ac- 
commodation, is  superior  to  any  town  I 
have  seen.” 

He  had  no  such  kind  words  for  his  na- 
tive county:  “Kent,  though  blessed  with 
the  most  fertile  soil,  is  the  most  sickly  of 
the  three  counties.  Dover  ...  is  truly  un- 
healthful. Situated  eight  miles  within  land, 
and  shut  out  from  all  water  communication 
by  high  timbered  woods,  the  air  of  this 
district,  in  the  hot  season  of  the  year,  suf- 
fers exceedingly  from  stagnation.” 

In  Sussex,  Lewes  won  particular  compli- 
ments from  Tilton:  “Lewes  ...  is  constant- 
ly fanned  from  the  ocean  and  is  as  health- 
ful as  Bermudas.  This  place  has  furnished 
the  longest  lived  inhabitants  of  our  state 
. . . Lewes  is  much  resorted  to  by  convales- 
cents from  the  inland  country  and  neigh- 
boring states.  . . . Sickly  boys  and  others 
with  swelled  spleens  and  obstructed  viscera 
from  repeated  and  obstinate  fevers  are 
quickly  restored  to  health,  barely  by  a resi- 
dence at  Lewes.  All  manner  of  nervous 
weakness  is  relieved  by  the  salutary  air  of 
our  Cape;  but  asthmatic  and  hectic  pa- 
tients should  be  cautious  how  they  trust 
themselves  there.” 

Dr.  Tilton,  like  Dr.  John  Vaughan,  noted 
changes  in  the  diseases  — “a  great  change 
has  taken  place  in  the  diseases  of  this  part 
of  the  country,”  declared  Tilton  — and  ex- 
plained that  local  physicians  had  had  to 
change  their  methods  of  treatment  too.  Be- 
fore the  Revolution,  fevers  were  treated  by 
repeated  bleeding,  “but  the  same  method 
now  would  be  attended  with  very  different 
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effects;  the  exceptions  at  least  are  so  few 
as  hardly  to  deserve  mentioning.  Opium, 
wine,  bark,  volatile  salts,  are  the  articles  of 
materia  medica  we  are  obliged  chiefly  to 
have  recourse  to.  . . . We  have  learned  from 
repeated  observation  to  withhold  the  lan- 
cet, or  to  use  it  in  the  most  guarded  man- 
ner.” 

It  is  noteworthy  that  Tilton,  whom  we 
have  previously  seen  giving  an  anatomical 
lecture  to  his  apprentices,  is  here  disclosing 
the  results  of  repeated  observation.  It  is 
not  only  a tribute  to  him  but  to  his  train- 
ing — it  has  previously  been  noted  that 
he  was  in  the  first  class  to  take  medical 
degrees  in  the  English  colonies  — that  he 
has  learned  the  value  of  observation.  Til- 
ton was,  of  course,  outstanding  among  the 
physicians  of  his  time.  He  was  offered  the 
chair  of  materia  medica  at  the  University 
of  Pennsylvania;  he  became  surgeon-gener- 
al of  the  American  army  in  the  War  of 
1812.  Nathaniel  Luff,  on  the  other  hand, 
was  certainly  a much  less  successful  Dela- 
ware physician,  but  for  that  very  reason  a 
quotation  from  Luff  should  be  balanced 
against  one  from  Tilton  for  a truer  approx- 
imation of  the  Delaware  medical  scene. 

Let  Luff,  then,  serve  to  picture  the  fear 
of  the  “noxious  vapors”  exhaled  by  the 
wooded  and  marshy  lowlands  of  Delaware: 

“During  our  passing  the  forests,”  he  wrote  in 
1798,  “ I frequently  chewed  camphire  and  smelt 
of  it,  as  I passed  stagnant  pools  and  ponds,  or 
low  sunken  grounds,  that  emitted  a nauseous  and 
disagreeable  stench,  and  rubbed  my  hands  fre- 
quently with  the  camphire,  avoided  much  fruit 
or  whatever  tended  to  relax  the  stomach,  as  cu- 
cumbers, melons,  etc.,  but  refrained  from  spiri- 
tuous liquors,  not  that  I do  not  in  a medicinal 
way  esteem  them  salutary,  but  because  of  the 
excessive  abuse  of  them,  fearing  lest  by  using 
them  (in  what  is  first  called  moderation)  I may 
be  led  on  to  excess.” 

To  appreciate  Luff’s  fear,  one  must  recall 
that  1798,  the  year  in  which  he  wrote  the 
above  passage,  was  the  year  of  the  dread 
yellow  fever’s  arrival  in  Delaware.  The 
fever  had  come  to  Philadelphia  in  1793  — 
its  arrival  there  is  graphically  recounted  in 
John  Powell’s  book,  Bring  Out  Your  Dead 
— but  it  did  not  reach  Wilmington  that 
year  nor  in  the  years  of  its  recurrent  visits 
to  Philadelphia  until  1798.  Then  it  struck 
Wilmington  disastrously.  How  it  was 


caused,  how  it  was  carried,  these  were  the 
great  mysteries  that  baffled  the  physicians. 
All  sorts  of  hypotheses  were  set  up,  but 
certain  points  seemed  clear.  “Every  physi- 
cian of  this  place,”  Dr.  Tilton  wrote  from 
Wilmington  to  Dr.  Currie,  of  Philadelphia, 
“agree  [s]  that  the  disease  was  imported 
to  us  from  Philadelphia,  by  infected  goods 
and  furniture,  as  well  as  infected  persons. 
We  suppose  the  disease  to  be  propagated 
by  contagion  from  infected  persons,  cloth- 
ing, vessels,  houses,  etc.  It  is  remarkable 
. . . that  stronger  exhalations  arise  from 
persons  affected  by  this  fever,  than  in  other 
febrile  diseases;  and  we  have  reason  to  be- 
lieve that  many  were  affected  by  the  con- 
tagion at  a distance  from  the  sick  reaching 
quite  across  our  streets.” 

To  Tilton  it  was  evident  that  “infected 
household  goods  and  furniture,  brought 
from  the  city  [Philadelphia]  by  our  shal- 
lops had  more  influence  in  spreading  the 
contagion  than  diseased  persons;  for  it  was 
very  remarkable  that  the  disease  was  not 
communicated  from  the  first  person  who 
died  of  it,  and  who  came  down  and  sicken- 
ed in  the  land  stage.”  Tilton  was  confirmed 
in  his  opinion  by  the  fact  that,  as  he  wrote, 
“when  the  fever  became  epidemic,  it  took 
its  rise  at  the  water’s  edge,  and  infected 
all,  or  with  few  exceptions,  gradually  up 
High  Street.” 

Its  progress  was  fast  and  the  mortality 
was  appalling.  Between  August  7,  when  it 
first  appeared,  and  August  20,  in  just  two 
weeks  there  were  106  deaths  in  Wilming- 
ton. The  rate  of  fatality  thereafter  slack- 
ened, but  by  November  3,  252  Wilming- 
tonians  had  died  of  the  fever  — and  recall 
that  at  this  time  the  town’s  population  was 
under  5,000.  (In  the  same  period,  there 
were  3,446  deaths  in  Philadelphia.)  An 
emergency  hospital  was  set  up  which  ad- 
mitted 88  of  the  fever-stricken,  of  whom  41 
died. 

After  the  coming  of  cold  weather  routed 
the  fever  — why,  no  one  knew  — Wilming- 
ton was  spared  a further  visit  of  it  for  four 
years.  Then  in  1802  the  mysterious  malady 
struck  again.  It  appeared  first  in  Phila- 
delphia, where  authorities  blamed  the  epi- 
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demic  on  the  schooner  Eliza,  which  had  lost 
several  hands  of  yellow  fever  on  her  voyage 
from  Haiti.  Since  the  Eliza  was  blamed,  so, 
in  a sense,  was  the  board  of  health  in  Wil- 
mington, for  the  Eliza  had  stopped  here  to 
unload  her  cargo  and  had  been  allowed  to 
proceed  to  Philadelphia  “without  proper 
cleansing.” 

Once  Philadelphia  was  stricken,  Wil- 
mington took  great  precautions  to  keep  the 
disease  from  coming  down  the  river.  A 
rigid  quarantine  was  established  by  our 
board  of  health.  Vessels  were  forbidden  to 
come  up  the  Christina  beyond  the  mouth 
of  the  Brandywine;  a watch  was  stationed 
on  the  bridge  over  the  Brandywine  twenty- 
four  hours  a day,  and  the  other  approaches 
to  the  city  were  only  a little  less  carefully 
guarded.  But  in  spite  of  all  precautions 
the  fever  came.  Again  it  spread  rapidly 
from  near  the  waterfront,  the  center  of  its 
contagion  seeming  to  be  at  Second  and 
King  Streets.  Here  the  first  patient  was 
discovered,  a woman  named  Ann  Davidson 
who  lived  with  her  father  and  had  re- 
turned to  Wilmington  on  Captain  Bush’s 
packet  from  fever-stricken  Philadelphia. 
King  Street  between  Second  and  the  Chris- 
tina River  was  contracted  to  a narrow  alley, 
and  many  of  the  cellars  of  the  houses  on 
it  were  full  of  water  and  filth.  “This  nest 
of  noxious  effluvia  was  offensive  to  the 
whole  neighborhood  from  the  beginning  of 
August,  was  reported  to  the  police  as  a 
public  nuisance,  and  condemned  as  such, 
but  not  removed.”  Physicians  feared  that 
removal  of  the  filth  might  stir  up  “noxious 
vapors,”  and  suggested  that  this  step  be 
postponed  until  the  arrival  of  cold  weather. 
Meanwhile  the  inhabitants  were  advised  to 
move  without  delay,  but  “there  was  no 
hospital  establishment  for  the  indigent  sick, 
nurses  could  not  be  procured  that  would 
do  justice  to  them,  and  the  board  of  health 
had  neither  power  nor  funds  to  do  much 
for  their  relief.” 

The  epidemic  of  1802,  however,  brought 
less  fatalities  than  that  of  1798.  From  Sep- 
tember 1 to  November  2 there  were  72 
deaths  from  the  fever.  By  far  the  greatest 
incident  of  disease  was  in  the  area  south 
of  Third  Street  and  east  of  Market;  here 


157  persons  were  ill  and  56  died.  The 
higher  parts  of  town  appeared  secure  at 
first,  but  by  mid-October  even  their  inhabi- 
tants “were  seized  with  consternation  and 
fled.  A melancholy  gloom  pervaded  the 
deserted  streets,  and  the  forlorn  subjects  of 
disease  suffered  accumulated  miseries.” 

The  health  officer,  Dr.  Ebenezer  Smith, 
and  his  wife  and  son  caught  the  fever,  and 
eventually,  from  illness  and  flight,  only  a 
few  courageous  souls  were  left  to  aid 
the  afflicted,  not  a physician  remaining  but 
Dr.  John  Vaughan.  “I  may  safely  say,” 
wrote  Vaughan,  “I  have  not  had  two  hours 
uninterrupted  sleep  for  three  days  and 
nights  — every  morning  out  at  day  light. 

. . . I often  walk  from  here  to  the  lower 
end  of  town  in  the  evening,  without  seeing 
a human  creature.  In  the  mornings  I meet 
a few  grave  friends  at  the  corners  to  in- 
quire the  events  of  the  night,  who  shake 
me  by  the  hand  and  express  the  most 
earnest  satisfaction  at  meeting  me  once 
more.”  The  final  fever  victim  in  1802  was 
John  Ferris,  a lay  member  of  the  board  of 
health  who  had  devotedly  visited  the  sick 
and  had  often  laid  out  and  buried  the 
dead.  “My  last  companion,”  Vaughan 
called  him  on  hearing  of  his  illness;  “hard 
indeed  will  the  decrees  of  fate  appear,  if 
after  having  toiled  so  long  and  so  earnestly 
to  relieve  the  distresses  of  others,  he  must 
now  yield  up  that  life  which  has  been  so 
useful  to  the  public.” 

Hard  indeed  are  the  decrees  of  history 
which  ignore  the  courage  displayed  by  such 
men  as  these.  Soldiers  and  statesmen  and 
explorers  of  geographic  frontiers  — these 
men  are  properly  remembered  in  our  an- 
nals of  the  past.  But  other  adventurers  on 
the  fringe  of  the  little  known  and  the  un- 
known, such  as  the  scholars  and  the  scien- 
tists, are  often  unappreciated  and  forgot- 
ten. Fevers  and  agues  were  as  devastating 
and  as  deadly  as  red  Indians  and  Barbary 
pirates,  so  perhaps  it  is  well  that  we  take 
a few  minutes  to  recall  the  problems  and 
the  failures  and  the  achievements  of  the 
Delaware  physician  of  1800;  his  story  is  a 
significant  part  of  the  tale  of  man’s  ever- 
lasting and  somewhat  groping  effort  against 
his  environment. 


262 


Delaware  State  Medical  Journal 


October,  1955 


THE  MONTH  IN  WASHINGTON 

Washington,  D.  C.  — Within  a few 
months  there  will  be  under  way  the  first 
comprehensive  survey  ever  to  be  made  of 
the  nation’s  mental  health  problems.  The 
study  will  attempt  to  measure  the  extent 
of  mental  illnesses,  to  judge  the  progress 
and  lack  of  progress  in  research,  and  to 
estimate  the  additional  hospitals  and  clinics 
and  trained  personnel  needed  before  a 
start  can  be  made  toward  a solution. 

A newly-formed  Joint  Commission  on 
Mental  Illness  and  Health  already  has  be- 
gun preliminary  work  on  the  survey.  The 
all-out  effort  will  be  initiated  — possibly 
before  the  first  of  the  year  — after  the 
Commission  has  received  the  formal  ap- 
proval of  the  National  Mental  Health  Ad- 
visory Council  of  U.S.  Public  Health  Serv- 
ice and  the  Surgeon  General.  Once  this 
endorsement  has  been  given,  $250,000  in 
U.S.  funds  will  be  available  to  help  with 
the  first  year’s  operations.  Another  mil- 
lion dollars  is  to  be  supplied  over  the  fol- 
lowing two  years. 

Originally,  the  Joint  Commission  was 
formed  by  the  American  Medical  Associa- 
tion’s Council  on  Mental  Health  and  the 
American  Psychiatric  Association.  Later 
other  associations  joined  in,  including  the 
American  Association  of  Psychiatric  Social 
Workers,  the  American  Hospital  Associa- 
tion, the  American  Nurses  Association,  the 
National  League  of  Nursing,  the  American 
Psychological  Association  and  the  Nation- 
al Education  Association. 

A nationwide  survey  has  been  the  ob- 
jective of  these  associations  for  more  than 
a year.  Substance  was  added  to  the  idea 
this  year  when  Congress  approved  the 
$1,250,000  fund,  to  be  used  over  three 
years,  for  a comprehensive  study.  The  law 
specifies  that  the  investigation  be  con- 
ducted by  non-governmental  bodies;  to 
fully  qualify,  the  Joint  Commission  has 
been  legally  incorporated. 

At  hearings  before  Congressional  com- 
mittees early  this  year  psychiatrists  and 
others  outlined  the  complex  problem  they 
are  facing. 

The  care  of  mental  patients  is  one  of  the 
great  financial  burdens  of  the  states;  rate 
of  cure  and  rehabilitation  is  so  low  that  ins- 


titutions are  being  filled  as  fast  as  they 
can  be  constructed;  half  the  hospital  beds 
are  occupied  by  mental  patients  and  their 
care  costs  more  than  a billion  dollars  a 
year  in  tax  funds. 

There  are  not  enough  psychiatrists 
trained  to  administer  state  programs  or 
even  all  the  large  hospitals;  competition 
for  the  top  men  in  this  field  has  been  com- 
pared to  the  proselyting  of  football  players 
and  coaches. 

Many  of  the  leading  psychiatrists  com- 
plain that  too  much  attention  is  being  paid 
to  constructing  hospitals  and  not  enough  to 
research,  which  might  develop  treatments 
that  would  keep  many  patients  out  of  insti- 
tutions, and  bring  about  the  rehabilitation 
of  hundreds  of  thousands  of  others  now 
hospitalized. 

In  testifying  before  a House  committee 
early  this  year,  Dr.  Leo  H.  Bartemeier, 
representing  the  AMA,  argued  for  federal 
help  in  conducting  the  survey.  He  told  Jhe 
Committee:  “For  several  years  we  in  the 
profession  of  psychiatry  have  been  aware 
of  the  critical  need  for  a survey  and  evalu- 
ation of  our  facilities  and  programs  for 
the  diagnosis,  treatment  and  care  of  the 
mentally  ill  and  retarded.  While  the  prob- 
lems of  mental  illness  appear  to  grow  in 
almost  geometric  proportion,  we  find  our- 
selves without  a comprehensive,  up-to-date, 
integrated  body  of  knowledge  in  spite  of 
the  fact  that  many  worthwhile  surveys  and 
studies  in  this  field  have  been  made.  It  is 
only  with  such  complete  knowledge  that 
our  present  and  future  direction  and  pro- 
grams can  be  properly  planned.” 

Notes 

Before  it  prepares  a report  on  the  nar- 
cotic problem,  the  Senate  subcommittee 
will  have  held  hearings  in  most  parts  of 
the  country.  Many  local  addiction  prob- 
lems have  been  described.  At  the  New 
York  hearing,  the  subcommittee  was  urged 
to  recommend  a system  of  clinics,  where  the 
addict  legally  could  obtain  narcotics  at 
reasonable  cost,  thereby  defeating  the 
rackets. 

Although  states  either  may  take  U.S. 
grants  to  buy  Salk  vaccine  or  the  vaccine 
itself,  most  of  them  are  taking  the  money. 
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Titles  and  Definitions 

So  many  persons  are  called  “doctor” 
that  the  term  has  lost  much  of  its  his- 
toric meaning  of  Doctor  of  Medicine.  The 
word  doctor  comes  into  the  English  lan- 
guage from  the  old  French,  and  from  the 
Latin  “docere”  meaning  to  teach.  It  has 
always  been  applied  to  a professional 
man,  one  who  knows  a very  great  deal 
about  some  department  of  learning,  so  as 
to  be  able  to  teach.  It  has  been  used 
mainly  in  reference  to  doctors  of  divinity, 
medicine,  education,  law,  music,  science, 
philosophy,  etc. 

The  term  “doctor”  has  during  the  years 
become  attached  especially  to  those  prac- 
ticing medicine,  so  much  so  that  for  the 
last  century  the  word  “doctor”  almost  al- 
ways meant  a doctor  of  medicine.  It  is 
probably  unfortunate  that  the  term  be- 
came so  misunderstood.  The  Germans 
use  the  same  word,  but  also  the  word 
“artz”.  The  French  say  “docteur”  but 
almost  always  add  “medicin”  defining  the 
application. 

In  The  Journal  of  the  Michigan  State 
Medical  Society,  we  try  to  always  use  the 
person’s  name  with  M.D.  following,  be- 
fore referring  to  him  as  “doctor,”  to 
surely  distinguish  what  kind  of  “doctor” 
he  is. 

In  our  time  when  so  many  cults  have 
sprung  up  every  member  of  them  wants 
to  use  the  term,  and  without  modification. 
We  have  osteopaths  who  have  become  ac- 
cepted in  the  title.  Chiropractors,  naturo- 
paths, etc.,  are  attempting  to  gain  a legal 
right  to  the  title,  together  with  a certain 
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amount  of  acceptance  in  the  practice  of 
some  phase  of  the  field  of  medicine.  We 
also  have  the  psychologists,  who  are  sup- 
posedly trained  in  the  understanding  of 
psychic  phenomena,  behavior,  et  cetra. 
There  are  many  of  them  connected  with 
the  schools,  who  are  practicing  something 
very  close  to  medicine.  Also  we  have  the 
sociologists  who  delve  into  sociological 
problems,  with  emphasis  more  on  the  so- 
cial and  economic  than  the  psychic. 

We  have  our  own  group,  the  psychia- 
trists, who  are  doctors  of  medicine  and, 
in  addition,  have  taken  three  or  more 
years  of  training  in  the  problems  primar- 
ily of  the  mind  and  of  a neurological  na- 
ture. 

In  another  field  of  medicine,  we  have  a 
group  which  the  general  public  just  as 
truly  misunderstands.  The  ophthalmolo- 
gist (old  term,  oculist)  is  a doctor  of  med- 
icine who  has  taken  years  of  training  in 
diseases  of  the  eye,  its  diagnosis  and  treat- 
ment. Here  again,  untrained  or  partly 
trained  persons  have  edged  into  the  prac- 
tice of  another  field  of  medicine:  the  op- 
tometrist, who  calls  himself  “doctor,”  has 
pre-empted  much  of  the  fitting  of  glasses, 
and  at  present  is  attempting  to  have  spe- 
cial laws  enacted  in  many  of  our  states 
limiting  to  himself  the  fitting  of  glasses 
and  the  “examination  of  eyes.”  These 
laws  might  prohibit  ophthalmologists, 
who  are  doctors  of  medicine,  from  fitting 
glasses.  “Opticians”  form  another  group, 
the  first  to  invade  the  field.  Opticians 
originally  claimed  the  whole  field  of  treat- 
ment of  the  eyes,  used  drops  for  refrac- 
tion, but  mostly  confined  their  practice  to 
fitting  of  glasses.  They,  too,  called  them- 
selves “doctor.”  Their  mistake  was  in 
that  some  of  them  became  anxious  for 
more  meaningful  use  of  the  term  “doctor”, 
branched  out,  coined  the  word  “optome- 
trist” and  started  high-hatting  the  opti- 
cians, whom  they  now  recognize  as  grind- 
ers of  lenses  and  fitters  of  frames. 

It  is  high  time  a legal  definition  and 
limitation  of  the  term  “Doctor”  be  adopted 
especially  to  protect  the  unwary  public. 

Editorial,  J.  Mich.  S.M.S.,  July,  1955. 
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COMING  MEETINGS 

1955 

October  21  — Staff  Meeting,  Beebe  Hos- 
pital, Lewes,  9:00  P.M. 

October  25  — Staff  Meeting,  Saint  Francis 
Hospital,  Wilmington,  8:30  P.M. 

October  26  — Delaware  Psychiatric  So- 
ciety, Delaware  Academy  of  Medicine, 
Wilmington,  8:00  P.M. 

October  30  — Delaware  Academy  of  Gen- 
eral Practice,  Breakfast  Meeting,  Con- 
cord Diner,  Dr.  James  Hughes:  Mental 
Conditions  Seen  by  the  General  Prac- 
titioner, 9:00  A.M. 

November  3 — Staff  Meeting,  Beebe  Hos- 
pital, Lewes,  1:00  P.M. 

November  9 — Health  Forum,  second  of 
the  series  of  “Health  Problems  During 
the  Life  Span,”  P.  S.  duPont  High 
School,  Wilmington,  8:00  P.M. 

November  10  — Visiting  Internist,  Thom- 
as Brown,  M.D.,  Professor  of  Medicine, 
George  Washington  University,  Dela- 
ware Hospital. 

November  10  — Sussex  County  Medical 
Society,  Milford,  9:00  P.M. 

November  13  — Delaware  Academy  of 
General  Practice,  Breakfast  Meeting, 
Concord  Diner,  Dr.  Elmer  Gross:  Skin 
Planing  for  Eczema,  9:00  A.M. 

November  13  — Kent  County  Hospital 
Staff  Meeting  and  Medical  Society, 
Maple  Dale  Country  Club,  9:00  A.M. 

November  14  — Staff  Meeting,  Milford 
Memorial  Hospital,  Milford,  4:30  P.M. 

November  15  — New  Castle  County  Med- 
ical Society,  “The  Place  of  a Convales- 
cent Hospital  Program  for  Home  Care  of 
Patients,”  Speaker:  E.  M.  Bluestone, 
M.D.,  Eugene  duPont  Convalescent  Me- 
morial Hospital,  Wilmington,  8:30  P.M. 

November  22  — Staff  Meeting,  Wilming- 
ton General  Hospital,  Wilmington,  8:30 
P.M. 

Hospital  Conferences 

Saint  Francis  Hospital 

Obstetrics — Gynecology — Every  Wednes- 
day — 8:00  A.M. 

Medical  — Third  Wednesday  — 10:00 
A.M. 

Surgical  — Third  Tuesday  — 8:30  A.M. 


Wilmington  General  Hospital 

Medical  — Second  and  Fourth  Saturday 

— 8:30  A.M. 

Surgical  — First  and  Third  Wednesday 

— 8:30  A.M. 

Memorial  Hospital 

Medical  — Every  Tuesday  — 8:30  A.M. 

Tumor  — October  19  — November  2 — 
November  16  and  30  — 12  noon. 

Obstetrics  — Gynecology  — October  26 
and  November  9 and  23  — 12  noon. 

Surgical  — Every  Saturday  — 8:00  A.M. 
Delaware  Hospital 

Urology  — Every  Wednesday  — 8:00 
A.M. 

Medical  — Every  Thursday  — 8:30  A.M. 

Surgical  — Every  Saturday  — 8:30  A.M. 

Tumor  — October  26,  November  9 and 
23  — 12  noon. 

Official  Tour  to  Nassau 

The  Jungle  Club  in  Nassau  will  provide 
an  unusual  setting  for  luncheon  and  a med- 
ical meeting  on  December  7 for  members 
of  the  American  Medical  Association  who 
accept  an  invitation  extended  recently  by 
the  Bahamas  Medical  Association. 

So  that  physicians  may  accept  the  in- 
vitation, an  Official  Tour  to  Nassau  has 
been  scheduled  for  the  week  of  December 
2-10  immediately  following  the  A.M. A. 
Clinical  Session  in  Boston,  November  29- 
December  2. 

A certificate  of  attendance  at  a medical 
meeting  will  be  issued  to  each  physician, 
which  may  offset  partially  the  fiscal  effects 
of  Christmas  shopping  among  the  tempting 
array  of  British  and  European  imports  at 
bargain  prices. 

A full  calendar  of  sightseeing,  sporting 
events,  and  social  functions  has  been  ar- 
ranged for  physicians  and  their  wives,  as- 
suring tour  members  of  a delightful  vaca- 
tion amidst  the  colorful  surroundings  of 
Nassau. 

Travel  arrangements  have  been  made  co- 
operatively by  United  Air  Lines,  British 
Overseas  Airways,  Nassau  Development 
Board,  and  International  Travel  Service, 
Inc.  of  Chicago. 

Official  tour  folders  may  be  secured  by 
writing  to  A.M. A.  Nassau  Tour  Head- 
quarters at  35  East  Monroe  Street,  Chi- 
cago 3. 
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F.  Erle  Spencer,  M.D. 

Dr.  F.  Erie  Spencer,  63,  chief  of  obstetrics 
and  gynecology  at  the  Memorial  Hospital, 
died  there  on  September  20,  1955,  of  cor- 
onary disease,  following  an  operation  for 
peptic  ulcer  and  hernia. 

He  had  returned  from  a hunting  trip  to 
Wyoming  and  Montana  on  Labor  Day. 

A native  of  Oxford,  Pa.,  Dr.  Spencer  was 
the  son  of  George  and  Eliza  Jane  Spencer, 
and  received  his  medical  degree  from  Hahn- 
emann Medical  College,  Philadelphia,  in 
1915.  He  spent  his  internship  at  Hahne- 
mann Hospital  the  following  year. 

During  more  than  35  years  of  practice 
in  Wilmington,  Dr.  Spencer  served  first  in 
general  medicine  and  then  took  post-grad- 
uate studies  in  obstetrics  at  the  Long  Is- 
land Hospital  and  in  Vienna.  He  had  been 
chief  of  obstetrics  and  gynecology  at  the 
Memorial  for  approximately  15  years  and 
on  the  hospital  staff  for  more  than  30  years. 
From  1952  to  1954  he  was  president  of  its 
medical  staff. 

Surviving  are  his  wife,  Mrs.  Laura 
Spencer;  three  children:  Mrs.  Bruce  D. 
Nichols  of  Fairfield,  Conn.;  Richard  C.  and 
Leah  A.  Spencer,  both  of  Washington, 
D.  C.,  and  two  grandchildren. 

Dr.  Spencer  was  a member  of  the  New 
Castle  County  Medical  Society,  the  Medi- 
cal Society  of  Delaware,  and  the  American 
Medical  Association. 

Funeral  services  were  held  on  September 
22,  at  the  chapel  of  Christ  Episcopal 
Church,  Christiana  Hundred,  the  Rev.  Dr. 
William  C.  Munds  officiating.  Interment 
was  at  Faggs  Manor  Cemetery,  near  Ox- 
ford, Pa. 


Petronio  Alava,  M.D. 

Dr.  Petronio  Alava,  56-year-old  chief  of 
surgery  at  St.  Francis  Hospital  and  a fel- 
low of  the  International  College  of  Sur- 


geons, was  stricken  suddenly  and  died  in 
his  office  on  October  11,  1955. 

The  surgeon  was  born  and  educated  in 
the  Philippine  Islands,  where  a classmate 
was  Gen.  Carlos  P.  Romulo,  former  presi- 
dent of  the  Philippines  and  UN  delegate. 
After  graduation  from  the  University  of 
the  Philippines,  Dr.  Alava  enrolled  in  the 
medical  school  of  Washington  University, 
St.  Louis,  graduating  in  1923.  He  interned 
at  the  Alexian  Brothers  Hospital,  Chicago, 
and  then  began  his  residency  at  St.  Francis. 

Dr.  Alava  was  a skilled  pianist,  a talent 
which  his  eldest  daughter  also  displayed 
during  her  Miss  America  pageant  competi- 
tion in  1953. 

Dr.  Alava  belonged  to  the  New  Castle 
County  Medical  Society,  Medical  Society 
of  Delaware,  American  Medical  Associa- 
tion, and  the  Catholic  Diocesan  Alumni 
Association. 

Surviving  are  Mrs.  Margaret  Boone 
Alava,  a former  nurse  at  St.  Francis  Hos- 
pital, whom  he  married  in  1929.  He  was 
the  father  of  Mrs.  Ian  Gordon  Walker  of 
Somerville,  Mass.,  the  former  Lois  Alava, 
Miss  Delaware  of  1953;  Miss  Claire  Alava, 
a teacher  at  the  Faulk  Road  School;  Miss 
Jane  Alava,  Ursuline  Academy  student; 
and  Victor  Alava,  with  the  Air  Force  at 
Lockbourne  Air  Force  Base,  Columbus,  O. 

Also  surviving  are  brother,  Teodoro, 
a physician,  serving  at  the  Philippine  Gen- 
eral Hospital,  and  two  sisters  in  the  Philip- 
pines. 

Requiem  mass  was  said  in  St.  Helena’s 
Catholic  Church,  Bellefonte,  on  October 
14,  1955.  Interment  was  in  Cathedral 
Cemetery. 


It  is  certain  that  tuberculosis  is  not  an 
inescapable  component  of  human  society. 
It  is  always  the  result  of  gross  defects 
in  social  organization  and  in  the  man- 
agement of  individual  life.  It  is  truly  a 
social  sin  which  can  and  must  be  stamped 
out.  Rene  J.  Dubos,  Ph.D.,  Am.  Rev. 
Tuberc.,  July,  1953. 
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Book  Reviews 

Textbook  of  Pediatrics.  By  Waldo  E.  Nel- 
son. M.D.,  Professor  of  Pediatrics.  Temple 
University;  Medical  Director  of  Saint  Chris- 
topher’s Hospital  for  Children.  With  the 
Collaboration  of  Seventy  Contributors.  Sixth 
edition.  Pp.  1581.  Cloth.  Price.  $15.00 
Philadelphia:  W.  B.  Saunders  Company, 

1954. 

This  new  edition  presents  a complete 
clinical  guide  to  the  practice  of  pediatrics. 
Coverage  of  disease  is  thorough  in  every 
respect.  A number  of  sections  have  been 
revised  and  expanded.  There  is  a new  sec- 
tion on  tumors.  While  it  is  a large  book, 
the  text  is  representative  of  current  pedi- 
atric thought  and  is  concisely  written.  It 
is  a book  which  ought  to  be  in  the  library 
of  every  teacher,  student,  and  practitioner 
of  pediatrics. 


Pediatric  Diagnosis.  By  Morris  Green, 
M.D.,  Assistant  Professor  of  Pediatrics,  Yale 
University,  and  Julius  B.  Richmond.  M.D., 
Professor  and  Chairman  of  the  Department 
of  Pediatrics,  Syracuse  University.  Pp.  438. 
Cloth.  Price,  $10.00.  Philadelphia:  W.  B. 
Saunders  Company,  1954. 

As  stated  in  the  preface:  “The  emphasis 
throughout  this  book  is  on  competence  in 
history  taking  and  physical  examination; 
on  the  accomplishment  of  early  diagnosis; 
on  the  application  of  information  from  the 
basic  sciences  to  clinical  situations;  on  the 
development  of  a functional  knowledge  of 
physical,  physiologic  and  psychologic 
growth  and  development;  and  on  differen- 
tial diagnosis”. 

It  is  a very  comprehensive  book  in  its  in- 
tended field  and  one  which  can  very  readily 
be  used  for  deriving  information  or  arriving 
at  a diagnosis.  It  can  be  highly  recom- 
mended. 


A Textbook  of  Physiology.  Edited  by 
John  F.  Fulton,  M.D.,  Seventeenth  edition. 
Pp.  1275  with  600  illustrations.  Cloth.  Price, 
$13.50.  Philadelphia:  W.  B.  Saunders  Com- 
pany, 1955. 

This  textbook  has  withstood  the  test  of 
time  in  the  field  of  human  physiology. 
Fifty  years  have  elapsed  since  the  first  edi- 
tion. Our  understanding  and  appreciation 
of  the  value  of  human  physiology  in  clinical 
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medicine  have  increased  tremendously  dur- 
ing this  period. 

We  were  impressed  by  Dr.  W.  H.  How- 
ell’s remarks  in  the  preface  to  the  first 
edition,  1905:  “The  author  has  endeavored 
to  make  the  student  realize  that  physiolo- 
gy is  a growing  subject,  continually  wid- 
ening its  knowledge  and  readjusting  its 
theories.  Many  of  our  conclusions  are  not 
the  final  truth,  but  provisional  only,  rep- 
resenting the  best  that  can  be  done  with 
the  knowledge  at  our  command.”  In  the 
preface  to  the  present  edition,  it  is  stated 
that  “ . . . physiology  ...  is  a discipline 
unto  itself,  yet  that  it  must  always  remain 
the  solid  foundation  of  the  medical  sciences 

While  the  entire  book  has  been  brought 
up  to  date  by  the  twelve  collaborators  and 
a number  of  contributors,  many  sections 
have  been  rewritten  in  the  first  seven  chap- 
ters, as  on  body  fluids  and  kidney  function, 
respiration,  and  acetylcholine  and  energy 
transformation  in  nerve  cells.  Adequate 
references  add  to  the  research  value  of  each 
subject.  Good  paper,  clear  type,  and  a de- 
tailed index  make  this  a valuable  addition 
to  the  library  of  every  medical  student  and 
physician. 


Basic  Principles  of  Parliamentary  Law 
and  Protocol.  By  Marguerite  Grumme, 

R.  P.  Second  edition.  Pp.  68.  Paper.  Price, 
$1.00.  St.  Louis:  (3830  Humphrey  St.)  Mar- 
guerite Grumme,  1955. 

The  Basic  Manual,  as  it  is  called  in  gen- 
eral use,  has  met  with  approval  by  profes- 
sional people  in  all  fields  throughout  the 
country.  People  today  are  group  and  pro- 
cedure conscious  but  few  have  time  to  read 
300  pages  of  any  authority.  The  Manual 
offers  the  opportunity  for  the  busy  man  or 
woman  to  review,  refer  to,  or  learn  par- 
liamentary law  in  a brief  time.  It  is  pocket 
size,  yet  complete  and  authentic  and  con- 
tains many  features  not  found  in  other 
books  of  this  type,  such  as  a Meeting 
Agenda,  a Convention  Agenda,  a simplified 
Chart  of  Motions,  Club  Protocol,  and  a 
Protocol  for  the  Speaker.  Thus  the  Manual 
is  a handy  guide  for  the  expert,  and  a boon 
for  the  beginner.  Heartily  recommended. 
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PRO-BANTHINE®  FOR  ANTICHOLINERGIC  ACTION 


A Combined  Neuro-Effector 
and  Ganglion  Inhibitor 

Pro-Banthlne  consistently  controls  gastrointestinal 
hypermotility  and  spasm  and  the  attendant  symptoms. 


Pro-Banthine  is  an  improved  anticholinergic 
compound.  Its  unique  pharmacologic  proper- 
ties are  a decided  advance  in  the  control  of  the 
most  common  symptoms  of  smooth  muscle  spasm 
in  all  segments  of  the  gastrointestinal  tract. 

By  controlling  excess  motility  of  the  gastroin- 
testinal tract,  Pro-Banthine  has  found  wide  use1 
in  the  treatment  of  peptic  ulcer,  functional  diar- 
rheas, regional  enteritis  and  ulcerative  colitis.  It 


is  also  valuable  in  the  treatment  of  pylorospasm 
and  spasm  of  the  sphincter  of  Oddi. 

Roback  and  Beal2  found  that  Pro-Banthine 
orally  was  an  “inhibitor  of  spontaneous  and  his- 
tamine-stimulated gastric  secretion”  which  “re- 
sulted in  marked  and  prolonged  inhibition  of  the 
motility  of  the  stomach,  jejunum,  and  colon. . . .” 

Therapy  with  Pro-Banthine  is  remarkably  free 
from  reactions  associated  with  parasympathetic 
inhibition.  Dryness  of  the  mouth  and  blurred 
vision  are  much  less  common  with  Pro-Banthine 
than  with  other  potent  anticholinergic  agents. 

In  Roback  and  Beal's2  series  “Side  effects  were 
almost  entirely  absent  in  single  doses  of  30  or 
40  mg ” 

Pro-Banthine  (/3-diisopropylaminoethyl  xan- 
thene-9-carboxyIate  methobromide,  brand  of 
propantheline  bromide)  is  available  in  three  dos- 
age forms : sugar-coated  tablets  of  1 5 mg. ; sugar- 
coated  tablets  of  15  mg.  of  Pro-Banthine  with  15 
mg.  of  phenobarbital,  for  use  when  anxiety  and 
tension  are  complicating  factors;  ampuls  of  30 
mg.,  for  more  rapid  effects  and  in  instances  when 
oral  medication  is  impractical  or  impossible. 

For  the  average  patient  one  tablet  of  Pro- 
Banthine  (15  mg.)  with  each  meal  and  two  tablets 
(30  mg.)  at  bedtime  will  be  adequate.  G.  D. 
Searle  & Co.,  Research  in  the  Service  of  Medicine. 


1.  Schwartz  I.  R.;  Lehman,  E. ; Ostrove,  R.,  and  Seibel,  J.  M. : 
Gastroenterology  25:416  (Nov.)  1953. 

2.  Roback,  R.  A.,  and  Beal,  J.  M. : Gastroenterology  25:24 
(Sept.)  1953. 
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FRAIM’S  DAIRIES 

Q'aity  PPicrAttcAi 

SPiuce  J9CO 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Del.  Phone  6-8225 


A Store  for  . . . 

Si.ua/iAtf  • JAinf/ef/  PAo/A& 

J)i  /«  ty/'ie  PT/i  lifA 

LEIBO  WITZ’S 

224-226  Market  Street 
Wilmington,  Delaware 
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In  very  special  cases 

A very 

superior  Brandy 


SPECIFY 


★ ★ 


THE  WORLD  S PREFERRED  COGNAC  BRANDY  5 

84  PROOF  Schieffelin  & Company,  New  York,  N.Y.  S 

Pniiiiiiiiiiiiiiniiiiiiiiiiiiiiiiiii!iiiiiiiiiiiiiiimi:iiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiiii^ 


To  keep 

your  car  running 

Better-Longer 

use  the 

dependable  friendly 
Services  you  find  at 
your  neighborhood 

Service 
Station 


WE  CORDIALLY  INVITE  YOUR  INQUIRY 
for  application  for  membership  which  affords 
protection  against  loss  of  income  from  accident 
and  sickness  (accidental  death,  too)  as  well  as 
benefits  for  hospital  expenses  for  you  and  all 
your  eligible  dependents. 


PHYSICIANS 

SURGEONS 

DENTISTS 


S4.SOO.OOO  ASSETS 
S23. 000.000  PAID  FOR  BENEFITS 


PHYSICIANS  CASUALTY 
AND 

HEALTH  ASSOCIATIONS 
OMAHA  2.  NEBRASKA 
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1950  Cortone® 

1952  Hydrocortone^ 

1954  ‘Alflorone’ 

1955  'Hydeltra' 

DELTRA 


(Prednisone,  Merck) 


tablets 

2.5  mg.  - 5 mg.  (scored) 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


the  delta!  analogue  of  cortisone 

Indications : 

Rheumatoid  arthritis 

Bronchial  asthma 
Inflammatory  skin  conditions 


Back  to  first  principles  for  REAL  BREAD 


The  makers  of  Pepperidge  Farm  Bread  be- 
lieve in  fresh  natural  ingredients  for  nutri- 
tionally valuable  and  taste -pleasing  bread. 

So  the  flour  for  our  Whole  Wheat  Bread 
is  stone-ground  in  our  own  grist  mills — con- 
tains the  wheat  germ  and  all  the  natural 
goodness  of  the  whole  grain.  And  we  use 
whole  milk,  sweet  cream  butter,  yeast  and 
unsulphured  molasses  to  make  our  bread. 


We  offer  White  Bread,  too  — made  with 
unbleached  flour,  dairy-fresh  ingredients. 

We  suggest  that  Pepperidge  Farm  Bread 
deserves  a place  on  your  table. 


For  information  about  our  special  salt- 
free  Bread,  please  write  to  me. 


PEPPERIDGE  FARM  BREAD 

NORWALK.  CONNECTICUT 


Tetracycline  . . appears  to  be  superior 

[fo  oxytetracycline  and  chlortetracycline]  . . . 
because  it  is  more  stable  at  room  temperature , 
because  it  penetrates  better  into  the  cerebrospinal 
fluid  and  elsewhere,  and  because  its  administra- 
tion is  accompanied  by  less  untoward  effects." 

Dowling,  H.  F. : Practitioner  174:611  (May)  1955. 


I 


excellent  therapeutic  response 


the  original  tetracycline 


outstanding  among  modern  broad-spectrum  antibiotics 
discovered  and  identified  by 

Tablets  and  Capsules,  50,  100  and  250  mg., 

Oral  Suspension  (chocolate  flavored). 

Pediatric  Drops  (banana  flavored),  Intravenous, 
and  convenient  ophthalmic  and  topical  forms. 


PFIZER  LABORATORIES.  DIVISIOI 


I.  CHAS.  PFIZER  & CO  . INC  . 


lOOKLYN  6.  N.  Y. 
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(scored) 


(PREDNISOLO 


the  deltat  analogue  of  hydrocortisone 

■ Rheumatoid  arthritis 

Bronchial  asthma 
inc.  Inflammatory  skin  conditions 


SHARP 

DOHME 


1950  Cortone® 

1952  Hydrocortone' 

1954  ‘Alflorone’ 

1955  Deltra* 
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itching, 


scaling, 


burning 


keep  returning? 


■ 

k 

ELSU 

N 

% 

^ ^ 

V 

1 

Oelsun  acts  quickly  to  relieve  seborrheic  der- 
matitis of  the  scalp.  Itching  and  burning 
symptoms  disappear  with  just  two  or  three 
applications  — scaling  is  controlled  with  just 
six  or  eight  applications.  And  Selsun  is  ef- 
fective in  81  to  87  per  cent  of  all  seborrheic 
dermatitis  cases,  92  to  95  per  cent  of  dandruff 
cases.  Easy  to  use,  Selsun  is  applied  and  rinsed 
out  while  washing  the  hair.  Takes  little  time, 
no  messy  ointments  or  involved  procedures. 
Prescribe  the  4-fluidounce  bottle  for  all  your 
seborrheic  dermatitis  patients. 

Complete  directions  are  on  label.  CKMxott 


Selsun  Sulfide  Suspension  Selenium  Sulfide,  Abbott 


502055 
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The  hypoproteinemic  of  any  age 


they  need 


an  intact-protein, 
carbohydrate  concentrate 


$&- 


they  benefit 


from 


Frotinal 

^NATIONAL / Micropulverized  casein  powder  (61.25%),  Carbohydrate  (30%) 

to  maintain  protein/carbohydrate  equilibrium  essential  for  tissue  regeneration. 


COMPLETE  PROTEIN 

COMPLETELY  PALATABLE 

VIRTUALLY  FAT  AND  SODIUM  FREE  (Less  than  0.03%  non 

\ Less  than  1.0%  Fat,/ 

The  National  Drug  Company  Philadelphia  44,  Pa.  AVaj|abie:  Delicious  in  either  vaniila 

or  chocolate  flavors, 

in  bottles  of  8 oz.,  1 lb., 
5 lb.,  and  25  lb.  containers. 
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*VI-PROTINAL—  Palatable  whole  protein-r.arbohydrate-vitamin-mineral  mixture  of  high  biological  value 
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A Report 

from  Sealtest 

on  Milk  for  Babies 

25  years  ago,  studies  in  various  parts  of  the  country  indi- 
cated incidence  levels  of  rickets  to  be  50%  to  90%,  espe- 
cially in  babies  and  youngsters. 

Today  rickets  is  almost  unheard  of. 

A major  share  of  credit  for  this  happy  development  is 
attributed  to  the  presence  of  added  Vitamin  D in  fresh 
milk. 

Homogenizing  fresh  milk  — making  it  “soft-curd”  — is 
another  modern  improvement  important  to  babies.  And 
to  mothers.  And  to  doctors. 

Would  you  like  up-to-date  data  on  the  nutritional  prop- 
erties of  whole  fluid  milk?  Please  call  on  our  Mr.  Goebel. 


Mr.  Louis  A.  Goebel,  member  of  Supplee  Sealtest’s  staff  trained  to  supply  latest  informa- 
tion on  milk  products  to  the  medical  profession.  Call  him  at  Locust  7-4024  in  Phil- 
adelphia. Or  write  c o Supplee  Sealtest,  Philadelphia  National  Bank  Bldg.,  Phila- 
delphia 7. 
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Upjohn 


KALAMAZOO 

Indicated  wherever  oral 
cortisone  or  hydrocortisone 
is  effective  Available  in  5 mg. 
tablets  in  bottles  of  30  and  100 
Usual  dosage  is  Vi  to  1 tablet  three  or 
four  times  daily 

sone* 


trademark  for  the  Upjohn  brand  of  prednisone  (delta-1- cortisone) 


e maintain 

George  T.  Tobin  & Sons 

BUTCHERS 

prompt  city- wide 
delivery  service 

NEW  CASTLE,  DELAWARE 

for  prescriptions. 

Phone  N.  C.  34J 1 

e!/-* 

CAPPEAITS 

PATRONIZE 

Drug  Sto?e  of  Service 

OUR 

DELAWARE  AVE.  at  DUPONT  ST. 
Dial  6-8537 

ADVERTISERS 
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WEIGHT  FOR  WEIGHT, 

THE  MOST  ACTIVE  ANTI-INFLAMMATORY 
AGENT  YET  DEVELOPED 
FOR  TOPICAL  USE 


TOPICAL  LOTION 


ALFLORONE 

ACETATE 

(FLUDROCORTISONE  ACETATE.  MERCK)  9 ALPH  A-FLUO  ROH  YDROCORTISO  N E ACETATE 


MOST  EFFECTIVE 

Therapeutically  active  in  1/1  Oth  the  concentration  of  hydrocortisone  (Compound  F). 

MOST  ECONOMICAL 

Superior  spreading  qualities — a small  quantity  covers  a wide  area. 

MOST  ACCEPTABLE 

Most  patients  prefer  the  cosmetic  advantages  of  this  easy-to-apply, 
smooth  spreading  lotion. 


Supplied:  Topical  Lotion  Alflorone  Acetate:  0.1  % 
and  0.25%,  in  15-cc.  plastic  squeeze  bottles.  Topical 
Ointment  Alflorone  Acetate : 0. 1%  and  0.25%,  5-Gm., 
15-Gm.,  and  30-Gm.  tubes. 


Philadelphia  1,  Pa. 
division  of  MERCK  & CO.,  INC. 
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When  conception  is  contraindicated 


First  AMA  accepted  phenyl  mercuric  acetate  contraceptive1.  CONTRA 
CREME  provides  more  of  the  active... most  spermicidal  substance  known2 
. . . phenyl  mercuric  acetate  0.06%  than  any  other  Council  Accepted 
product.  CONTRA  CREME  kills  spermatozoa  the  fastest  time  recognized 
by  the  AMA.  This  has  been  consistently  shown  throughout  the  years  to 
be  from  2 to  5 minutes  by  the  Brown  and  Gamble  technique.3,4'5,6-7'8 

and  won&ui  diaphragms 

The  DIAPHRAGM  with  a two  year  warranteed  guarantee  against  de- 
terioration and  defects.  Upon  the  purchase  of  any  CONTRA  DIAPHRAGM 
a warranteed  card  is  given  for  two  years  of  normal  wear  when  used  with 
CONTRA  CREME.  Evidence  of  harmlessness  and  efficacy  have  been  fur- 
nished by  competent  medical  investigators  specializing  in  gynecology  and 
obstetrics  demonstrating  long  shelf  life  and  use  life. 

REFERENCES: 

I.  James,  W.  F.  B.:  A Study  Of  A Simple  Contraceptive  Method  For  Clinic  And  Private  Patients.  West, 

J.  Surg.  Gyn  & Ob.,  69:  197,  1952.  2.  Baker,  J.  R..  Ranson,  R.  M.  and  Tynen,  J.:  A New  Chemical  Con- 
traceptive, Lancet,  P 882,,  Oct.  15,  1938.  3.  Report  To  The  Council  On  Pharmacy  And  Chemistry  Of  The 
AMA:  JAMA  148:  60,  1952.  4.  Gamble,  C.  J.  and  Brown,  R.  L. : Relative  Spermacidal  Times  of  Com- 
mercial Contraceptives,  Scientific  Exhibit  AMA  Meeting,  June,  1941.  6.  Brown.  R.  L.,  Levenstein,  I.  and 
Becker,  B.:  The  Spermacidal  Times  of  Samples  of  Commercial  Contraceptives  Secured  in  1942,  Human 
Fertility  8:  65,  1943.  6.  Becker,  B.  and  Gamble,  C.  J..:  The  Spermacidal  Times  of  Samples  of  Contracep- 
tives Secured  in  1943,  Human  Fertility  9:  6,  1944.  7.  Ibid:  The  Spermacidal  Times  of  Contraceptive  Jellies 
and  Creams  Secured  in  1946,  11:  111,  1946.  8.  New  and  Non  Official  Remedies,  1946. 

For  your  own  office  prescription  needs,  use  convenient  order  form  below. 

ORDER  FORM - 

^OftZtd  Tgom/umy,  132  Front  Street,  New  York,  N.  Y. 

Please  enter  my  order  as  follows:  Date 

Contra  Diaphragm  Sets  Sizes  50mm  thru  95mm  (Specify  sizes) 

Size Quantity $18.00  per  dozen 

Contra  Creme  B (without  applicator)  Quantity 9.00  per  dozen 

Contra  Creme  A (with  applicator)  Quantity 10.80  per  dozen 

Contra  Inserters  (plastic)  Quantity 7.20  per  dozen 

Shipped  prepaid  in  quantities  of  3 or  more.  Check  with  order  less  2%.  Open  Account 

Signed M.  D. 

Address 

Please  stock  my  druggist  whose  name  and  address  follows: 
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Baynard  Optical 
Company 

JOHN  G.  MERKEL 

Prescription  Opticians 

& SONS 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 

rjd/i y±frian;> 

9Ba6otafolif- — S/n  r-rr/tW  PjPtt/t/ilieb 

tim 

PHONE  4-8818 

801  N.  Union  Street 

5TII  AND  MARKET  STS. 
WILMINGTON,  DELAWARE 

Wilmington,  Delaware 
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24-hour  control 


for  the  majority  of  diabetics 


GLOBIN  INSULIN 

b.w.  & cor 


a clear  solution 


. easy  to  measure  accurately 

Discovered  by  Reiner,  Searle,  and  Lang 
in  The  Wellcome  Research  Laboratories 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC, 


Tuckahoe  7,  New  York 


XXXVI 


Delaware  State  Medical  Journal 


October,  1955 


about 

46  CALORIES 

per  1 8 gram  slice 


BREAD 


INGREDIENTS 


WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 


Under  License  By  National  Bakers  Services,  Inc.,  Chicago 


Physicians’  and  Surgeons’ 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  Which  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  8-6471 

If  it’s  insurable  ice  can  insure  it 


EVERYTHING  NEW  IN  DRUGS 

FOR  DOCTORS  ONLY! 

t 61380  4 

6-1380  is  Brittingham’s  unlisted  telephone  number  for 
the  use  of  doctors  only  . . . Phone  your  prescriptions  to 
us  and  we  will  deliver  them  by  fast  motorcycle  to  any 
point  in  the  city  or  suburbs  . . . No  charge,  of  course! 

BRITTINGHAM’S 

PHARMACY 


MEDICAL  ARTS  BUILDING 
FAIRFAX  SHOPPES 


DELAWARE  TRUST  BUILDING 
EDGEMOOR 


October,  1955 


Delaware  State  Medical  Journal 


XXXVII 


PARKE 

&ine 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 
• 

L.  H.  Parke  Company 

Philadelphia  - Pittsburgh 
7746  Dungan  Rd.,  Phila.  11,  Pa. 


ECKERD’S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 
900  Orange  Street  Manor  Park 
WILMINGTON,  DELAWARE 
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BCC  U * »AT.  O** 

ICE  CREAM 


2^*5  IT's  GOJ 


Enjoy  instant , plentiful  hot  water 


For  downright  convenience, 
comfort  and  health  of  your 
family  — you  should  have 
an  ample,  reliable  supply 
of  hot  water!  With  an  Auto- 
matic Gas  Water  Heater  in 
your  Home,  you’re  sure  of 
all  the  hot  water  you  want, 
when  you  want  it.  For  light- 
ening household  tasks, 
bathing,  cleaning,  dish- 
washing,  laundering  and 
many  other  uses.  Besides,  you  save  time  and 
worry,  for  you’re  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation  of 
an  Automatic  Gas  Water  Heater  in  your  home  now. 
Ask  your  Plumber,  or  stop  in  to  see  us. 


DELAWARE  POWER  E LIGHT  CO. 


With  an  Automatic  Gas 

WATER  HEATER 
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for  strong,  sturdy,  solid  growth 


Lactum 


LIQUID  OR 


POWDERED 


NUTRITIONALLY  SOUND  FORMULA  FOR  INFANTS 


Lactum®-fed  babies  get  all  the  proved  benefits  of  a 
cow’s  milk  and  Dextri-Maltose®  formula.  Mothers 
appreciate  the  convenience  and  simplicity  of  this 
ready-prepared  formula.  Physicians  are  assured  the 
important  protein  margin  of  safety  for  sturdy  growth. 


Lactum-fed  babies  are  typically  sturdy  babies  because  Lactum 
supplies  ample  protein  for  sound  growth  and  development. 

The  generous  protein  intake  of  babies  fed  milk  and 
carbohydrate  formulas  such  as  Lactum  promotes  the  formation 
of  muscle  mass.  It  also  provides  for  good  tissue  turgor 
and  excellent  motor  development.1 

(1)  Jeans,  P.  C.,  in  A.  M.  A.  Handbook  of  Nutrition, 
ed.  2,  Philadelphia,  Blakiston,  1951,  pp.  275-278. 
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J 

SYMBOL  OF  SERVICE  TO  THE 

PHYSICIAN 

- 

MEAD  JOHNSON  & COMPANY  • EVANSVILLE. 

INDIANA,  U.S.A. 
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DEC  -6  I95F 


Tonsillitis,  pharyngitis 

quickly  yield  to 

ILOTYCIN 

(Erythromycin,  Lilly) 

Temperature  rapidly  returns  to  normal;  swelling  and  soreness 
readily  subside.  Notably  safe  and  well  tolerated. 

dosage:  Usually,  250  mg.  q.  6 h.  Children, 

5 mg.  per  pound  of  body  weight  q.  6 h. 


532200 


11 


Delaware  State  Medical  Journal 


November.  1955 


Resistance  of  Common  Urinary  Tract  Pathogens  to  CHLOROMYCETIN  and  Other 


Major  Antibied 


ANTIBIOTIC  A 


I 


ANTIBIOTIC  C 


ANTIBIOTIC  D 


, I I | 1 

o so  100 


A.  AEROGENES 


PROTEUS  SP. 


r 


T 

so 


100 


PERCENT  OF  STRAINS 


I SENSITIVITY  TO 

CONCENTRATIONS 
READILY  ATTAINABLE 
IN  BLOOD 


SENSITIVITY  TO 
CONCENTRATIONS 
ATTAINABLE  IN 
BLOOD  WITH 
VIGOROUS  THERAPY 


SENSITIVn 
CONCENTS 
ATTAINABL 
IN  URINE 
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less  resistance  encountered... 


Chloromycetin* 

for  today’s  problem  pathogens 


Recent  in  vitro  tests  and  clinical  studies  again  demonstrate  the 
unsurpassed  efficacy  of  CHLOROMYCETIN  (chloramphenicol, 
Parke-Davis)  against  a wide  variety  of  pathogens.  For  example, 
against  urinary  infections,  now  characterized  by  increased  inci- 
dence of  resistant  gram-positive  and  gram-negative  strains, 
CHLOROMYCETIN  continues  to  provide  outstanding  antibac- 
terial action.1'11 


lOO  O 50  lOO 


RESISTANT 


CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dys- 
crasias  have  been  associated  with  its  administration,  it  should  not  be  used  indis- 
criminately or  for  minor  infections.  Furthermore,  as  with  certain  other  drugs, 
adequate  blood  studies  should  be  made  when  the  patient  requires  prolonged  or 
intermittent  therapy. 

References  (1)  Altemeier,  W.  A.;  Culbertson,  W.  R.;  Sherman,  R.;  Cole,  W; 
Elstun,  W.,  & Fultz,  C.  T.:  J.A.M.A.  157:305,  1955.  (2)  Kutscher,  A.  H.;  Seguin, 
L.;  Lewis,  S.;  Piro,  J.  D.;  Zegarelli,  E.  V.;  Rankow,  R.,  & Segall,  R.:  Antibiotics  & 
Chemother.  4:1023,  1954.  (3)  Clapper,  W.  E.;  Wood,  D.  C.,  & Burdette,  R.  I.: 
Antibiotics  & Chemother.  4:978,  1954.  (4)  Sanford,  J.  E;  Favour,  C.  B.;  Harrison, 
J.  H.,  & Mao,  E H.:  New  England  J.  Med.  251 :810,  1954.  (5)  Balch,  H.  H.:  Mil. 
Surgeon  115:419,  1954.  (6)  Sanford,  J.  P;  Favour,  C.  B.,  & Mao,  EH.:/.  Lab.  & 
Clin.  Med.  45:540,  1955.  (7)  Felslhn,  G.:  J.  Am.  M.  Womens  A.  10:51,  1955. 
(8)  Jones,  C.  P;  Carter,  B.;  Thomas,  W.  L.,  & Creadick,  R.  N.:  Obst.  & Gynec. 
5:365,  1955.  (9)  Kass,  E.  H.:  Am.  J.  Med.  18:764,  1955.  (10)  Stein,  M.  H.,  & 
Geehman,  E.:  New  England  J.  Med.  252:906,  1955.  (11)  Yow,  E.  M.:  Postgrad. 
Med.  17:413,  1955. 


s Adapted  from  Kass,  E.  H.’ 


PARKE,  DAVIS  & COMPANY  DETROIT,  MICHIGAN 
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In  a Filter  Cigarette. . . 
its  the  Filterlou  Depend  on 


The  VICEROY  filter  tip  contains 
20,000  tiny  filter  traps,  made  through 
the  solubilization  of  pure  natural 
material.  This  is  twice  as  many  of 
these  filter  traps  as  any  other  brand. 


We  believe  this  simple  fact  is  one 
of  the  principal  reasons  why  so 
many  doctors  smoke  and  recommend 
VICEROY — the  cigarette  you  can 
really  depend  on! 


ONLY  VICEROY  GIVES  YOU 


20,000  FilterTraps 


TWICE  AS  MANY  OF 


Viceroy 

filter ‘Hip 

CIGARETTES 

KING-SIZE 


K Viceroy 


World's  Most  Popular  Filter  Tip  Cigarette 
Only  a Penny  or  Two  More 
Than  Cigarettes  Without  Filters 


THESE  FILTER  TRAPS  AS 
ANY  OTHER  BRAND! 
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The  organisms  commonly  involved  in 

Bronchiectasis 


Strep,  pyogenes  (8.500X) 


Strep,  vlridans  (9.000X) 


E.  coll  (8.000X) 


H.  influenzae  (16.000X) 


K.  pneumoniae  (6.500X) 


Aerobacter  aerogenesl  12,500X1 


Staph,  aureus  (9.000X) 


Strep,  faecalis  ( 10.000X) 


All  of  them  are 
included  in 
the  more  than 
30  organisms 
susceptible  to 
broad  - spectrum 


PANMYCIN 

^ H V PROCML-ORIOE  ^ 

100  mg.  and  250  mg.  capsules  • 125  mg.  and  250  mg./tsp. 

oral  suspension  (PANMYCIN  Readimixed) 

100  mg./cc.  drops  • 100  mg. /2  cc;  injection,  intramuscular 
100  mg.,  250  mg.,  and  500  mg.  vials,  intravenous 


’TRADEMARK.  REG.  U.  6.  PAT.  OFF.  — THE  UPJOHN  BRAND  OF  TETRACYCLINE 
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JJCO 

ISONE.  SCHER.NG  (melacortandrKin-" 

the  DISTINCTIVE 

benefits 

■ 

OE  HORMONE 
THERAPY 


* 


WITS 


more 


OS  SAFETY 


For  physicians  who  hesitate  to  use  the  older  corticosteroids  because  of 
diminishing  therapeutic  returns  and  frequently  predominating  major 
undesirable  side  effects,  Meticorten  with  its  high  therapeutic  ratio 
reduces  the  incidence  of  certain  major  undesirable  side  effects. 

• minimizes  sodium  and  water  retention 

• minimizes  weight  gain  due  to  edema 

• no  excessive  potassium  depletion 

• in  rheumatoid  arthritis,  effective  relief  of  pain,  swelling,  tenderness; 
diminishes  joint  stiffness 

• in  intractable  asthma,  relief  of  bronchospasm,  dyspnea,  cough; 
increases  vital  capacity 

• clinical  response  even  where  cortisone  or  hydrocortisone  ceases 
to  be  effective  — “cortisone  escape” 

• effective  in  smaller  dosage 


bibliography 

(1)  Bunim,  J.  J Pechet,  M.  M..  and  Bollet,  A.  J.:  J.A.M.A.  757:311,  1955.  (2)  Gray,  J.  W„  and 
Merrick,  E.  Z.:  J.  Am.  Geriat.  Soc.  3: 337,  1955.  (3)  Boland,  E.  W.:  California  Med.  82: 65,  1955. 
(4)  Dordick,  J.  R.,  and  Gluck,  E.  J.:  J.A.M.A.  758:166,  1955.  (5)  Margolis,  H.  M.,  and  others: 
J.A.M.A.  758:454,  1955.  (6)  Hollander,  J.  L.:  Philadelphia  Med.  50: 1357,  1955.  (7)  Barach,  A.  L.; 
Bickerman,  H.  A.,  and  Beck,  G.  J.:  Dis.  Chest  27:515,  1955.  (8)  Arbesman,  C.  E.,  and  Ehrenreich, 
R.  J.:  J.  Allergy  26:189,  1955.  (9)  Skaggs,  J.  T.;  Bernstein,  J„  and  Cooke,  R.  A.:  J.  Allergy  26:201, 
1955.  (10)  Schwartz,  E.:  J.  Allergy  26:206,  1955.  (11)  Nelson,  C.  T.:  J.  Invest.  Dermat.  24:377,  1955. 
(12)  Robinson,  H.  M.,  Jr.:  J.A.M.A.  758:473,  1955.  (13)  Herzog,  H.  L.,  and  others:  Science  727:176, 
1955.  (14)  Perlman,  R L„  and  Tolksdorf,  S.:  Fed.  Proc.  74:377,  1955.  (15)  King,  J.  H„  and  Weimer, 
J.  R.:  Experimental  and  clinical  studies  on  Meticorten  (prednisone)  and  Meticortelone  (prednisolone) 
in  ophthalmology,  A.M.A.  Arch.  Ophth.,  in  press.  (16)  Barach,  A.  L.;  Bickerman,  H.  A.,  and  Beck, 
G.  J.:  Clinical  and  physiological  studies  on  the  use  of  metacortandracin  in  respiratory  disease. 
II.  Pulmonary  emphysema  and  pulmonary  fibrosis,  Dis.  Chest,  to  be  published.  (17)  Dordick,  J.  R.,and 
Gluck,  E.  J.:  Preliminary  clinical  trials  with  prednisone  (Meticorten)  in  systemic  lupus  erythematosus, 
A.M.A.  Arch.  Dermat.  & Syph.,  in  press.  (18)  Goldman,  L.;  Flatt,  R.,  and  Baskett,  J.:  Assay  technics 
for  local  anti-inflammatory  activity  in  the  skin  of  man  with  prednisone  (Meticorten)  and  prednisolone 
(MeUcortelone),  J.  Invest.  Dermat.,  in  press. 

Meticouten,*  brand  of  prednisone. 

•T.M. 


TIC 

PREDNISONE,  SCHERING  (metacortandracin) 


SCHERING  CORPORATION 


BLOOMFIELD,  NEW  JERSEY 


rheumatoid  arthritis, 


ntractable  asthma,  rheumatic  fever,  nephrosis,  certain  skin  disorders 
uch  as  acute  disseminated  lupus  erythematosus,  acute  pemphigus,  extensive 
topic  dermatitis  and  other  allergic  dermatoses,  and  certain  eye  disorders 
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The  organisms  commonly  involved  in 

Pneumonia 


All  of  them  are 
included  in 
the  more  than 
30  oreanisms 
susceptible  to 
broad  - spectrum 


PANMYCIN 


100  mg.  and  250  mg,  capsules  • 125  mg.  and  250  mg.  tsp. 

oral  suspension  (PANMYCIN  Readimixed) 

100  mg. /cc.  drops  • 100  mg. /2  cc.  injection,  intramuscular 

100  mg.,  250  mg.,  and  500  mg.  vials,  intravenous 


K.  pneumoniae  ( 6.500X) 


Strep,  pyogenes (8,500X1 


Staph,  aureus  (9.000X) 


Upjohn 


ELECTRON 


MICROGRAPHS 


'TRADEMARK.  REG  U.  8 PAT.  OFF.  — THE  UPJOHN  BRAND  OP  TCT  RACY  CLINK 
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n arthritis 
and 

allied  disorders  . . . 


ionhormonal  anti  - arthritic 
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BUTAZOLIDIN' 

(brand  of  phenylbutazone) 


elieves  pain  • improves  function  • resolves  inflammation 


Employing  the  serum  protein-polysaccharide  ratio  (PR)  as  an  objective 
criterion  of  rheumatoid  activity,  it  has  again  been  shown  that 
Butazolidin  "...produces  more  than  a simple  analgesic  effect  in 
rheumatoid  arthritis."' 

Clinically,  the  potency  of  Butazolidin  is  reflected  in  the  finding  that 
57.6  per  cent  of  patients  with  rheumatoid  arthritis  respond  to  the  extent 
of  "remission"  or  "major  improvement."2 

Long-term  study  has  now  shown  that  the  failure  rate  with  Butazolidin 
in  rheumatoid  arthritis,  and  particularly  in  rheumatoid  spondylitis,  is 
significantly  lower  than  with  hormonal  therapy.3 

(1)  Payne,  R.  W.;  Shetlar,  M.  R.;  Farr,  C.  H.;  Hellbaum,  A.  A.,  and  Ishmael,  W.  K.:  J.  Lab.  & 
Clin.  Med.  45:331,  1955.  (2)  Bunim,  J.  J.;  Williams,  R.  R.,  and  Black,  R.  L.:  J.  Chron.  Dis. 
1 : 168,  1955.  (3)  Holbrook,  W.  P.:  M.  Clin.  North  America  39:405,  1955. 

Butazolidin®  Cbrand  of  phenylbutazone).  Red  coated  tablets  of  100  mg. 

Butazolidin  being  a potent  therapeutic  agent,  physicians  unfamiliar  with  its  use  are  urged 
to  send  for  literature  before  instituting  therapy. 


GEIGV  PHARMACEUTICALS  Division  of  Geigy  Chemical  Corporation 

220  Church  Street,  New  York  13,  N.  Y. 
suss  In  Canada:  Geigy  Pharmaceuticals,  Montreal 


nep 


of  phenylephrine), 
trademark  reg.  U.S.  Pat.  Off. 


For  Nasal  Congestion 
in  THE  COMMON  COLD 

Physiologically  acceptable  Neo-Synephrine 
hydrochloride  solution  promptly  constricts  the 
engorged  nasal  capillaries  which  are  responsible 
for  nasal  congestion  in  the  common  cold.  When 
the  nasal  mucosa  is  reduced  to  its  normal  state, 
the  nasal  passages  resume  their  proper  patency, 
drainage  is  possible,  and  the  patient  can  again 
breathe  freely. 

By  its  shrinking  action  on  the  nasal  mucosa,  Neo- 
Synephrine  helps  to  keep  the  sinuses  aerated 
and  the  openings  to  the  eustachian  tubes  clear. 

Neo-Synephrine  within  minutes  produces  decon- 
gestion that  lasts  for  hours. 

NEO-SYNEPHRINE 

DOSAGE  FORMS  Solutions:  0.25%  - 0.25%  (aromatic)  - 0.5%  - 1%  - 
Emulsion  0.25%  — Jelly  0.5% 

Nasal  Spray  0.5%  (plastic,  unbreakable  squeeze  bottle) 
Nasal  Spray  Pediatric  0.25%  (new  introduction) 
Contains  Zephiran®  Cl  0.02%  (1:5000),  antibacterial 
wetting  agent  and  preservative  for  greater  efficiency. 


WIMOSO* 


'HC 


NIW 


YORK 
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The  organisms  commonly  involved  in 

Pyelitis 


i 

f 


Salmonella  paratyphi  B ( 6.500X ) 


Strep,  viridans  (9,000X1 


All  of  them  are 
included  in 
the  more  than 
30  organisms 
susceptible  to 
broad  - spectrum 


Aerobacter  aerogenes  ( 12.500X) 


Strep,  pyogenes  ( 8.500X ) 


Staph,  aureus  (9.000X) 


Upjohn 

ELECTRON 

MICROGRAPHS 


Salmonella  paratyphi  A (8.000X) 


Strep,  faecalis  (10.000X) 

f""*P  ^ , 

I ' 


PANMYCIN 

^ HYDROCHLORIDE  ^ 

100  mg.  and  250  mg.  capsules  • 125  mg.  and  250  mg./tsp. 

oral  suspension  (PANMYCIN  Readimixed) 

100  mg,/cc.  drops  • 100  mg./2  cc.  injection,  intramuscular 

100  mg.,  250  mg.,  and  500  mg.  vials,  intravenous 
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New  Study  Shows  Gelatine 
Restores  Brittle  Fingernails  to  Normal 


Directions  for  making  the  Knox  Gelatine  drink  in  every  package 


Brittle,  fragile  or  laminating  fingernails  are  the 
bane  of  many  a woman's  existence.  Yet  this 
highly  prevalent  and  distressing  condition  often 
has  gone  uncontrolled  for  lack  of  effective  ther- 
apy. Now,  you  can  promise  these  patients  sub- 
stantial relief  in  a large  percentage  of  cases. 

In  a recent  study1  that  confirmed  previous 
work2  Knox  Gelatine  was  used  to  treat  36 
women  with  fragile,  brittle,  laminating  finger- 
nails. The  response  was  most  gratifying.  Except 
for  three  patients  who  discontinued  the  therapy, 
three  diabetics,  and  two  women  who  had  con- 
genital deformities,  the  splitting  ceased  and  all 
other  patients  were  able  to  manicure  their  naib 
to  a full  point  by  the  time  the  study  ended. 

Optimal  dosage  proved  to  be  one  envelope  (7 
grams)  of  Knox  Gelatine  administered  daily  for 


three  months.  Improvement,  however,  was  noted 
after  the  first  month.  If  you  would  like  more 
complete  details  of  this  work,  just  use  the  coupon. 

1.  Rosenberg,  S.  and  Oster,  K.  A.,  “Gelatine  in  the  Treatment  of 
Brittle  Nails,”  Conn.  State  Med.  J.  19  171-179,  March  1935. 

2.  Tyson,  T.  L.,  J.  Invest.  Dermal.  14:323,  May  1950, 


Chas.  B.  Knox  Gelatine  Company,  Inc. 

Professional  Service  Dept.  SJ-11 
Johnstown,  N.  Y. 

Please  send  me  a reprint  of  the  article  by  Rosenberg 
and  Oster  with  illustrated  color  brochure . 

YOUR  NAME  A_ND  ADDRESS 
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Safe  as  America  — U.S.  Savings  Bonds 

It’s  actually  easy  to  save  money  — when  you  buy  United 
States  Series  E Savings  Bonds  through  the  automatic  Payroll 
Savings  Plan  where  you  work!  You  just  sign  an  application 
at  your  pay  office;  after  that  your  saving  is  done  for  you. 
And  the  Bonds  you  receive  will  pay  you  interest  at  the  rate 
of  3%  per  year,  compounded  semiannually,  for  as  long  as 
19  years  and  8 months  if  you  wish!  Sign  up  today!  Or,  if 
you’re  self-employed,  invest  in  Bonds  regularly  where  you 
bank. 
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The  individualized  formula  is 
the  foundation  of  the  infant’s  health 
and  future  well  being 


Karo  Syrup... a carbohydrate  of  choice 
in  “milk  modification”  for  3 generations 


Ideal  practice  dictates  periodic  adaptation  of  the  individualized 
formula  to  the  growing  infant  rather  than  the  infant  to  the 
formula.  With  Karo,  milk  and  water  in  the  universal  prescription, 
the  doctor  can  readily  quantitate  the  best  formula  for  the  infant. 
A successful  infant  formula  thus  lays  the  foundation  for  early 
introduction  of  semi-solid  foods  in  widening  the  infant’s  spectrum 
of  nutrients. 

Karo  is  well  tolerated,  easily  digested,  gradually  absorbed  at 
spaced  intervals  and  completely  utilized.  It  is  a balanced  fluid 
mixture  of  maltose,  dextrins  and  dextrose  readily  soluble  in  fluid 
whole  or  evaporated  milk.  Precludes  fermentation  and  irritation. 
Produces  no  intestinal  or  hypoallergenic  reactions.  Bacteria- 
free  Karo  is  safe  for  feeding  prematures,  newborns,  and  infants 
— well  and  sick. 

Light  and  dark  Karo  are  interchangeable  in  formulas;  both 
yield  60  calories  per  tablespoon. 

CORN  PRODUCTS  REFINING  COMPANY 

17  Battery  Place,  Now  York  4,  N.  Y. 


Behind  each  bottle  three  generations 


of  world  literature 


From  virus  to  vermicularis 


Terramycim 


has  proved  effective  against  an  amazing  variety  of  pathogens 
ranging  from  sub -microscopic  viruses  to  large  helminthic  parasites;  findings  supported  by  scientific 
reports  by  thousands  of  physicians  on  millions  of  cases.  ■ Supplied  in  convenient  and  palatable  oral 
dosage  forms  as  well  as  rapidly  effective  parenteral,  topical  and  ophthalmic  preparations. 


:8RAN D OF  OXYTETRACYCLINE 


PFIZER  LABORATORIES,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 


Pfizer 
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The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
15^  Bottle  of  24  tablets  (2H  grs.  each). 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 
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I solved  that 
problem  with 
the  G-E 
rental  plan 


I wish  I could 
afford  a new 
x-ray  unit 
right  now 


li||§ 


G-E  MAXISERVICE 


gives  you  the  x-ray  apparatus  you 

need  with  no  initial  capital  investment 


THIS  is  the  way  to  bring  your  x-ray  facilities 
up  to  date  without  knocking  your  budget  out 
of  kilter. 

The  G-E  Maxiservice  Rental  Plan  puts  modern 
x-ray  apparatus  to  work  for  you  . . . lets  you  serve 
your  patients  more  efficiently  with  equipment  de- 
signed for  the  latest  technics.  Through  periodic 
replacement  feature,  you  can  keep  your  installation 


always  up  to  date  . . . without  "trade-ins.” 

One  monthly  rental  charge  includes  repair  parts, 
tubes,  maintenance  and  local  property  taxes.  It  can 
be  budgeted  as  operating  expense  against  income 
from  your  installation.  Your  capital  is  not  tied  up 
in  apparatus. 

Ask  you  G-E  x-ray  representative  about  the 
Maxiservice  Rental  Plan. 


Progress  /s  Our  Most  Important  Product 


GENERAL 


ELECTRIC 


Direct  Factory  Branches: 

PHILADELPHIA  — Hunting  Park  Avenue  at  Ridge  BALTIMORE  — 3012  Greenmount  Ave. 
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the  drug  of  choice 

...  as  a tranquilizing  ( ataractic *)  agent 
in  anxiety  and  tension  states 
. . . in  hypertension 

RAUDIXIN 


Squibb  Whole  Root  Rauwolfia 


As  a tranquilizing  agent  in  office  practice, 
Raudixin  produces  a calming  effect,  usually 
free  of  lethargy  and  hangover  and  without  the 
loss  of  alertness  often  associated  with  barbi- 
turate sedation.  It  does  not  significantly  lower 
the  blood  pressure  of  normotensive  patients. 

In  hypertension,  Raudixin  produces  a 
gradual,  sustained  lowering  of  blood  pres- 
sure. In  addition,  its  mild  bradycardic  effect 
helps  reduce  the  work  load  of  the  heart. 

• Less  likely  to  produce  depression 

• Less  likely  to  produce  Parkinson-like  symptoms 

• Causes  no  liver  dysfunction 

• No  serial  blood  counts  necessary  during  maintenance  therapy 

• Raudixin  is  not  habit-forming;  the  hazard 
of  overdosage  is  virtually  absent.  Tolerance 
and  cumulation  have  not  been  reported. 

• Raudixin  supplies  the  total  activity  of  the 
whole  rauwolfia  root,  accurately  standard- 
ized by  a rigorous  series  of  test  methods. 

The  total  activity  of  Raudixin  is  not  ac- 
counted for  by  its  reserpine  content  alone. 

Supply:  50  mg.  and  100  mg.  tablets,  bottles 
of  100  and  1000. 

^Ataractic,  from  ataraxia : calmness  untroubled  by  mental  or  emotional 
excitation.  (Use  of  term  suggested  by  Dr.  Howard  Fabing  at  a recent 
meeting  of  the  American  Psychiatric  Association.) 


*«AUDUUtt‘®  is  A SQUIDS  Tfc- 
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The  organisms  commonly  involved  in 

T racheobronchitis 


All  of  them  are 
included  in 
the  more  than 
30  organisms 
susceptible  to 
broad  - spectrum 


Staph,  aureus  (9,000  X) 


K.  pneumoniae  (13,000  X) 


PAIMMVCIN 


100  mg.  and  250  mg.  capsules  • 125  mg.  and  250  mg./tsp. 

oral  suspension  (PANMYCIN  Readimixed) 

100  mg./cc.  drops  • 100  mg./2  cc.  injection,  intramuscular 
100  mg.,  250  mg.,  and  500  mg.  vials,  intravenous 


H.  pertussis  (7,500  X) 


D.  pneumoniae  (10.000  X) 


H.  influenzae  (16,000  X) 


Upjohn 

ELECTRON 

MICROGRAPHS 


*TRAOEMARK, 


I.S.  p AT.  OFF.-TME  UPJOHN  BRAND  OF  TETRACYCLINE 
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When  conception  is  contraindicated 


use 


First  AMA  accepted  phenyl  mercuric  acetate  contraceptive1.  CONTRA 
CREME  provides  more  of  the  active... most  spermicidal  substance  known2 
. . . phenyl  mercuric  acetate  0.06%  than  any  other  Council  Accepted 
product.  CONTRA  CREME  kills  spermatozoa  the  fastest  time  recognized 
by  the  AMA.  This  has  been  consistently  shown  throughout  the  years  to 
be  from  2 to  5 minutes  by  the  Brown  and  Gamble  technique.3,4,6'6,7,8 

and  diaphragms 

The  DIAPHRAGM  with  a two  year  warranteed  guarantee  against  de- 
terioration and  defects.  Upon  the  purchase  of  any  CONTRA  DIAPHRAGM 
a warranteed  card  is  given  for  two  years  of  normal  wear  when  used  with 
CONTRA  CREME.  Evidence  of  harmlessness  and  efficacy  have  been  fur- 
nished by  competent  medical  investigators  specializing  in  gynecology  and 
obstetrics  demonstrating  long  shelf  life  and  use  life. 

REFERENCES: 

I.  James,  W.  F.  B.:  A Study  Of  A Simple  Contraceptive  Method  For  Clinic  And  Private  Patients.  West, 

J.  Surf.  Gyn  & Ob.,  69:  197,  1952.  2.  Baker,  J.  R.,  Ranson,  R.  M.  and  Tynen,  J.:  A New  Chemical  Con- 
traceptive, Lancet,  P 882,,  Oct.  16.  1938.  3.  Report  To  The  Council  On  Pharmacy  And  Chemistry  Of  The 
AMA:  JAMA  148:  60,  1952.  4.  Gamble,  C.  J.  and  Brown,  R.  L. : Relative  Spermacidal  Times  of  Com- 
mercial Contraceptives,  Scientific  Exhibit  AMA  Meeting,  June,  1941.  5.  Brown,  R.  L.,  Levenstein,  I.  and 
Becker,  B.:  The  Spermacidal  Times  of  Samples  of  Commercial  Contraceptives  Secured  in  1942,  Human 
Fertility  8:  65,  1943.  6.  Becker,  B.  and  Gamble,  C.  J.,:  The  Spermacidal  Times  of  Samples  of  Contracep- 
tives Secured  in  1943,  Human  Fertility  9:  6,  1944.  7.  Ibid:  The  Spermacidal  Times  of  Contraceptive  Jellies 
and  Creams  Secured  in  1946,  11:  111,  1946.  8.  New  and  Non  Official  Remedies,  1946. 

For  your  own  office  prescription  needs,  use  convenient  order  form  below. 

ORDER  FORM 

Xgom/zany,  1 32  Front  Street,  New  York,  N.  Y. 

Please  enter  my  order  as  follows:  Date 

Contra  Diaphragm  Sets  Sizes  50mm  thru  95mm  (Specify  sizes) 

Size Quantity SI 8.00  per  dozen 

Contra  Creme  B (without  applicator)  Quantity 9.00  per  dozen 

Contra  Creme  A (with  applicator)  Quantity 10.80  per  dozen 

Contra  Inserters  (plastic)  Quantity 7.20  per  dozen 

Shipped  prepaid  in  quantities  of  3 or  more.  Check  with  order  less  2%.  Open  Account 

Signed M.  D. 

Address . 

Please  stock  my  druggist  whose  name  and  address  follows: 
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REDNISOI 


the  delta!  analogue  of  hydrocortisone 

Rheumatoid  arthritis 

Bronchial  asthma 
Inflammatory  skin  conditions 


SHARP 

DOHME 


Indications: 


1950  Cortone® 

1952  Hydrocortone® 

1954  ‘Alflarone’ 

1955  Deltra® 

notic  nightcj 


n 


one  or  two  200  mgr.  ta 


reliable,  daytime  sedati 


one  50  me.  or  100  me.  tab.  2-3  times 


1954 


P H A R M A C 

Chemical  Corporation,  220  Chur 
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1950  Cortone® 

1952  Hydrocortone* 

1954  ‘Alflorone’ 

1955  ’Hydeltra1 

DELTRA  tablets 

(Prednisone,  Merck)  5 mg.  - 2.5  mg.  - 1 mg.  (scored) 


I 6 


"SHARP  ^ 

dohmeA 


Philadelphia  1,  Pa. 

Division  of  Merck  & Co.,  Inc. 


the  delta-i  analogue  of  cortisone 

Indications : 

Rheumatoid  arthritis 

Bronchial  asthma 
Inflammatory  skin  conditions 


PARKE 

Of'  Pfootfa 

• 

COFFEE  TEAS 

SPICES  CANNED  FOODS 

FLAVORING  EXTRACTS 

• 

L.  H.  Parke  Company 

°hiladelphia  - Pittsburgh 
Dungan  Rd.,  Phila.  11,  Pa. 


Foot-so-Port 
Shoe  Construction 
and  its  Relation 
to  Weight 
Distribution 


• Insole  extension  and  ^kwedge^  ot  inner  corner 
of  heel  where  support  is  most  heeded. 

• Special  Supreme  rubber  heels  are  longer  than 
most  anatomic  heels  and  maintain  the  appearance 
of  normal  shoes. 

• The  patented  arch  support  construction  is  guar- 
anteed not  to  break  down. 

•Innersoles  are  guaranteed  not  to  crack,  curl,  or 
collapse.  Insulated  by  a special  layer  of  Texon 
which  also  cushions  firmly  and  uniformly. 

• Foot-so-Port  lasts  were  designed  and  the  shoe 
construction  engineered  with  orthopedic  advice. 

• NOW  AVAILABLE!  Men's  conductive  shoes. 
N.B.F.U.  specifications.  For  surgeons  and  operating 
room  personnel. 

• By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio, 
club  feet  and  all  types  of  abnormal  feet  than  any 
other  manufacturer. 


Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 
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know 

your 

diuretic 


fewer  restrictions  of  activity  are  the  benefit  of  prolonged  use  of 
those  diuretics  effective  over  the  entire  range  of  cardiac  failure. 
The  organomercurials— parenteral  and  oral-improve  the 
classification  and  prognosis  of  your  decompensated  patients. 
Diuretics  of  value  only  in  milder  grades  of  failure,  or  which 
must  be  given  intermittently  because  of  refractoriness  or  side 
effects,  are  incapable  of  "upgrading"  the  cardiac  patient. 


TABLET 

NEOHYDRIN 


BRAND  OF  CHLORMERODRIN  (18.3  MG.  OF  3*CH  LORO  MERC  UR  I *2 

• METHOXY-PROPYLUREA  IN  EACH  TABLET) 


for  "...  a new  picture  of  the  patient  in  congestive  heart  failure."* 
replaces  injections  in  80%  to  90%  of  patients 

*Leff,  W.,  and  Nussbaum,  H.  E.:  J.  M.  Soc.  New  Jersey  50:149,  1953. 


a standard  for  initial  control  of  severe  failure 

MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


tn,  c/cutfetic  redecntcfi 

LABORATORIES.  INC..  MILWAUKEE  1.  WISCONSIN 


when  hormones 


are  preferred  therapy. . . 

SCHERING  HORMONE S 

assure  superior  quality 

Schering’s  high  standards  and  quality  control  assure  products  of 
unchanging  potency  and  purity  for  uniform  action  and  clinical  efficacy. 


minimal  cost 


Manufacturing  know-how  and  continuing  research  by  Schering 


provide  preparations  of  highest  quality  at  minimum  cost. 


ocnermg 


ORETON 

Methyl 

METHYITESTOSTERONE 


Schering  Corporation 

BLOOMFIELD,  NEW  JERSEY 


specific 

androgen  therapy 
anabolic 

in  tissue  wasting 


Oral:  10  and  25  mg.  Buccal:  10  mg. 
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'Ilotycin’ 

(ERYTHROMYCIN,  LILLY) 


’Ilotycin’  kills  susceptible  pathogens  of  the 

respiratory  tract.  Therefore,  the  response  is  de- 
cisive and  quick.  Bacterial  complications  such 
as  otitis  media,  chronic  tonsillitis,  and  pyelitis 
are  less  likely  to  occur. 

Most  pathogens  of  the  respiratory  tract 
are  rapidly  destroyed.  Yet,  because  the  coli- 
form  bacilli  are  highly  insensitive,  the  bacterial 
balance  of  the  intestine  is  seldom  disturbed. 

'Ilotycin’  is  notably  safe  and  well  toler- 
ated. Urticaria,  hives,  and  anaphylactic  reac- 


Over  96%  of  all  acute  bacterial 
respiratory  infections 
respond  readily 

tions  have  not  been  reported  in  the  literature. 

Staphylococcus  enteritis,  avitaminosis,  and 
moniliasis  have  not  been  encountered. 

Gastro-intestinal  hypermotility  is  not  ob- 
served in  bed  patients  and  is  seen  in  only  a small 
percentage  of  ambulant  patients. 

Available  as  specially  coated  tablets,  pedi- 
atric suspensions,  I.V.  and  I.M.  ampoules. 
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WHAT  PRICE  ANTIMICROBIAL  THERAPY? 

Harrison  F.  Flippin,  M.D.,* 
Philadelphia,  Pa. 

Within  the  span  of  less  than  a quarter 
of  a century  it  has  been  possible  to  effect 
dramatic  cures  in  a large  percentage  of  pa- 
tients suffering  from  diseases  which  were 
previously  dreaded,  as  well  as  to  prevent 
diseases  which  formerly  proved  disastrous. 
Certainly,  the  advent  of  these  antimicrobial 
agents  represents  one  of  the  greatest  dis- 
coveries of  recent  years,  but  just  as  each 
new  discovery  in  medicine  increase  our 
knowledge  and  opens  up  new  avenues  of 
approach,  it  simultaneously  imposes  new 
challenges.  These  new  drugs  are  no  ex- 
ception to  the  old  adage  — All  is  not  Gold 
that  Glitters  — since  their  administration 
has  resulted  in  certain  undesirable  conse- 
quences which  constitute  new  and  serious 
problems  in  the  medical  care  of  patients. 
Time  does  not  permit  a detailed  discussion 
of  these  problems,  but  certain  salient  fea- 
tures of  these  side  effects  can  be  consid- 
ered this  morning. 

From  the  beginning  of  time  there  has 
existed  a continuous  conflict  between  man 
and  microorganisms  and  today  we  find  the 
bacterial  world  revolting  violently  against 
man’s  chemical  attack  upon  its  population. 
Many  of  these  microorganisms,  if  uncon- 
trolled, are  deadly  enemies  to  man,  others 
are  harmless,  whereas  some  are  essential  to 
man’s  survival.  Fortunately,  a number  of 
the  harmful  bacteria  have  succumbed  to 
the  antimicrobial  agents,  some  have  sur- 
vived because  of  their  effective  protective 
mechanisms  against  these  drugs,  and  others 
which  were  initially  stunned  have  devel- 
oped new  defenses  and  are  back  on  the 
firing  line.  Furthermore,  others  which  ordi- 
narily are  not  injurious  to  man,  have  be- 
come agitated  and  are  now  pathogenic  to 
man.  Since  these  chemotherapeutic  agents 

* Professor  of  Clinical  Microbiology,  Graduate  School  of 
Medicine,  University  of  Pennsylvania. 

Read  before  the  Medical  Society  of  Delaware,  Dover,  Oc- 
tober 13.  1954. 


have  no  respect  for  members  of  the  bacter- 
ial world,  we  find  that  in  the  process  of 
successfully  combating  a disease  state  often 
bacteria,  which  are  helpful  to  man  in  his 
struggle  for  existence,  are  destroyed. 

For  the  most  part,  every  known  chemical 
substance  can  produce  a toxic  reaction  in 
man  if  the  exposure  is  adequate,  thus  mak- 
ing the  use  of  these  chemotherapeutic 
drugs  by  man  a potential  hazard.  Each 
chemical  agent  has  a non-toxic  and  a toxic 
dose,  thereby  making  variable  the  factor 
of  exposure.  Furthermore,  the  severity  of 
toxicity  varies  greatly  with  the  method  of 
administration,  the  degree  and  duration  of 
the  drugs  used,  and  the  condition  of  the 
patient.  Unfortunately,  the  toxicity  of 
chemical  substances  for  use  in  man  cannot 
be  determined  conclusively  on  animals,  al- 
though toxicity  studies  involving  animals 
alone  can  give  reasonable  assurance  that 
the  drug  may  be  tried  in  man  with  some 
degree  of  safety.  However,  no  criteria  in- 
volving animals  alone  can  prove  toxicity  or 
non-toxicity  for  man,  thus  making  neces- 
sary toxicity  determination  by  human  ex- 
perimentation. In  evaluating  the  toxicity 
of  drugs  in  man,  one  not  only  considers  the 
immediate  side  effects,  but  also  the  de- 
layed reactions  which  may  require  years  of 
observation. 

As  a result  of  the  above  factors,  we  are 
confronted  today  with  certain  serious  and 
unsolved  problems  relating  to  the  use  of 
these  antimicrobial  agents  — namely,  an 
increasing  number  of  drug-resistant  organ- 
isms, infections  caused  by  microorganisms 
usually  regarded  as  non-pathogenic,  which 
occur  during  antibiotic  therapy  that  prove 
insensitive  to  the  drug  being  employed,  as 
well  as  the  toxic  reactions  of  the  chemo- 
therapeutic agents. 

Drug-Resistant  Infections 

The  widespread  and  indiscriminate  use 
of  the  antimicrobial  agents  has  resulted  in 
an  increased  number  of  drug-resistant  bac- 
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teria.  This  increased  microbial  resistance 
following  exposure  to  an  antibiotic  not  only 
holds  for  the  antibiotic  itself  but  also  the 
possibility  of  the  development  of  cross- 
resistance to  other  antibiotics  exists.  In 
considering  this  problem  of  drug-resistant 
infections,  one  must  distinguish  between 
the  natural  and  the  acquired  resistance  of 
microorganisms.  Natural  resistance  or  sus- 
ceptibility to  these  agents  vary  widely 
among  bacterial  species,  as  well  as  among 
different  strains  of  a given  species.  Ac- 
quired resistance  for  the  most  part  results 
from  continued  exposure  to  sub-inhibitory 
concentrations  of  these  drugs.  The  devel- 
opment of  resistance  to  streptomycin  often 
occurs  within  a period  of  a few  days,  where- 
as very  few  organisms  become  resistant  to 
penicillin.  It  is  true  that  the  incidence  of 
penicillin-resistant  staphylococcic  infections 
has  increased  rapidly  over  a period  of  years 
(approximately  20  per  cent  in  1943  to  75 
per  cent  in  1954  in  hospital  infections), 
but  it  is  thought  that  this  is  due  to  the 
reduction  in  the  number  of  naturally  sensi- 
tive strains,  thereby  giving  the  naturally 
resistant  strains  already  present  an  oppor- 
tunity to  become  predominant. 

The  problem  of  acquired  drug  resistance 
naturally  raises  the  question  as  to  whether 
it  will  ever  be  possible  to  find  antimicrobial 
agents  that  will  not  induce  resistance. 
Certainly,  a therapeutic  agent  possessing 
specific  killing  properties  presumably  has 
the  capacity  to  interfere  with  some  part  of 
a function  which  is  vital  to  living  organ- 
isms but  not  vital  to  the  host.  In  both 
instances  such  a function  or  bypath  must 
be  more  or  less  remote  from  the  most  fun- 
damental features  of  life  itself.  This  im- 
mediately implies  the  possibility  for  by- 
passing the  function  and  once  this  is  real- 
ized, regardless  of  the  manner  of  its  oc- 
currence, there  will  be  resistance.  In  other 
words,  a substance  incapable  of  inducing 
resistance  would  seem  to  have  little  chance 
for  possessing  antimicrobial  activity. 

Superinfections 

Statistics  show  that  there  has  been  a 
definite  decline  in  the  number  of  patients 
suffering  with  infectious  diseases  in  this 
country  during  the  past  one  hundred  years. 


No  doubt,  such  factors  as  improvement  in 
general  nutrition  and  hygiene,  better  hous- 
ing, improvement  in  food  handling  and  in 
water  supply,  the  decline  in  virulence  of 
infecting  organisms,  and  increased  resis- 
tance to  infections  singly  or  in  combination 
have  been  responsible  for  these  observable 
results.  The  question  naturally  arises  as 
to  the  influence  of  antimicrobial  therapy 
upon  the  relative  incidence  of  infectious 
diseases.  Unfortunately,  the  wide  thera- 
peutic range  of  the  antimicrobial  agents 
has  resulted  in  a failure  in  most  instances 
to  establish  an  etiological  diagnosis.  Usual- 
ly, the  necessary  laboratory  studies  are  re- 
served for  cases  failing  to  respond  as  anti- 
cipated to  the  initially  prescribed  therapy. 
For  this  reason,  accurate  figures  dealing 
with  the  treatment  of  large  groups  of  in- 
fectious diseases  are  becoming  increasingly 
difficult  to  assemble  and,  as  a consequence, 
data  regarding  the  newer  antibiotics  are 
limited.  Diseases  such  as  gonorrhea  and 
syphilis,  with  established  etiologies  and 
with  effective  measures  for  prophylaxis  and 
treatment  are  definitely  on  the  decrease. 
Such  conditions  as  classical  pneumococcic 
pneumonia  are  certainly  diminishing  in 
frequency  in  hospital  practice,  while  there 
is  an  increasing  proportion  of  infections 
due  to  gram-negative  bacteria.  In  addition, 
more  cases  due  to  rickettsiae,  fungi,  and 
protozoa  are  being  seen.  This  apparent 
increase  of  infections  due  to  the  latter 
group  of  agents  may  well  be  the  result,  at 
least  in  part,  of  the  introduction  of  new 
and  more  specific  laboratory  diagnostic 
methods.  Nevertheless,  the  importance  of 
the  effect  of  antimicrobial  therapy  upon 
the  indigenous  bacterial  flora  of  the  body 
is  gradually,  but  certainly,  being  recog- 
nized. Normally,  the  body  harbors  many 
organisms  which  in  small  numbers  are  not 
pathogenic,  relatively  avirulent,  and  cause 
no  symptoms.  When  the  normal  ecology 
or  microbiological  balance  is  disturbed  by 
antimicrobial  therapy,  such  organisms  may 
increase  in  numbers  and  invasiveness  and 
give  rise  to  infections.  Occasionally,  infec- 
tions with  microorganisms  usually  regarded 
as  non-pathogenic,  will  occur  during  anti- 
biotic therapy  and  prove  to  be  insensitive 
to  the  drug  being  employed.  Such  super- 
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infections  result  from  the  dislocation  of  the 
normal  bacterial  flora  of  the  sino-respira- 
tory,  gastrointestinal,  and  genitourinary 
tracts.  Several  mechanisms  to  explain  these 
superinfections  have  been  postulated:  (a) 
administration  of  antibiotic  results  in  vir- 
tual elimination  of  susceptible  organisms, 
thus  reducing  the  numbers  competing  for 
available  food  supply.  The  resistant  organ- 
isms then  vastly  increase  in  numbers  and 
overwhelm  the  host’s  resistance;  (b)  norm- 
al flora  supplies  certain  nutritional  re- 
quirements of  the  host.  Disturbance  in  the 
normal  flora  results  in  a nutritional  dis- 
turbance which  modifies  the  integrity  of 
the  mucous  membranes,  thereby  opening 
a portal  of  invasion  to  organisms  which 
normally  are  unable  to  penetrate  the 
healthy  mucosa;  (c)  some  antibiotics,  like 
chlortetracyline,  are  suspected  of  directly 
stimulating  growth  and  virulence  of  C.  al- 
bicans, with  the  ultimate  production  of 
candidiasis.  The  superinfections,  when  they 
occur,  are  not  correlative  with  the  use  of 
any  one  antibiotic.  Evidence  exists  to  in- 
dicate that  penicillin  as  well  as  chloram- 
phenicol and  the  tetracyclines  may  be  in- 
volved. Hence,  the  importance  of  bacterio- 
logical studies  to  follow  the  changes  in  bac- 
terial flora  in  various  regions  of  the  body 
in  patients  being  treated  for  infectious 
diseases. 

Toxic  Reactions 

The  increasing  number  of  the  various 
untoward  reactions  following  the  use  of  the 
antimicrobial  agents  has  created  a new  and 
perplexing  problem  in  the  practice  of  medi- 
cine. Certain  of  these  side  effects  are  toxic, 
some  are  allergic,  and  others  are  related 
to  the  biologic  activities  inherent  in  the 
chemotherapeutic  substances  themselves. 

Penicillin 

The  chief  untoward  reactions  to  penicil- 
lin therapy  fall  into  three  principal  groups: 
(1)  local  contact  (skin,  mucous  mem- 
branes, and  injection  site);  (2)  dermato- 
logical allergy  (urticarial,  erythematous, 
and  eczematoid);  (3)  systemic  (serum 
sickness,  anaphylactoid,  cardiovascular,  and 
renal).  In  addition,  there  have  occurred 
certain  specific  phenomena  associated  with 
some  particular  disease  being  treated  with 


penicillin,  such  as  the  Herxheimer  reaction 
in  syphilis  and  the  development  of  a Loef- 
fler’s  syndrome  following  aerosol  penicillin 
in  the  treatment  of  some  types  of  pulmon- 
ary disease.  Furthermore,  evidence  is 
pointing  towards  penicillin’s  giving  rise  to 
a variety  of  disorders  including  agranulo- 
cytosis, periarteritis  nodosa,  the  production 
of  L.  E.  cells  in  the  bone  marrow,  and 
others. 

At  the  time  that  penicillin  was  first  made 
available  for  general  civilian  use,  it  was 
not  fully  understood  how  many  of  the  toxic 
reactions  described  were  due  to  impurities 
in  the  penicillin  preparations,  or  to  the 
drug  itself.  Probably,  the  total  incidence 
of  penicillin  reactions  was  decreased  be- 
cause of  the  increased  purity  of  the  drug 
and  the  introduction  of  procaine  penicillin. 

However,  the  total  number  of  reactions 
has  increased  steadily  and  today  penicillin 
heads  the  list  of  medicinal  agents  in  fre- 
quency, diversity,  and  severity  of  the  sensi- 
tivities it  produces.  No  doubt  this  is  a re- 
sult of  the  fact  that  the  drug  is  used  pro- 
miscuously and  repeated  administration  of 
it  to  ever  increasing  numbers  of  people  has 
resulted  in  their  being  conditioned  to  show 
various  manifestations  of  hypersensitivity 
when  exposed  to  subsequent  penicillin 
therapy.  Rarely  does  a patient  experience 
a reaction  after  the  first  dose  of  penicillin, 
whereas  the  reactions  become  more  fre- 
quent and  more  severe  in  individuals  who 
had  repeated  doses.  Some  of  the  reactions 
occurring  after  the  first  dose  are  believed 
to  be  related  to  cross  reactions  with  other 
fungi,  particularly  trichophytosis  (athlete’s 
foot).  The  more  serious  reactions,  such  as 
anaphylactic  shock,  occur  most  often  in 
patients  with  allergic  histories,  especially 
asthma.  Although  any  penicillin  prepara- 
tion and  any  mode  of  administration  can 
cause  a reaction,  it  appears  that  oral  peni- 
cillin is  the  least  likely,  parenteral  prepara- 
tions are  next  in  frequency,  and  topical 
penicillin  the  most  likely  to  cause  reactions. 
Reports  of  acute  anaphylactoid  reactions 
due  to  penicillin  are  being  reported  with 
increasing  frequency,  with  most  of  the  se- 
vere cases  following  the  intramuscular  ad- 
ministration of  procaine  penicillin,  or  Neo- 
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Penil,  with  a higher  incidence  after  the 
latter  drug.  This  may  be  due  to  a greater 
amount  of  sensitizing  substance  that  is 
present  longer,  the  possible  synergistic  ef- 
fect when  two  substances  are  injected  sim- 
ultaneously, or,  as  in  the  case  of  Neo-Penil, 
one  must  consider  the  possibility  of  iodide 
sensitivity. 

In  spite  of  the  foregoing,  penicillin  re- 
mains the  least  toxic  of  the  currently  avail- 
able antimicrobial  agents.  Its  well  estab- 
lished therapeutic  value  and  relatively 
lower  cost  combine  to  establish  it  as  the 
most  popular  drug.  Hence,  every  effort 
should  be  made  to  minimize  the  reactions 
following  its  administration.  A history  of 
previous  penicillin  toxicity  should,  in  most 
cases,  contra-indicate  the  use  of  penicillin 
and  manifest  the  desirability  of  administer- 
ing another  antibiotic,  if  possible.  How- 
ever, many  patients  can  tolerate  penicillin, 
even  after  a previous  allergic  reaction,  and, 
in  such  conditions  as  subacute  bacterial 
endocarditis  in  which  penicillin  is  strongly 
indicated,  one  may  proceed  with  caution. 
When  reactions  do  occur  and  are  not  too 
severe,  treatment  can  usually  be  continued 
with  the  aid  of  anti-allergic  remedies.  Ob- 
viously, the  more  serious  reactions  demand 
discontinuance  of  the  drug.  Such  reactions 
as  anaphylactoid  shock  and  exfoliative 
dermatitis  demand  prompt  attention  and 
treatment  with  supportive  measures,  epine- 
phrine, anti-histaminics,  and  intravenous 
ACTH.  The  advisability  of  using  a penicil- 
lin product  in  which  an  anti-histaminic 
agent  is  included  can  be  questioned,  in  that 
one  is  adding  another  potentially  toxic 
agent.  Where  possible,  oral  penicillin 
should  be  used  in  preference  to  the  par- 
enteral route.  Intramuscular  injections 
must  be  given  with  caution,  as  it  has  been 
implied  that  some  of  the  severe,  or  fatal, 
reactions  are  the  result  of  the  accidental 
intravenous  injection  of  procaine  penicillin, 
or  Neo-Penil.  Topical  application  in  the 
form  of  troches,  toothpaste,  aerosol,  oint- 
ments, and  dusting  powders  is  of  doubtful 
value  in  most  instances  and  should  be  dis- 
couraged. Certainly,  penicillin  therapy 
should  be  reserved  for  infections  which  are 
amenable  to  its  action  and  withheld  in  triv- 
ial illnesses  and  in  conditions  where  its 
effectiveness  is  not  established.  Further- 


more, penicillin  should  not  be  used  prophy- 
laetically,  execpt  when  the  complication 
to  be  avoided  is  a serious  one  and  occurs 
frequently  in  the  absence  of  precautions. 

Some  investigators  rely  on  skin  testing 
as  a guide  in  determining  possible  penicillin 
sensitivity,  but  as  yet  there  seems  no  com- 
plete agreement  as  to  the  value  and  signifi- 
cance of  skin  test  results,  with  the  possible 
exception  of  the  immediate  whealing  reac- 
tion on  cutaneous  or  intracutaneous  test- 
ing as  regards  the  development  of  an  ana- 
phylactoid reaction,  particularly  in  asth- 
matics. 

Efforts  to  desensitize  patients  who  have 
experienced  penicillin  reactions  have  been 
considered  successful  in  the  hands  of  some 
experienced  workers.  This  procedure  may 
be  tried,  especially  when  the  patient’s  oc- 
cupation, e.g.,  nursing,  necessitates  expo- 
sure to  the  drug,  or  in  conditions  where 
penicillin  is  urgently  needed.  If  the  sensi- 
tivity reaction  has  been  severe,  an  initial 
dose  of  2 units  of  aqueous  penicillin  G is 
given  intramuscularly,  whereas  other  cases 
are  given  50  units  every  3 hours  the  first 
24  hours,  100  units  every  3 hours  the  sec- 
ond 48  hours,  with  the  dose  being  doubled 
each  24  hours  until  the  patient  can  toler- 
ate 200,000  units. 

Tetracyclines 

Chlortetracycline,  oxytetracycline,  and 
tetracycline  frequently  give  rise  to  gastro- 
intestinal and  genitourinary  disorders 
(nausea,  vomiting,  diarrhea,  stomatitis, 
vaginitis,  and  proctitis).  While  these  are 
not  usually  serious,  they  do  cause  consid- 
erable inconvenience  and  at  times  become 
quite  severe.  In  our  experience  to  date, 
tetracycline  appears  to  be  least  offensive  in 
this  manner.  It  is  felt  that  these  untoward 
reactions  are  due,  at  least  in  part,  to  alter- 
ation in  bacterial  flora  leading  to  a Vitamin 
B deficiency.  There  is  evidence  to  support 
the  view  that  chlortetracycline  stimulates 
the  growth  of  some  types  of  fungi,  notably 
Candida  albicans  and  that  these  two  fac- 
tors combine  to  produce  a moniliasis.  When 
these  drugs  are  used  for  periods  exceeding 
7 days,  the  patient  should  receive  butter- 
milk, Vitamin  B complex  and  B12  orally; 
if  toxicity  develops,  the  drug  should  be  dis- 
continued, if  possible,  and  injections  of 
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crude  liver,  or  B12  given  daily.  The  use  of 
rectal  suppositories  containing  sodium 
lauryl  sulfate  are  at  times  beneficial. 

Streptomycin  (Dihydrostreptomycin) 

In  general,  the  severity  of  toxicity  from 
both  streptomycin  and  dihydrostreptomy- 
cin is  dependent  upon  the  duration  of  ther- 
apy and  total  dose  employed,  the  principal 
toxic  effect  being  damage  to  the  8 th  nerve 
and  vestibular  apparatus.  While  this  is 
particularly  true  of  streptomycin,  there 
seems  to  be  a lesser  tendency  of  dihydro- 
streptomycin to  affect  the  vestibular  ap- 
paratus. However,  damage  to  the  auditory 
branch  of  the  8th  nerve  with  hearing  loss 
may  occur.  Since  patients  are  able  to 
compensate  for  damage  to  the  vestibular 
branch,  but  not  able  to  compensate  for 
auditory  damage  it  is  obvious  that  dihydro- 
streptomycin is  less  desirable,  especially  for 
long-term  therapy,  as  is  necessary  in  tu- 
berculosis, than  is  streptomycin.  Occasion- 
ally, dihydrostreptomycin  is  useful  in  pa- 
tients who  are  allergic  to  streptomycin  as 
sometimes  allergies  do  not  develop  in  pa- 
tients receiving  this  drug,  whereas  were 
they  receiving  streptomycin,  allergies  would 
develop.  The  recent  practice  of  employing 
mixtures  of  streptomycin  and  dihydro - 
streptomycin  has  maredly  reduced  this 
toxic  effect.  Either  of  these  compounds 
may  give  rise  to  a variety  of  less  severe  re- 
actions, including  the  sensitivity  reactions 
encountered  with  penicillin. 

Chloramphenicol 

Chloramphenicol  gives  rise  to  the  same 
toxic  reactions  as  the  tetracycline  group, 
although  one  difference  does  exist,  in  that 
chloramphenicol  exerts  at  times  a toxic 
effect  upon  the  hemopoietic  system. 

Erythromycin 

Erythromycin  appears  to  be  of  relatively 
low  toxicity  and  the  only  undesirable  ef- 
fect noted  in  many  patients  treated  with 
this  drug  has  been  an  occasional  gastroin- 
testinal upset  with  high  dosage.  It  does 
not  appear  to  have  an  adverse  effect  on  the 
ecology  of  the  gastrointestinal  flora,  hence, 
some  of  the  symptoms  of  the  antibiogenic 
syndrome  are  thus  avoided. 


Polymyxin 

Although  polymyxin  B sulfate  is  an  agent 
of  considerable  toxicity  (renal  and  central 
nervous  system),  its  unique  effectiveness  in 
infections  due  to  Pseudomonas  aeruginosa 
has  justified  its  introduction  into  clinical 
practice.  This  antibiotic  should  be  em- 
ployed parenterally  only  in  hospitalized  pa- 
tients, since  careful  observation  for  renal 
damage  is  essential  to  its  safe  use. 

Bacitracin 

Since  the  parenteral  administration  of 
bacitracin  is  often  followed  by  kidney  dam- 
age and,  only  a small  amount  is  absorbed 
when  given  by  mouth,  this  drug  finds  its 
chief  usefulness  as  a topical  or  oral  medica- 
ment. 

Neomycin 

When  administered  systemically,  neo- 
mycin may  cause  slight  to  severe  deafness 
as  well  as  transient  renal  irritation.  Since 
this  drug  is  not  absorbed  into  the  circulat- 
ing blood  stream  from  the  gastrointestinal 
tract  or  skin,  it  has  found  its  chief  useful- 
ness in  preoperative  preparation  for  intes- 
tinal surgery  and  as  a topical  medicament 
for  pyogenic  skin  infections.  Although  in 
selected  cases,  especially  in  Proteus  and 
Pseudomonas  infections,  it  may  be  admin- 
istered intramuscularly  for  short  periods  of 
time. 

Isoniazid 

The  administration  of  isoniazid  may  be 
followed  by  a variety  of  untoward  reac- 
tions, the  severity  of  which  depends  on  the 
dosage,  length  of  administration,  renal 
function  and  personality  stability.  Such 
symptoms  as  increased  reflexes,  headache, 
muscular  twitchings,  peripheral  neurop- 
athy, euphoria,  excitability,  constipation, 
vertigo,  dryness  of  mouth,  and  visual  diffi- 
culties, are  the  principal  toxic  side-effects 
encountered.  Cessation,  or  decrease,  in 
therapy  is  dependent  on  the  type  and  se- 
verity of  the  reaction.  Recently,  the  use 
of  pyridoxine  hydrochloride  has  been  shown 
to  be  effective  in  relieving  pain  in  cases 
with  peripheral  neuropathy. 

Sulfonamides 

Despite  the  advent  of  penicillin  and  the 
other  antibiotics,  the  sulfonamides  are  still 
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being  employed,  especially  in  the  treatment 
of  urinary  tract  infections.  In  discussing 
the  untoward  reactions  associated  with 
their  use,  it  is  well  to  point  out  several 
factors  which  tend  to  influence  their  inci- 
dence and  severity.  The  length  of  time 
that  the  drugs  are  administered  and  the 
total  dose  employed  are  probably  the  most 
important  factors.  Children  seem  to  toler- 
ate these  drugs  better  than  the  aged;  those 
with  good  nutrition  and  normal  renal  func- 
tion better  than  the  poorly  nourished  and 
those  having  kidney  damage. 

Mild  Toxic  Reactions 

Ambulatory  patients  complain  of  dizzi- 
ness rather  commonly,  especially  with  sul- 
fanilamide. To  recognize  that  dizziness 
may  occur  is  important,  especially  in  the 
case  of  patients  who  operate  machines  re- 
quiring precision  or  judgment.  Cyanosis 
often  observed  in  patients  receiving  sul- 
fanilamide is  less  frequent  and  less  severe 
with  the  other  drugs  of  this  group  and  can 
be  disregarded.  The  most  frequent  toxic 
reactions  seen  are  nausea  and  vomiting. 
These  usually  appear  by  the  first  24  hours 
of  therapy,  but  rarely  become  so  severe  as 
to  necessitate  discontinuing  therapy. 

Severe  Toxic  Reactions 

Drug  fever  is  seen  in  approximately  3 
per  cent  of  patients  receiving  the  sulfona- 
mides. It  may  occur  at  any  time,  but  is 
most  commonly  seen  from  5 to  10  days 
after  the  beginning  of  treatment.  Frequent- 
ly, the  drug  fever  may  be  followed  by  derm- 
atitis, hemolytic  anemia,  or  neutropenia. 
When  it  occurs,  treatment  should  be  stop- 
ped. At  times,  it  is  difficult  to  determine 
whether  an  observed  temperature  rise  rep- 
resents a drug  reaction  or  a recrudescence 
of  the  infection.  The  fever  of  the  original 
infection  is  usually  normal  by  the  third  day 
of  treatment  and  if  the  patient  is  improved 
clinically  one  should  suspect  that  the  rise 
in  temperature  is  due  to  the  drug.  The 
leukocyte  count  may  or  may  not  be  ele- 
vated during  drug  fever.  As  a rule,  if  the 
drug  is  causing  the  temperature,  it  will 
drop  within  from  24  to  48  hours  following 
cessation  of  therapy  while  fluids  are  forced. 
If  treatment  is  again  necessary,  it  is  well 


to  administer  5 grains  of  drug  by  mouth 
and  if  no  sharp  febrile  response  occurs 
within  12  hours,  therapy  can  be  re-insti- 
tuted with  extra  precautions.  Drug  rashes 
occur  with  the  sulfonamides  in  approxi- 
mately 2 per  cent  of  patients  and  may  oc- 
cur at  any  time  after  the  beginning  of  treat- 
ment, especially  after  the  fifth  day.  If  the 
patient’s  condition  warrants,  the  drug  may 
be  continued  with  caution,  although  it  is 
best  to  stop  treatment. 

Psychoses  due  to  these  drugs  occur  at 
any  time.  If  the  infectious  process  is  under 
control  when  psychosis  is  observed,  the  drug 
is  best  discontinued.  Hematuria  is  not  ob- 
served with  sulfanilamide  and  rarely  with 
gantrisin  and  elkosin,  but  occurs  microscop- 
ically in  about  three  per  cent  of  patients 
treated  with  the  other  sulfapyrimidines. 
Likewise,  gross  hematuria  is  observed  at 
times,  following  the  latter  drugs.  Unless  a 
considerable  number  of  red  cells  are  detect- 
ed, or  evidence  of  ureteral  blockage  is  ap- 
parent, cautious  treatment  may  be  contin- 
ued, but  it  should  be  remembered  that  he- 
maturia is  often  a precursor  of  severe  renal 
insufficiency.  The  presence  of  increasing 
oliguria  or  anuria,  as  well  as  skin  eruption, 
fever,  or  blood  dyscrasia  demands  immedi- 
ate alkalinization  of  the  urine  to  a pH  of 
7.5  or  more,  plus  fluids  in  order  to  elimin- 
ate the  drug  as  soon  as  possible.  Bleeding 
from  the  urinary  tract  following  the  pro- 
longed use  of  gantrisin  may  be  encountered 
occasionally.  Under  these  conditions  there 
occurs  a lowering  of  the  prothrombin  level 
in  the  blood.  Occasional  cases  of  anuria 
have  been  observed  during  or  following  the 
use  of  sulfadiazine,  sulfamerazine,  and  sul- 
famethazine and  in  such  cases  the  drug 
should  be  stopped  immediately.  In  this  con- 
nection it  should  be  remembered  that  renal 
damage  is  not  always  the  result  of  mechan- 
ical stoppage  but  may  consist  of  a toxic  le- 
sion giving  rise  to  tubular  degeneration  and 
glomerular  changes.  Although  the  belief  is 
widely  held  that  administration  of  sufficient 
fluid  to  insure  high  urinary  output  is  enough 
to  prevent  crystalluria  and  that  this  hazard 
is  the  result  of  the  very  low  solubility  of 
the  acetylated  drugs  in  acid  urine,  it  has 
been  learned  that  high  urine  volumes  and 
the  use  of  alkali  will  not  forestall  precipita- 
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tion  of  sulfadiazine,  sulfamerazine,  or  sul- 
famethazine. 

However,  chemical  and  clinical  studies  of 
these  agents  in  combination  have  demon- 
strated that  the  total  amount  of  sulfona- 
mide that  can  be  held  in  solution  in  urine 
is  substantially  increased  when  two  or  more 
of  these  substances  are  administered  simul- 
taneously and  that  this  is  accomplished 
without  sacrificing  therapeutic  activity. 
Thus,  it  is  possible  to  lessen  the  hazards  of 
urinary  tract  complications  due  to  sulfona- 
mide crystals  or  calculi.  Hence,  the  ration- 
ale for  the  combination  of  sulfadiazine  and 
sulfamerazine,  with  or  without  sulfametha- 
zine, as  a method  of  decreasing  renal  toxi- 
city, while  maintaining  antibacterial  effica- 
cy. Certainly,  it  is  still  important,  when 
using  the  sulfapyrimidines,  to  maintain  a 
urinary  output  of  at  least  1200  cc.  daily. 
Depression  of  the  white  blood  cells  may  oc- 
cur at  any  time,  but  most  cases  of  agranulo- 
cytosis have  occurred  after  12  days  of  treat- 
ment. Acute  hemolytic  anemia,  seen  chiefly 
following  sulfanilamide,  may  occur  follow- 
ing the  use  of  any  of  the  sulfonamides. 
When  it  appears,  usually  during  the  first  4 
days  of  treatment,  the  drug  should  be 
stopped  immediately.  Mild  anemia  of  the 
hemolytic  type  is  seen  more  frequently,  but 
does  not  constitute  a serious  problem. 
Other  toxic  effects,  such  as  hepatitis,  ne- 
phritis, myocarditis,  purpura  hemorrhagica, 
and  neuritis  may  be  seen.  In  addition  to 
the  above  immediate  toxic  reactions,  there 
has  been  a great  deal  of  interest  regarding 
the  possibility  that  these  drugs  may  give 
rise  to  changes  in  the  blood  vessels  simul- 
lating  periarteritis  nodosa. 

Comment 

In  view  of  the  dramatic  effects  which  the 
antimicrobial  agents  have  had  upon  the 
control  of  infectious  diseases,  most  of  the 
literature  dealing  with  these  drugs  is  con- 
cerned with  the  delineation  of  the  triumphs 
produced  by  them.  However,  the  dangers 
and  harmful  sequellae  of  their  use  have 
only  recently  begun  to  be  stressed  and  ap- 
preciated. It  is  impossible  at  this  time  to 
estimate  the  true  significance  of  the  unde- 
sirable consequences  of  antimicrobial  ther- 
apy. In  view  of  the  ability  of  these  drugs 


to  sensitize  individuals,  we  may  see  in  the 
future  more  severe  reactions  following  their 
use.  Likewise,  more  microorganisms  may 
develop  resistance  to  these  drugs  and  with 
the  continued  dislocation  of  the  normal 
bacterial  flora  of  the  body  by  the  use  of 
these  drugs  more  diseases  due  to  organisms 
which  heretofore  were  not  harmful  may  re- 
sult. Looking  into  the  future,  we  may  find 
these  drugs  will  prove  to  be  insidious  pur- 
veyors of  disease,  in  that  Nature  notorious- 
ly brooks  interference  badly  and  often  in 
a subtle  way  defeats  Man  before  he  knows 
of  his  undoing.  Certainly,  the  danger  sig- 
nals have  been  hoisted  concerning  the  anti- 
microbial agents,  but  this  is  not  to  imply 
that  the  harmful  effects  that  attend  their 
use  should  discourage  the  physician  from 
employing  them  when  they  are  indicated, 
namely  — in  the  treatment  of  diseases  in 
which  their  usefulness  has  been  established, 
and  prophylactically  only  in  those  condi- 
tions in  which  the  complication  to  be 
avoided  is  a serious  one  and  one  which 
occurs  frequently  in  the  absence  of  precau- 
tions. 

“One  of  the  first  duties  of  the  physician 
is  to  educate  the  masses  not  to  take  medi- 
cine.” — Sir  William  Osier  (1849-1919). 
225  South  17th  Street. 

Discussion 

Dr-  E.  R.  Miller,  (Wilmington):  I have 
a little  Scotch  in  me  — I don’t  mean  the 
liquor,  I mean  the  brogue. 

The  title  “What  Price  Antimicrobial 
Therapy”  reminds  me  that  only  last  week 
the  druggist  called  me  and  said,  “Doctor, 
do  you  realize  this  prescription  costs,  or 
will  cost  your  patient  thirty-five  dollars?” 
It  was  Neomycin.  I said,  “I’ll  change  the 
prescription.” 

I was  glad  to  hear  the  doctor  remark  in 
his  paper  this  morning  that  some  of  the 
surgeons  are  now  reverting  back  to  the 
sulpha  drugs  for  intestinal  therapies.  In 
other  words,  to  lower  the  cell  count  of  the 
intestinal  tract. 

In  one  of  the  Mayo  Clinic  reports  in  the 
Annual  Volume,  about  a year  or  two  ago, 
it  was  reported  that  their  technique  was  to 
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give  sulfasuxadine  and  streptomycin  rou- 
tinely, and  by  careful  experimental  work 
showed  that  they  could  reduce  temporarily 
the  flora  which  is  not  as  costly  a procedure 
as  some  of  the  newer  antibiotics. 

Also  a friend  of  mine  said  they  were 
changing  their  pediatrician  because  the 
prescription  he  had  prescribed  for  the  child 
amounted  to  $16.00.  They  were  going  to 
a doctor  that  didn’t  write  such  expensive 
prescriptions.  It’s  a doctor  down  the  street. 

So,  after  all,  “What  Price  Antimicrobial 
Therapy”  is  a factor  especially  for  doctors 
treating  the  ordinary  type  of  patient. 

But  I am  sure  it  is  always  a pleasure  to 
hear  Dr.  Flippin,  as  he  warns  us  so  clearly 
of  the  dangers  of  these  drugs,  the  chemo- 
therapy and  antibiotic  agents,  and  so  on. 
It  brings  to  mind  several  experiences  of  a 
recent  patient  in  the  hospital.  The  urolo- 
gist was  not  aware  of  the  fact  that  she  was 
sensitive  to  penicillin,  and  ordered  penicil- 
lin, and  it  seemed  this  one  dose  of  pencillin 
aggravated  her  tendency  to  rheumatic  fever, 
causing  four  or  five  weeks  additional  hos- 
pitalization. I want  to  ask  Dr.  Flippin  if 
there  may  not  be  some  type  of  criterion  or 
questionnaire,  particularly,  in  the  allergic 
patient.  Are  they  more  susceptible,  those 
with  an  allergic  history,  than  those  not 
allergic? 

I think  it  leaves  us  with  the  question  of 
clinical  judgment.  I recall  I wanted  to 
practice  the  Osier  Theory  not  long  ago.  I 
decided  I wouldn’t  give  an  executive  of  the 
du  Pont  Company  any  penicillin.  He  had 
a sore  throat.  In  fact  after  having  him 
suffer  unnecessarily  for  four  or  five  days,  1 
finally  gave  the  penicillin  and  it  cleared  up. 

On  the  other  hand,  another  physician  I 
was  treating  had  a culture  the  organism  of 
which  was  sensitive  to  chloramphenicol.  I 
prescribed  the  chloramphenicol  and  he  re- 
fused to  take  it  in  view  of  the  fact  the  liter- 
ature stated  things  about  blood  dyscrasias, 
and  becoming  interested  in  this  I found  the 
English  more  or  less  “pooh-poohed”  the 
idea.  I would  like  you  to  express  what  is 
the  present  low-down  on  Chloromycetin,  in 
causing  blood  dyscrasias.  I think  it  has 
been  shown  it  is  or  has  been  more  or  less 
harmless. 


Now,  the  other  question  is,  what  do  you 
recommend?  You  suggested  not  to  use 
prophylactic  therapy,  but  there  are  certain 
cases  in  the  rheumatic  heart  case,  as  one 
example,  where  one  might  use  a long-term 
prophylatic  treatment,  and  also  in  congen- 
ital heart  disease,  and  there  is  a third  group 
of  cases  we  see  — a lot  of  old  men  with 
chronic  emphysema  with  bronchiectasis  I 
feel  definitely  there  is  a value  in  giving  them 
daily  prophylatic  doses  of  antibiotic  or  even 
the  sulfa  drugs  to  keep  that  condition 
down.  What  would  you  suggest? 

Finally,  I want  to  ask  whether  you  are 
a prophet  and,  if  so,  I would  like  you  to 
tell  us  what  is  the  future  of  the  antibiotics 
and  sulfas,  say,  ten  or  twenty  years  from 
now?  Because,  as  it  seems  now,  there  is 
a contention  that  research  has  to  keep 
ahead  of  the  organisms  and  bacteria  be- 
cause these  little  organisms  are  very  wise. 
They  seem  to  create  an  immunity,  and, 
like  DDT  with  flies,  the  flies  became  used 
to  it,  and  it  upsets  the  balance  of  nature. 
Are  we  upsetting  the  balance  of  nature  for 
the  future,  or  if  the  research  men  don’t 
keep  abreast  by  discovering  new  antibiotics 
will  we  be  worse  off  in  the  future  — ten  or 
twenty  years  from  now  — than  we  are  in 
the  present? 

Dr.  D.  D.  Burch,  (Wilmington):  After 
these  two  have  gotten  through  the  subject 
I don’t  know  that  there  is  much  left  for 
me.  But  I was  asked  to  discuss  it,  so  I will. 

Dr.  Flippin  — at  least  it  is  my  impres- 
sion — has  taken  up  the  antibiotics  as  be- 
ing the  factors,  per  se,  for  blame  or  to 
blame,  and  I take  it  we  have  been  criticized 
frequently  instead  of  the  antibiotics. 
Whether  it  is  over-enthusiasm  on  our  part 
or  whether  it  is  just  ignorance  on  our  part, 
is  hard  to  say. 

Antibiotics  I think  at  the  moment  are 
in  the  same  category  as  wealth.  Wealth 
is  power,  and  power  means  added  responsi- 
bility. We  have  an  agent  here  which  cer- 
tainly is  a source  of  wealth  in  our  hands, 
but  we  can  use  it  in  the  wrong  way. 

A good  example  of  that  came  a good 
many  years  ago,  when  penicillin  was  being 
used  as  powder  in  the  nose,  as  a suspension 
in  the  nose.  I used  it  on  a case  who  had 


November,  1955 


Delaware  State  Medical  Journal 


275 


had  quite  a little  sinus  involvement  and  as 
I had  had  some  success  with  this  new  agent, 
I used  it  on  him.  Within  a short  period  of 
time  he  developed  one  of  the  most  God- 
awful cases  of  dermititis  you  ever  saw  — 
papules  and  excoriatious  blebs  — and  fin- 
ally abscesses  the  size  of  dimes  and  quar- 
ters clear  across  the  face  — and  it  took 
weeks  and  weeks  for  that  thing  to  clear  up. 

It  has  since  been  shown,  as  Dr.  Flippin 
said,  that  these  topical  applications  of  peni- 
cillin are  certainly  the  worst,  and  whether 
they  do  any  good  or  not,  we  don’t  know. 

Another  case  of  using  an  agent  well  but 
certainly  not  wisely  was  in  a young  mother. 
She  was  visiting  her  family  in  Boston. 
This  was  the  time  aureomycin  was  just 
coming  into  play.  She  later  developed  a 
virus  or  atypical  pneumonia.  This  girl’s 
father  was  a surgeon  but  he  didn’t  take 
care  of  the  daughter  at  all.  The  doctor 
that  handled  it  started  out  using  four  250 
mg.  capsules  of  aureomycin  — that’s  a full 
gram  every  four  hours,  day  and  night,  for 
two  or  three  days.  The  next  two  or  three 
days  he  used  3 capsules,  that’s  three-quar- 
ters of  a gram,  for  a couple  of  days;  and  the 
next  couple  of  days  2 capsules.  Finally  he 
ended  up  by  using  1 capsule  for  quite  a 
long  period  of  time.  Within  a short  period 
of  time  she  developed  a terrific  case  of  col- 
itis. I think  that  was  in  1948  when  the 
aureomycin  was  just  coming  into  play,  and 
up  until  just  a few  years  ago,  she  still  has 
very  severe  flare-ups  of  her  colitis,  and 
even  up  to  the  present  day  for  short  per- 
iods of  time.  Maybe  the  aureomycin  — 
and  I say  “maybe”  — cured  the  virus  or 
atypical  pneumonia,  but  it  certainly  pro- 
duced a condition  not  conductive  to  the 
happiness  of  the  individual. 

Going  back  to  this  thing,  again,  I think 
we  all  have  to  consider  certain  things 
constantly,  and  that  is  what  type  of  anti- 
biotic should  we  use?  The  dosage?  What 
affect  is  it  going  to  have  both  from  the 
standpoint  of  doing  the  patient  some  good, 
as  well  as  possibly  doing  the  patient  some 
harm. 

All  of  these  things  have  been  studied 
fairly  conclusively,  by  now.  The  newer 
drugs  of  course  are  just  being  studied.  We 


will  have  to  depend  upon  certain  research 
indviduals  and  certainly  have  to  use  our 
own  judgment. 

Bring  to  mind  the  old  story  of  the  colored 
man  whose  boss  said  to  him;  “Mose,  where 
do  you  get  such  good  judgment?”  “Exper- 
ience, boss,  experience.”  “Where  do  you 
get  the  experience?”  “Bad  judgment,  boss, 
bad  judgment.”  I think  that  applies  to  us, 
in  this  particular  instance. 

Dr.  C.  L.  Hudiburg,  (Wilmington) : For 
many  years  we  used  according  to  the  state 
law  one  per  cent  silver  nitrate  in  babies 
eyes.  More  recently  a penicillin  solution 
has  been  advocated.  It  has  been  brought 
up  before,  but  I just  wanted  to  be  corrected 
or  to  remind  each  of  you,  if  correct,  that 
prophylactic  measure,  or  of  that  prophy- 
lactic measure,  which  is  to  a certain  extent 
condemned.  This  topical  application  is 
more  seriously  condemned  in  the  indiscrim- 
inate use  on  large  numbers  of  newborn. 

Dr.  Flippin:  First,  the  question  came 
up  about  the  allergic  histories.  I think  it 
very  important  to  get  such  a history  on 
the  allergic  people,  and  particularly  with 
asthma  I would  be  hesitant  to  use  penicil- 
lin in  any  form. 

In  the  case  of  subacute  bacterial  endo- 
carditis, you  have  to  proceed  with  penicil- 
lin, and  we  proceed  with  some  antihista- 
mine or  antihistamine  agent. 

Chloramphenicol,  next:  It  should  be  re- 
served primarily  for  such  things  as  typhoid, 
and  can  be  used  for  certain  resistant  sta- 
phylococcic infections,  or  we  have  used  it 
with  or  in  combination  with  the  other 
cyclines,  particularly  aureomycin  and  ter- 
ramycin.  Certainly  it  should  not  be  used 
routinely. 

As  far  as  prophylactics  are  concerned 
there  is  no  question  that  these  drugs  can 
be  used  effectively,  particularly  in  the 
cases  he  suggests,  the  recurrent  rheumatic 
fevers,  the  individuals  undergoing  colonic 
or  prostatic  surgery.  They  should  be  cov- 
ered with  prophylactic  drugs.  And  also 
with  the  people  having  chronic  respiratory 
infections. 

For  those  individuals  that  can  tolerate 
penicillin,  it  is  cheaper  to  come  to  the  doc- 
tor once  a month  and  have  an  injection. 


Quiz 


for 


doctors 


(you  probably  know  every  answer!) 


Q.  Which  is  today's  most  widely  prescribed  broad-spectrum 

antibiotic? 

A.  ACHROMYCIN  — it's  first  by  many  thousands  of 
prescriptions . 

Q.  What  are  some  of  the  advantages  of  ACHROMYCIN? 

A.  Wide  spectrum  of  effectiveness. 

Rapid  diffusion  and  penetration. 

Negligible  side  effects. 

Q.  Exactly  how  broad  is  the  spectrum  of  ACHROMYCIN? 

A.  It  has  proved  effective  against  a wide  variety  of 
infections,  caused  by  Gram-positive  and  Gram-negative 
bacteria,  rickettsia,  and  certain  viruses  and  protozoa. 

Q.  In  what  way  are  ACHROMYCIN  Capsules  advantageous? 

A.  For  rapid  and  complete  absorption  they  are  dry-filled, 
sealed  capsules  (a  Lederle  exclusive!)  No  oils,  no 
paste. . .tamperproof. 

Q.  Who  makes  ACHROMYCIN? 

A.  It  is  produced  — every  gram  — under  rigid  quality 
control  in  Lederle 's  own  laboratories  and  is  available 
only  under  the  Lederle  label. 


Hydrochloride 
Tetracycline  HC1  Lederle 
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As  far  as  concerns  looking  into  the  fu- 
ture, I think  the  antimicrobial  future  lies 
in  the  ability  of  somebody  to  find  out  how 
these  drugs  act.  Nobody  now  knows.  Un- 
til the  mechanism  has  been  discovered  we 
will  have  to  keep  on  going  to  the  soil  and 
analyzing  the  soil  and  finding  out  the  chem- 
istry of  it,  and  keep  on  making  new  drugs 
as  time  goes  on,  because  until  somebody 
can  tell  the  nature  of  the  cells,  we  won’t 
be  able  to  tell  how  we  get  the  toxicity,  and 
how  they  work. 

It  is  true,  we  have  all  been  most  enthusi- 
astic, and  I think  that  we  have  a right  to 
be  enthusiastic  about  the  antimicrobial 
agents,  because  all  of  us  have  lived  in  the 
most  dramatic  era  there  has  ever  been.  I 
think  I can  say  this:  when  I first  started 
with  the  sulfonamide  drugs  most  of  the 
doctors  wanted  to  know  how  to  give  the 
drugs.  Now  90  per  cent  of  the  patients  I 
see  are  people  that  have  been  treated  with 
the  drugs  and  have  reactions  — renal  di- 
sease, colitis,  and  such.  We  still  have  the 
enthusiasm,  but  I think  it  is  time  to  put 
the  brakes  on  and  try  not  to  employ  these 
things  too  promiscuously. 

That  brings  up  an  important  thing.  You 
brought  up  the  cost  of  the  drugs,  Dr.  Mil- 
ler. The  patients  want  therapy;  they  don’t 
want  supportive  measures.  Often  you  can 
treat  with  honey  and  whiskey  as  well  as 
with  penicillin,  but  mainly  they  want  a 
specific  therapy,  and  I think  it  well  to 
keep  the  price  of  the  drugs  up  and  reserve 
those  drugs  for  the  really  sick. 


DIABETES  MELLITUS,  PANCREATIC  CYST, 
AND  LOW  SALT  SYNDROME 

Edward  M.  Bohan,  M.D.,* 

Girard  S.  Serino,  M.D., 

AND 

Peter  J.  Olivere,  M.D., 
Wilmington,  Del. 

The  cause  of  diabetes  mellitus  is  not 
often  discovered.  All  cases  of  hypergly- 
cemia should  have  a thorough  study  in  an 
attempt  to  discover  the  cause,  or  to  classify 
the  type  of  diabetes'. 

Family  history  may  lead  us  to  suspect 
that  a hereditary  deficiency  of  the  beta 

* Respectively,  Chiefs,  Departments  of  Medicine  and  Me- 
tabolism; Surgery;  and  Radiology,  St.  Francis  Hospital. 


cells  of  the  pancreas  exists.  Pancreatitis  or 
a pancreatic  tumor  may  cause  destruction 
of  the  beta  cells.  Obesity  may  create  an 
excessive  demand  for  insulin  and  bring 
about  an  exhaustion  of  beta  cell  activity. 
Nutritional,  deficiency,  e.g.,  amino-acid,  or 
mineral,  may  be  responsible  for  a lack  of 
insulin.  Insulin  antagonists  bred  from  the 
endocrine  system  or  other  unknown  sources 
may  render  insulin  ineffective. 

Tumors  of  the  pancreas  are  not  uncom- 
mon, but  cysts  of  the  pancreas  are  not 
often  seen.  Diabetes  mellitus  and  pancre- 
atic cyst  are  rare-.  CattelP  classifies  pancre- 
atic cyst  into  five  categories:  (1)  develop- 
mental; (2)  inflammatory;  (3)  traumatic; 
(4)  neoplastic;  (5)  parasitic. 

Some  cysts  of  the  pancreas  are  peri-pan- 
creatic or  retroperitoneal  cysts,  and  are 
due  to  serous  accumulations  in  the  lesser 
sac  of  the  peritoneum,  or  to  growths  orig- 
inating in  residues  of  the  Wolffian  body  be- 
hind the  peritoneum.  Hence  the  name 
pseudo-cysts.  They  create  their  effect  on 
the  pancreas  by  pressure  and  the  pancreas 
may  be  incorporated  in  the  wall  of  the  cyst. 

These  cysts  and  true  pancreatic  cysts 
which  are  the  result  of  chronic  pancreatitis 
become  very  large  at  times.  The  latter  are 
usually  associated  with  signs  of  chronic 
pancreatitis.  Some  cyst  attain  enormous 
size  and  compress  the  pancreatic  tissue 
enough  to  produce  insular  insufficiency  in 
persons  with  normal  insular  reserves.  In 
some  of  these  cases,  the  diabetes  may  be 
cured  by  operation. 

Case  History 

The  patient  was  born  in  1901.  In  1942 
she  had  a simple  cholecystectomy  for 
chronic  cholecystitis  at  St.  Francis  Hos- 
pital, Wilmington.  On  June  26,  1944  she 
had  a hysterectomy  for  a bleeding  fibroid 
uterus.  The  adnexa  were  not  touched.  A 
blood  sugar  at  that  time  was  122  mg.  per 
100  cc.  of  blood.  The  urine  was  negative 
for  sugar.  She  weighed  170  pounds,  and 
her  height  was  5 ft.,  6 inches. 

On  November  12,  1944  the  patient  was 
again  admitted  to  St.  Francis  Hospital. 
She  was  in  a semi-comatose  condition,  hav- 
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ing  had  a convulsion  prior  to  admission. 
She  also  had  vomiting,  and  on  arriving  at 
the  hospital  her  temperature  was  recorded 
at  108°  (rectally).  The  temperature  sub- 
sided overnight.  The  urine  was  loaded  with 
white  and  red  blood  cells,  albumen,  and 
hyaline  casts.  A final  diagnosis  of  pyelo- 
nephritis with  diabetes  mellitus  and  dia- 
betic acidosis  was  made.  Recovery  was 
rapid,  with  glucose  5%  in  normal  saline 
and  40  grains  of  sulfadiazine  administered 
three  times  in  48  hours.  Blood  sugar  on 
November  25  was  188  mg.  per  100  cc.  of 
blood.  No.  CO.,  was  done.  Urinalysis  re- 
vealed 4+  sugar  reduction  with  Benedict’s 
solution. 

On  July  12,  1953  the  patient  entered  the 
hospital  complaining  of  nervousness,  palpi- 
tation, and  dyspnea.  Blood  urea  was  14 
mg.,  blood  sugar  230  mg.,  and  blood  chole- 
sterol 292  mg.  per  100  cc.  of  blood.  Com- 
plete blood  count  and  urinalysis  were  norm- 
al except  for  the  presence  of  urine  sugar. 
Sedimentation  rate  was  14  mm.  in  60  min- 
utes. Circulation  time  was  12  seconds. 
There  was  no  calcification  of  peripheral 
arteries.  The  patient  complained  of  con- 
stant soreness  in  the  lower  left  anterior  rib 
cage  and  a gradual,  but  steady,  loss  of 
weight. 

A readmission  on  August  2,  1954  fol- 
lowed a year  in  which  a completely  nega- 
tive G.  I.  series  and  barium  enema  were 
done.  Nervousness,  palpitation  and  dysp- 
nea were  still  the  complaints.  Blood  sugar 
varied  from  160  to  330  mg.  post  prandially 
and  blood  pressure  160  mm.  to  96  mm. 
Again  the  barium  enema  was  negative,  but 
the  G.  I.  series  showed  a marked  disturb- 
ance in  motility  of  the  stomach.  No  masses 
were  present  in  the  abdomen.  The  patient 
continued  to  lose  weight. 

On  the  admission  corresponding  to  the 
title  of  this  paper,  the  patient  complained 
of  a sharp  pain  in  her  left  lower  chest,  pos- 
teriorly. She  was  admitted  to  St.  Francis 
Hospital  on  August  10,  1955.  During  the 
two  weeks  preceding  her  admission,  she 
was  troubled  with  an  unproductive  cough, 
frequent  vomiting,  and  pains  in  the  calves 
of  her  legs.  She  also  had  a frontal  head- 
ache, backache,  and  drenching  sweats.  A 


fever  was  present  for  two  days  before  ad- 
mission. Her  weight  was  126  pounds. 

The  physical  findings  revealed  marked 
chest  symptoms.  She  had  pronounced  dull- 
ness at  the  left  base  of  the  lung,  and  a les- 
ser degree  of  impaired  resonance  at  the 
right  base,  posteriorly.  A mass  was  palp- 
able in  the  left  side  of  the  abdomen  in  the 
lower  quadrant.  It  was  cystic  in  character 
and  4 to  5 cm.  in  diameter.  The  patient 
was  in  acidosis,  on  arrival  at  the  hospital. 
This  was  presumed  to  be  early  diabetic 
acidosis.  However,  it  was  not  corrected 
with  insulin,  saline  and  glucose. 

The  COo  remained  in  the  14  to  18  mEq/ 
liter  range  until  August  15,  when  it  became 
stabilized.  All  through  the  stormy  course 
of  the  next  few  weeks,  the  COL,  never  left 
the  normal  range. 

On  August  11,  the  serum  chloride  was 
102  mEq/liter,  serum  sodium  was  134  mEq/ 
liter,  and  serum  potassium  3.1  mEq/liter. 
The  latter  was  corrected  during  the  course 
of  intravenous  therapy  by  adding  potas- 
sium chloride  to  the  drip. 


Fig.  1 


I.  V.  Pyelogram  (8/26/55).  Abdominal  films  observed 
with  intravenous  pyelogram  show  large  retroperitoneal 
collection  of  gas  outlining  the  lateral  border  of  the  left 
kidney.  There  is  some  displacement  medially  of  the  left 
kidney  and  upper  left  ureter. 
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Upper  G.  I.  Series  (9/1/55).  This  picture  shows  a par- 
tial blocking  of  the  middle  1/3  of  the  third  portion  of 
the  duodenal  loop.  This  was  caused  by  the  large  col- 
lection of  air  and  fluid  which  is  compressing  this  loop 
and  delaying  the  emptying  of  the  stomach.  This  lateral 
decubitus  film  shows  the  air  fluid  level  extending  from 
just  below  the  diaphragm  to  a level  just  below  the  iliac 
crest.  Some  air  bubbles  are  seen  spreading  through  the 
overlying  tissue  of  the  lateral  abdominal  wall. 

The  following  laboratory  work  was  non- 
eontrihutory:  complete  blood  count,  febrile 
agglutination  reaction,  heterophile  anti- 
body reaction,  serum  amylase,  blood  urea, 
urinalysis. 

Two  of  the  x-ray  film  interpretations 
(Dr.  Olivere),  are  given  in  Figures  1 and  2. 

The  repeat  physical  examinations  dis- 
closed that  the  changes  in  the  left  base  of 
the  lungs  were  probably  caused  by  atelec- 
tasis due  to  pressure  from  below  the  dia- 
phragm. Peristalsis  was  detected  at  the  left 
base,  and  if  the  patient  was  asked  to  belch, 
the  sound  was  clearly  heard  over  this  area. 
Hyper-resonance  was  present  in  this  loca- 
tion. 

At  this  stage  on  August  27,  the  intra- 
abdominal tumor  was  gradually  enlarging 
and  making  itself  more  prominent  in  the 
upper  left  quadrant  of  the  abdomen.  The 
possibility  of  this  mass  arising  from  the 
kidney,  spleen,  pancreas,  omentum,  or 
ovary  was  entertained.  However,  why  this 
mass  should  have  fluid  and  air  in  it  on  the 
roentgengrams  was  still  unanswered.  Some 
communication  with  the  outside  air  must 
have  been  established.  A diverticulum 
could  be  the  answer,  but  the  size  and  con- 
sistency of  the  tumor  was  against  this.  A 
decision  was  made  that  the  enlargment  was 
cystic  in  nature,  and  must  receive  its  air 
from  the  lung  or  intestine.  We  decided  that 


it  was  more  likely  the  latter.  Surgery  was 
then  decided  upon. 

Operative  Findings 

(Dr.  Serino.)  On  opening  the  abdomen 
in  the  upper  midline,  a large  soft,  cystic 
mass  was  encountered,  reaching  forward 
from  the  pancreatic  area.  It  was  a huge 
mass.  At  one  point,  the  colon  appeared  to 
be  attached  to  the  mass  in  its  inferior 
portion. 

We  separated  the  colon  from  the  mass, 
and  repaired  a small  defect  which  was 
found  in  the  colon.  This  represented  a 
small  communication  with  the  retroperito- 
neal mass.  The  gastrocolic  omentum  was 
opened.  The  surrounding  organs  were 
packed  off. 

Incision  was  made  into  this  huge  mass. 
Air  and  bloody-tinged  exudate  were  suc- 
tioned out.  Several  quarts  of  this  bloody 
material  were  obtained.  Multiple  drains 
were  inserted,  and  the  abdomen  loosely 
closed  about  the  drains. 

Aspirated  material  was  sent  to  the  lab- 
oratory for  culture,  and  smears  were  made 
for  bacterial  examination.  A large  rubber 
tube  was  then  connected  to  a sump  appar- 
atus for  continuous  decompression. 

At  the  time  of  operation,  the  serum  po- 
tassium and  COj  were  normal.  The  blood 
sugar  was  15S  mg.  TOO  cc.  of  blood.  Serum 
sodium  was  130  mEq/liter  and  serum  chlor- 
ide was  72  mEq/liter. 

1,000  cc.  of  one-half  normal  saline  with 
5%  glucose  and  20  units  of  insulin  were 
given  to  this  diabetic  on  the  operating 
table.  Her  condition  remained  good  until 
shortly  before  the  abdominal  closure.  Then 
her  blood  pressure  dropped  from  180  mm. 
systolic  to  80  mm.  systolic. 

Post-Operative  Course 

On  returning  from  the  operating  room 
the  patient  was  in  shock,  and  in  serious 
condition  by  nightfall.  A blood  transfusion 
was  given,  but  no  apparent  change  took 
place.  Levophed  was  run  intravenously  in- 
to the  patient.  The  blood  pressure  im- 
proved to  140  mm.  systolic,  and  was  kept 


November,  1955 


Delaware  State  Medical  Journal 


279 


at  this  level,  with  intermittent  use  of  the 
Nor-Epinephrine  solution. 

The  serum  sodium  on  September  4 was 
122  mEq/liter,  serum  chloride,  72  mEq/ 
liter,  and  the  patient  was  still  in  shock, 
with  pallor  and  profuse  sweating,  although 
the  blood  pressure  remained  well  support- 
ed. Following  Neubauer’s5  advice,  it  was 
decided  to  give  the  patient  3 % sodium 
chloride:  250  cc.  was  run  in  slowly,  and 
Cedilanid  0.8  mgm.  was  also  given.  One 
gram  of  aminophyllin  was  added  in  an  at- 
tempt to  achieve  a stable  circulation. 

The  improvement  was  dramatic.  The 
patient  was  more  alert,  and  the  Levophed 
was  discontinued.  Salty  broths  and  Ther- 
motabs (a  salt  tablet)  were  given  by  mouth 
during  the  next  few  days.  On  September 
8,  serum  sodium  was  132.5  mEq/liter,  and 
serum  chloride  was  85  mEq/liter. 

On  the  day  of  discharge  from  the  hos- 
pital (October  5),  the  serum  sodium  was 
132  mEq/liter.  The  patient’s  general  con- 
dition was  fairly  good.  She  was  toxic  to  a 
mild  degree.  The  cyst  was  draining  mod- 
erately. The  organism  in  the  drainage  was 
Bacillus  coli.  The  drainage  contained  starch 
digestant  enzymes.  Chloromycetin  had 
been  given  for  three  weeks  previous  to  her 
discharge.  Her  hemoglobin  and  red  cell 
count  were  normal.  The  white  count  was 
11,000,  and  the  polymorphonuclear  cells 
were  64%. 

Oral  feeding  was  started  on  September 
5th.  The  diabetic  state  was  kept  under 
firm  control  by  using  25  units  of  globin 
insulin  each  morning  and  10  units  at  night. 

Practical  Approach  to  Electrolyte 
Therapy  in  Medical  and  Surgical 
Patients 

A classical  approach  to  this  problem 
would  be  through  the  mathematical  formu- 
las of  the  basic  science  courses.  This  ap- 
proach is  not  possible  for  the  busy  practi- 
tioner. McCorriston4  has  a clear-cut  paper 
on  the  subject,  which  I do  not  believe  is 
published,  but  is  abstracted  from  his  lec- 
ture series  to  students  at  McGill  Univer- 
sity. 


Combining  this  knowledge  with  that  ob- 
tained from  the  lecture  series  given  by  Neu- 
bauer5  at  the  Philadelphia  General  Hos- 
pital during  the  Fall  (1955),  enabled  us  to 
form  a practical  approach  to  the  subject. 
Crandon’s6  views  are  also  valuable.  Think- 
ing on  a total  nutritional  level  is  the  first 
requisite.  Chemical  balances  must  be  con- 
sidered to  be  nutritional  ones.  The  metab- 
olism of  carbohydrates,  proteins,  fats,  and 
vitamins,  is,  therefore,  kept  in  balance  with 
the  mineral  metabolism. 

The  treatment  of  the  individual  patient 
cannot  be  undertaken  unless  we  know  the 
basic  needs  of  the  fluid  and  electrolyte 
system.  After  establishing  this  foundation, 
one  will  need  to  know  the  needs  of  fluid, 
electrolytes,  and  nutrition  of  the  individ- 
ual patient.  This  will  enable  the  practi- 
tioner to  intelligently  improve  his  medical 
care  of  all  patients,  whether  they  have  de- 
ficiencies or  not.  All  treatment  must  be 
undertaken  in  the  light  of  a stable  circu- 
lation.7 

The  basic  daily  requirement  of  water 
must  be  estimated  for  the  normal  person 
to  make  up  for  the  urinary,  respiratory, 
sweat,  and  insensible  loss.  This  totals  be- 
tween 1800  and  2900  cc.  The  variation  in 
this  replacement  need  is  because  of  the 
age,  sex,  and  weight  difference.  Fever, 
weather,  and  medical  status  also  contribute 
to  the  variation  in  daily  needs.  Intrave- 
nous replacement  is  undertaken  if  oral  re- 
quirements cannot  be  met. 

Electrolyte  basic  daily  requirements  also 
depend  on  whether  anything  can  be  taken 
by  mouth.  If  the  patient  cannot  take  60 
to  100  mEq.  per  day  of  sodium,  80  to  110 
mEq.  of  chloride,  and  80  to  110  mEq.  of 
potassium,  then  it  must  be  supplied  intra- 
venously. 1000  cc.  of  0.45%  saline  plus 
40  mEq.  of  potassium  is  the  minimum  re- 
quirement by  this  route.  The  same  varia- 
tion factors  enter  into  these  requirements 
as  with  water  deficit.  The  most  common 
medical  ‘status’  conditions  are:  dehydra- 
tion, disturbances  of  renal  function,  and 
post-operative  shock.  To  avoid  confusion, 
it  is  vital  to  remember  that  calories  may 
be  eliminated  from  our  thinking  if  intrave- 
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nous  therapy  is  only  given  for  a few  days. 
The  essentials  are  fluid  volume  and  electro- 
lytes. Many  physicians  are  inclined  to  use 
invert  sugar  because  of  slow  renal  elimina- 
tion and  deposition  as  glycogen  without 
raising  the  blood  sugar. 

The  prolonged  and  complicated  case  with 
various  nutritional,  fluid,  and  electrolyte 
problems,  may  require  us  to  seek  reference 
material  on  the  subject  or  to  employ  con- 
sultant advice  by  telephone  or  in  person. 

The  patient’s  chemical  problems  fall  in- 
to certain  definite  disease  patterns,  as,  low 
salt  syndrome  or  potassium  deficiency  in 
diabetic  acidosis,  or  electrolyte  and  fluid 
disturbance  in  renal  disease  (e.g.,  renal 
acidosis  or  uremia)  and  many  other  classi- 
cal syndromes.  Each  case  must  have  a 
careful  history  and  physical  examination. 
Clinical  judgment  must  be  considered  and 
combined  with  the  laboratory  findings.  All 
cases  need  CCb  combining  power,  blood 
urea,  blood  sugar,  serum  sodium,  potassi- 
um, and  chloride.  Estimation  of  these  sub- 
stances in  the  blood  and  urine  is  a “must”. 
More  enterprising  laboratories  may  help  us 
with  analysis  of  the  lost  ions  in  gastroin- 
testinal and  other  drainages.  Intake  and 
output  must  be  very  carefully  measured 
daily. 

In  treatment,  stock  solutions  should  not 
be  used.  As  in  the  treatment  of  diabetes 
mellitus,  only  where  clinical  judgment  can- 
not be  relied  upon,  does  laboratory  control 
assume  great  importance. 

The  Low  Salt  Syndrome 

Depression  of  both  sodium  and  chloride 
concentration  in  this  case  was  probably 
due  to  two  factors:  first,  impairment  of 
renal  function  due  to  dehydration;  second, 
secretion  of  a large  volume  of  electrolyte- 
laden fluid  inside  the  cyst  mass. 

Hyponatremia  or  hypochloremia  may  oc- 
cur independently  of  each  other,  and  have 
their  own  causes.  The  low  salt  syndrome 
is  characterized  by  large  losses  of  sodium 
chloride  in  excess  of  water  loss.  The  most 
common  causes  are:  (1)  mercurial  diuresis; 
(2)  profuse  sweating,  replaced  by  salt-free 
liquids;  (3)  loss  of  large  amounts  of  salt 


liquids  with  replacement  of  water  only 
(e.g.,  intestinal  drainage  or  paracentesis); 
(4)  loss  of  sodium  from  the  kidneys  due 
to,  for  example,  poor  kidney  function  or 
Addison’s  disease. 

All  the  factors  involved  in  the  low  salt 
syndrome  cannot  be  discussed  in  the  scope 
of  this  paper.  An  excellent  reference  article 
is  Merril’s*  on  this  subject. 

Summary 

A patient  with  indigestion  for  four  years 
and  diabetes  mellitus  for  twelve  years,  sud- 
denly developed  acidosis  and  a sharp  pain 
in  the  lower  left  chest.  The  acidosis  was 
corrected,  but  she  persisted  in  running  a 
lowgrade  temperature.  A mass  was  pal- 
pated in  the  upper  left  epigastrium.  Opera- 
tion revealed  a huge  cyst,  probably  a pan- 
creatic pseudo-cyst.  The  patient  had  a 
stormy  postoperative  course.  Low  salt  syn- 
drome developed,  and  severe  post-operative 
shock.  The  cyst  is  still  draining,  but  the 
patient  is  slowly  recovering.  The  medical 
and  surgical  treatment  of  the  case  is  de- 
scribed in  detail. 

Conclusions 

1.  The  cause  of  diabetes  mellitus  should 
be  ascertained  whenever  possible.  All 
new  diabetics  should  have  a very  com- 
plete physical  check-up  for  this  reason. 

2.  A practical  method  to  estimate  the 
electrolyte,  fluid,  and  nutritional  re- 
quirements of  the  hospital  patient  can 
be  established  by  knowing  the  basic  re- 
quirements of  the  normal  individual. 

3.  Intelligent  medicine  cannot  be  prac- 
ticed today  without  a knowledge  of 
these  requirements.  Reference  material 
or  consultation  with  a specialist  in  this 
field  will  be  needed  in  the  severe  cases. 
The  estimation  of  sodium,  potassium, 
chloride,  C02,  sugar  and  urea  will  soon 
become  routine  tests.  However,  lab- 
oratory tests  should  not  completely  in- 
fluence our  clinical  judgment. 

4.  Cysts  of  the  pancreas  and  diabetes  mel- 
litus are  very  rare.  Only  1 of  127,018 
admissions  to  the  Lahey  Clinic  were  so 
classified.  Classical  descriptions  may 
enable  the  doctor  to  make  a diagnosis; 
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viz.,  “a  fairly  large,  hard,  rounded  mass 
in  the  left  upper  abdominal  quadrant 
which  was  thought  to  be  an  enlarged 
liver  or  spleen”,9  “a  cystic  swelling  in 
the  epigastrium  must  always  raise  the 
suspicion  of  a pancreatic  cyst”.10 

5.  The  lack  of  early  diagnosis  in  this  case 
was  unfortunate.  The  exploratory  lap- 
arotomy for  diagnosis  may  be  justified 
in  certain  puzzling  cases  of  abdominal 
distress. 

6.  Only  a small  percentage  of  pancreatic 
pseudo-cysts  can  safely  be  managed  by 
total  excision.  Some  type  of  drainage 
must  be  established  in  the  majority  of 
cases. 

7.  The  disadvantages  of  external  drainage 
and  marsupialization  are  obvious.  These 
procedures  are  associated  with  some 
mortality  and  with  a much  higher  mor- 
bidity. Persistent  fistulous  drainage, 
excoriation  of  the  abdominal  wall,  and 
premature  closure  of  the  sinus  tract, 
are  far  too  commonly  observed. 

8.  Internal  drainage  by  cyst-gastrostomy 
or  cyst-jejunostomy11  is  often  done,  but 
was  not  possible  in  this  case.  The  ex- 
tensive necrosis  and  friability  of  tissues 
in  this  particular  case  were  factors 
which  made  the  choice  of  internal 
drainage  unsatisfactory.  The  cyst  wall 
was  entirely  necrotic.  Because  of  this, 
and  the  poor  condition  of  the  patient, 
the  only  treatment  possible  was  exter- 
nal drainage. 
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INSULIN  RESISTANCE 
A Case  Report 

Robert  L.  Dewees,  M.D.,* 
Wilmington,  Del. 

The  purpose  of  this  paper  is  to  report  a 
case  of  a patient  with  diabetes  mellitus 
who  manifested  great  and  variable  resist- 
ance to  insulin  over  a considerable  period 
of  time.  Insulin  resistance  has  been  arbi- 
trarily defined  as  a state  requiring  more 
than  200  units  of  insulin  per  24  hours  for 
more  than  two  days,  when  no  complications 
exist.1  Our  patient  required  3,600  units  of 
insulin  in  one  18-hour  period  of  acidosis, 
and  then  over  200  units  a day  for  more 
than  two  years. 

J.  G.,  a 58  year  old  Italian  housewife, 
was  first  seen  in  the  Accident  Ward  of  the 
Pennsylvania  Hospital  on  October  29,  1946. 
She  gave  a history  of  known  diabetes  of 
four  months  duration,  and  had  been  taking 
20  units  of  protamine  zinc  insulin  daily. 
In  spite  of  the  insulin,  for  the  month  prior 
to  admission  she  had  had  the  typical  triad 
of  polyuria,  polydipsia,  and  weight  loss. 

Physical  examination  revealed  her  to  be 
drowsy  but  conscious.  The  skin  was  dry; 
she  was  vomiting  frequently,  and  exhibited 
typical  “Kussmaul”  breathing.  The  urine 
sugar  and  acetone,  and  the  plasma  acetone, 
all  gave  four  plus  reactions.  The  blood 
sugar  was  reported  as  353  mgm.%,  and 
the  COL.  combining  power  as  36  vol.%.  Be- 
cause of  her  clinical  condition  she  was 
treated  according  to  the  routine  for  dia- 
betic coma  as  outlined  by  Duncan,  Carey 
and  Hudson.2 

The  acidosis  at  first  responded  promptly, 
and  after  18  hours  in  the  hospital  the  urine 
was  free  from  sugar,  and  the  tests  for  urine 
and  plasma  acetone  were  negative.  She 
was  given  an  1,800  calorie  diet  containing 
225  grams  of  carbohydrate,  100  grams  of 
protein,  and  44  grams  of  fat.  This  was 
divided  into  four  equal  feedings  at  6 hour 
intervals,  with  20  units  of  regular  insulin 
before  each  feeding.  Her  pre-feeding  in- 
sulin dose  rose  to  65  units  at  one  point, 
and  then  dropped  again  to  20  units.  She 
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was  finally  changed  to  a three-meal  pro- 
gram with  20  units  of  protamine  zinc  and 
44  units  of  regular  insulin  mixed,  before 
breakfast.  The  diet  was  divided,  one-fifth 
for  breakfast,  two-fifths  for  lunch,  and  two- 
fifths  for  supper.  She  developed  a urinary 
tract  infection  which  responded  promptly 
to  sulfadiazine,  but  her  diabetic  control 
was  poor.  Her  insulin  requirement  rose 
and  fell  again.  When  she  was  discharged 
to  the  Diabetic  Clinic  on  January  6,  1947, 
she  was  taking  35  units  of  protamine  zinc 
and  10  units  of  regular  insulin  separately, 
before  breakfast. 

The  patient  was  followed  at  weekly  in- 
tervals, and  her  diabetes  was  never  well 
controlled.  The  insulin  requirement  rose 
steadily  until  nine  months  after  discharge 
she  was  taking  144  units  of  protamine  zinc 
insulin  and  272  units  of  regular  insulin, 
mixed,  before  breakfast.  By  November  1, 
1947,  she  was  requiring  170  units  of  pro- 
tamine zinc  and  252  units  of  regular  in- 
sulin, mixed,  before  breakfast.  She  had 
gained  in  weight  from  110  to  125  pounds, 
and  felt  very  well  despite  the  difficulty  in 
controlling  her  diabetes- 

On  November  8,  1947,  she  was  readmit- 
ted to  the  hospital  because  of  an  episode 
of  crampy  right  upper  quadrant  and  epi- 
gastric pain  with  nausea  and  vomiting, 
and  rapidly  developing  diabetic  acidosis. 
Reactions  for  sugar  and  acetone  in  the 
urine,  and  plasma  acetone,  were  again  all 
four  plus.  The  blood  sugar  was  400  mgm. 
%,  and  the  COL  combining  power  7 vol.%. 
She  required  1,500  units  of  regular  insulin 
over  the  next  fourteen  hours  to  control  the 
acidosis,  and  during  this  time  she  also  re- 
ceived a liter  of  1/6  molar  sodium  lactate 
and  5 liters  of  normal  saline,  followed  by 
a liter  of  5%  glucose  in  saline.  The  next 
morning  her  blood  sugar  was  63  mgm.%, 
and  the  plasma  and  urine  were  free  of  ace- 
tone. She  was  given  a liquid  2,100  calorie 
diet,  with  200  grams  of  carbohydrate,  110 
grams  of  protein,  and  95  grams  of  fat,  di- 
vided into  four  equal  feedings  at  six-hour 
intervals.  Her  insulin  dose  was  determined 
by  urine  test  before  each  meal,  and  she 
needed  up  to  500  units  per  24  hour  period 
on  this  program. 


November,  1955 

Six  days  later,  despite  continued  large 
doses  of  insulin,  she  again  developed  acido- 
sis for  reasons  which  were  never  adequately 
explained.  This  time  she  required  3,600 
units  of  insulin  between  5:30  P.M.  and 
9:00  A.M.  the  next  morning. 

At  the  beginning  of  this  period  her  blood 
sugar  was  470  mgm.%,  her  plasma  acetone 
reaction  was  three  plus,  and  her  hematocrit 
was  50%.  Clinically  she  was  alert  and  co- 
operative, but  showed  some  mild  evidence 
of  dehydration.  The  regime  for  diabetic 
coma  as  outlined  by  Duncan,  Carey  and 
Hudson2  was  promptly  instituted.  For  the 
first  four  hours  she  received  100  units  of 
regular  insulin  each  hour  No  change  oc- 
curred in  the  tests  for  urine  sugar  or  ace- 
tone, so  the  dose  of  insulin  was  increased 
to  200  units  every  hour  for  the  next  two 
hours.  Still  no  change  occurred  in  her 
urine  sugar  or  acetone,  and  the  plasma 
acetone  was  also  still  three  plus.  There- 
fore, for  the  next  nine  hours  she  received 
300  units  of  regular  insulin  every  hour.  At 
the  end  of  this  period  her  urine  sugar  was 
negative;  the  urine  acetone  was  still  three 
plus,  but  the  plasma  acetone  was  negative. 
She  exhibited  mild  hypoglycemic  signs,  and 
a blood  sugar  was  34  mgm.%.  5%  glucose 
was  substituted  for  the  normal  saline  in- 
fusion, and  the  signs  of  hypoglycemia  dis- 
appeared. The  patient  was  then  given  a 
1,900  calorie  diet  containing  200  grams  of 
carbohydrates  and  105  grams  of  protein, 
divided  into  six  equal  feedings  around  the 
clock. 

It  is  interesting  to  note  that  part  way 
through  the  episode  she  developed  a giant 
urticaria,  which  was  attributed  to  the  large 
doses  of  insulin.  A careful  history  had  re- 
peatedly failed  to  disclose  any  previous  al- 
lergic difficulties,  and  patient  denied  hav- 
ing had  urticaria  before.  Pyribenzamine 
by  mouth  relieved  the  urticaria,  and  it  did 
not  return,  although  the  large  doses  of  in- 
sulin were  continued. 

After  this  period  of  acidosis  she  required 
no  insulin  for  29  hours.  At  this  point  an 
attempt  was  made  to  discover  some  factor 
in  the  patient’s  serum  which  might  be  in- 
hibiting the  action  of  insulin.3  The  pa- 
tient’s serum  was  mixed  with  regular  in- 
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sulin  so  that  0.5  cc.  of  the  mixture  con- 
tained 3 units  of  insulin,  and  incubated  at 
40°C.  for  twenty  minutes.  A similar  con- 
trol mixture  was  made  with  serum  from  a 
normal  person.  The  insulin  serum  mixtures 
were  injected  intravenously  into  rabbits  of 
equal  weight.  The  resulting  blood  sugar 
curves  of  the  two  rabbits  were  exactly  sim- 
ilar, indicating  that  there  was  no  inhibition 
of  insulin  by  the  patient’s  serum  under  the 
conditions  of  the  test.  The  possibility  of 
urinary  excretion  of  insulin  was  considered4 
but  considerable  quantities  of  the  patient’s 
urine  injected  into  mice  failed  to  cause 
hypoglycemic  reactions  in  these  mice- 

An  exhaustive  search  for  a “focus  of  in- 
fection” was  carried  out,  but  only  a poorly 
functioning  gallbladder  with  stones,  and  a 
mildly  ptotic  left  kidney  were  found. 

For  many  days  after  this  last  episode  of 
acidosis,  constant  vigilance  was  required 
to  prevent  a recurrence.  She  was  kept  con- 
tinuously on  a program  of  four  or  six  equal 
feedings  at  four  or  six  hour  intervals, 
around  the  clock,  with  a dose  of  regular 
insulin  before  each  feeding.  As  an  example 
of  her  continued  large  requirement  for  in- 
sulin, the  five-day  period  from  11/21  to 
11/25  is  summarized  below: 

11/21  2,800  units 

11/22  1,300  units 

11/23  1,800  units 

11/24  2,800  units 

11/25  1,900  units 

Total  10,600  units  in  five  days. 

A cholecystectomy  was  decided  upon, 
and  this  was  done  on  January  21,  1948, 
after  several  attempts  at  adequate  preop- 
erative control  of  the  diabetes  had  failed. 
Surgically  her  postoperative  course  was 
smooth.  Four  weeks  after  operation  she 
began  having  hypoglycemic  reactions,  and 
her  requirement  dropped  precipitously  to 
only  50  units  per  day.  However,  it  soon 
rose  again,  and  after  much  trial  and  error 
she  was  given  a 2,300  calorie  diet  contain- 
ing 220  grams  of  carbohydrate,  115  grams 
of  protein,  and  106  grams  of  fat.  This  was 
divided  into  three  equal  meals,  and  she  re- 
quired 200  units  of  protamine  zinc  and  100 
units  of  regular  insulin,  separately,  before 
breakfast,  and  100  units  of  regular  insulin 


before  supper.  On  this  program  she  was 
discharged  to  Diabetic  Clinic,  after  five 
months  of  hospitalization. 

Again  after  discharge  her  requirement 
rose  steadily  for  a while,  but  she  remained 
clinically  well,  able  to  do  her  housework, 
and  enjoyed  a fairly  normal  life.  By 
August,  1948  she  was  requiring  400  units 
of  protamine  zinc  and  100  units  of  regular 
insulin,  separately,  before  breakfast,  and 
110  units  of  regular  insulin  before  supper. 
In  August,  1949,  a year  later,  she  was  fair- 
ly well  controlled  on  144  units  of  globin 
and  200  units  of  protamine  before  break- 
fast, and  none  the  rest  of  the  day.  In  De- 
cember, 1950  her  insulin  requirement  fell 
to  96  units  of  protamine  zinc  and  80  units 
of  globin;  this  removed  her  from  the  cate- 
gory of  an  insulin  resistant  diabetic.  From 
December,  1950  to  July,  1955,  she  has  had 
a variable  insulin  requirement,  going  as 
low  as  80  units  and  as  high  as  150  units, 
but  never  up  to  200  units.  She  has  not 
been  able  to  achieve  control  on  one  type  of 
insulin  alone,  and  she  has  had  occasional 
insulin  reactions,  but  there  have  been  no 
hospital  admissions.  She  continues  to  be 
a “brittle”  diabetic,  but  true  insulin  resist- 
ance has  not  returned. 

In  a review  of  insulin  resistance  pub- 
lished in  November,  1950,  Davidson  and 
Eddleman3  found  50  cases  previously  re- 
ported. There  were  several  others  which 
they  excluded  because  they  did  not  meet 
the  criteria  in  one  way  or  another.  They 
add  a case  associated  with  carcinoma  of 
the  pancreas.  A case  reported  by  Smelo'5 
of  a young  female  who  required  an  average 
of  850  units  a day  for  over  four  years  rep- 
resents the  most  remarkable  case  of  sus- 
tained insulin  resistance  so  far  recorded- 

Davidson  and  Eddleman3  have  tabulated 
the  reported  cases  as  to  manifestations  of 
allergy,  neutralizing  antibodies,  associated 
diseases,  age,  sex,  and  autopsy  observa- 
tions. It  is  interesting  to  note  that  of  26 
cases  tested  only  8 showed  definite  circu- 
lating antibodies  against  insulin.  In  17 
there  were  none,  and  in  one  the  result  was 
equivocal.  They  also  point  out  that  in- 
sulin resistance  has  been  reported  in  a 
nondiabetic  patient  receiving  insulin  shock 
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therapy  for  schizophrenia.7  This  indicates 
that  there  is  probably  no  fundamental  al- 
teration in  the  carbohydrate  cycle  to  ac- 
count for  the  phenomenon  of  resistance. 
Urinary  excretion  of  insulin  has  apparently 
also  been  ruled  out  as  a factor.4 

The  management  of  the  insulin  resistant 
diabetic  patient  requires  only  that  he  be 
given  enough  insulin.  There  is  probably 
no  such  thing  as  absolute  refractoriness  to 
insulin,  since  all  the  patients  responded 
when  enough  insulin  was  given.  Such  pa- 
tients should  be  exceedingly  cautious  of 
insulin  reactions,  since  sensitivity  to  in- 
sulin may  return  suddenly  at  any  time,  as 
is  demonstrated  by  the  case  herein  re- 
ported. 

It  is  significant  that  in  most  cases  of 
extreme  resistance  to  insulin,  the  resistance 
subsides  spontaneously,  although  this 
transition  may  take  from  months  to  years. 
It  is  important  to  achieve  as  good  control 
of  the  diabetes  as  is  practicable,  since  this 
may  well  play  a part  in  bringing  about 
improvement. 

This  patient  was  treated  on  the  Medical  Service  of  Dr. 
Garfield  G.  Duncan,  whose  invaluable  advice  in  the  prepara- 
tion of  this  report  is  gratefully  acknowledged. 

1501  Broom  Street. 
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RENAL  APLASIA 
A Case  Report 

Brice  S.  Vallett,  M.D.,* 
Wilmington,  Del. 

In  recent  years  a number  of  case  reports 
of  renal  aplasia  have  appeared  in  the  liter- 
ature.1 R.  Guiterriz-  in  1933  laid  down  a 
set  of  criteria  in  differentiation  between 
aplasia,  hypoplasia,  and  renal  agenesis. 
Nation1  in  1944  stated  that  renal  aplasia 
can  seldom  he  differentiated  clinically  with 
certainty  from  renal  agenesia,  the  essential 
point  being  incomplete  development  of  the 
ureter  or  renal  pelvis.  Pathologist  are  prone 
to  confuse  aplasia  and  hypoplasia  unless 
they  have  the  entire  clinical  picture-  E.  L. 
Potter1  in  her  recent  book  “Pathology  of 
the  Fetus  and  the  Newborn”  cites  instances 
where  no  glomeruli  are  present  and  the 
kidneys  appear  to  arise  entirely  as  a result 
of  proliferation  of  branches  of  the  metane- 
phric  bud  without  contribution  from  the 
metanephrogenic  blastema  and  speaks  of 
these  as  hypoplastic  kidneys,  which  we  be- 
lieve to  be  a misnomer.  Etiologically,  nu- 
merous possibilities  are  propounded  by  dif- 
ferent workers.  We  will  cite  three  of  these. 

Table  1 

Aplasia 
No  true  kidney 
Supposed  renal  mass 
reveals  glomeruli  and 
tubules  showing  arrest 
of  development  of  kid- 
ney. 

No  evidence  of  pelvis. 

Ureter  incompletely  de- 
veloped and  not  patent. 

No  excretion  of  urine. 

No  renal  function. 

Renal  artery  small  or 
absent ( no  true  renal 
pedicle) 

One  commonly  held  theory  in  normal 
renal  development  is  that  the  collecting 
tubules  from  the  metanephric  diverticulum 
join  with  the  uriniferous  tubules  formed 
from  the  nephrogenic  blastema  to  com- 
plete the  nephron.  Hildebrandt  and  Rib- 
bert'1  held  that  failure  of  this  union  caused 
cystic  dilatations  in  the  proximal  nephron 
due  to  its  secretory  capacity.  McKenna 
and  Kampmeier7  postulate  that  the  early 
generations  of  secretory  tubules  which 
normally  become  cystic  and  disappear,  per- 
sist to  become  progressively  enlarging  cysts. 

* Urologist,  Delaware  and  St.  Francis  Hospitals. 


Hypoplasia 

Small  or  infantile  kid- 
ney. 

Normal  renal  paren- 
chyma with  normal  or 
rudimentary  glomeruli 
and  tubules. 
Rudimentary  or  hy- 
dronephrotic  pelvis. 
Patent  ureter. 

Normal  urine  excretion 
Diminished  or  normal 
renal  function. 
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Allen8,  in  expounding  his  unitary  theory 
of  nephron  development,  believes  that 
aplastic  and  cystic  formations  are  brought 
about  not  from  a failure  of  the  two  seg- 
ments to  meet  and  form  a common  union 
but  from  an  atresia  (aplasia)  or  failure  of 
canalization  at  different  levels  along  the 
nephron.  He  holds  that  multicystic  renal 
masses  are  often  variants  of  polycystic  kid- 
neys, and  speaks  of  two  possible  mechan- 
isms: (a)  intra tubular  atresia  or  aplasia; 
(b)  obstruction  due  to  extratubular  fibro- 
sis. Multiple  cysts,  impossible  to  differen- 
tiate from  those  found  in  ordinary  poly- 
cystic kidneys,  may  be  secondary  to  ure- 
thral obstruction.  Bagg9  demonstrated 
essential  renal  aplasia.  By  using  unfiltered 
irradiation  of  the  abdomen  of  one  genera- 
tion of  mice  and  careful  examination  of  all 
of  their  descendants,  he  has  been  the  only 
one  to  produce  experimentally  renal  aplasia 
and  other  congenital  anomalies,  these  ap- 
pearing in  members  of  the  third  and  fourth 
generations.  He  found  that  the  tendency  to 
congenital  renal  anomalies  was  inherited 
as  a Mendelian  recessive. 

Case  Report 

The  following  case  report  would  seem 
to  satisfy  most  of  the  criteria  in  a case  of 
renal  aplasia.  In  June,  1952,  a newborn 
male  shortly  after  birth  was  found,  by  the 
resident  pediatrician,  to  have  a mass  in  the 
left  side  of  the  abdomen.  The  mass  was 
smooth,  freely  movable,  and  occupied  the 
greater  part  of  the  region  between  the 
costal  margin  and  iliac  crest.  The  impres- 
sion was  that  of  Wilms  tumor,  neuro- 
blastoma, or  mesenteric  cyst.  All  other 
physical  findings  were  normal.  Urinalysis 
was  normal.  The  blood  count  was  normal. 
The  attending  pediatrician’s  impressions 
were:  (1)  congenital  anomaly  of  the  left 
kidney;  (2)  Wilms  tumor;  (3)  neuro- 
blastoma. 

An  attempt  to  cystoscope  the  infant 
failed  at  this  time-  Plain  x-ray  of  the  ab- 
domen revealed  a dense  shadow  occupy- 
ing most  of  the  left  side,  extending  to  the 
midline  and  displacing  the  loops  of  bowel 
toward  the  right  side.  One  got  the  impres- 
sion of  two  masses,  suggesting  the  upper 


mass  as  spleen  and  the  lower  mass  as  kid- 
ney. Excretory  urography  showed  prompt 
filling  of  the  calyces  of  the  right  kidney. 
The  right  kidney  pelvis  fills  normally 
and  the  right  ureter  can  be  partially  out- 
lined on  some  of  the  films  and  shows  no 
abnormality.  There  is  no  concentration  of 
dye  on  the  left  at  any  time.  The  left  kid- 
ney cannot  be  definitely  outlined.  There 
is  a mass  over  the  region  of  the  left  kidney 
which  appears  to  be  separated  from  the 
splenic  shadow.  This  may  represent  a 
Wilms  tumor,  neuroblastoma,  congenital 
anomaly  of  the  left  kidney,  large  cyst  re- 
sulting in  nonfunction  of  the  left  kidney, 
or  neurofibroma. 

The  infant  was  allowed  to  go  home  for 
two  weeks  and  then  re-admitted  for  opera- 
tion. A diagnosis  of  retroperitoneal  renal 
tumor  was  made  and,  under  endotracheal 
anesthesia,  the  mass  was  exposed  through 
a conventional  left  loin  incision.  The  mass 
was  multicystic  and  easily  freed  up  to  a 
point  suggesting  a rudimentary  hilus  where 
several  small  vessels  entered.  At  this  point 
also  was  a thick  membranous  structure 
simulating  a renal  pelvis.  No  ureter  was 
found.  The  small  vessels  were  clamped, 
ligated  and  severed,  and  the  mass  removed. 
The  incision  was  closed  without  drainage 
using  triple  0 chromic  catgut  for  muscle 
and  fascia  and  black  silk  for  skin.  Path- 
ological description:  Specimen,  a multiple 
cystic  structure,  measures  8.0  x 5.0  x 4.0 
cm.  and  weighs  20  grams.  The  cysts  meas- 
ure from  1.0  to  6.0  cm.  in  diameter,  having 
the  appearance  of  a bunch  of  large  irregu- 
larly shaped  grapes.  The  surface  of  the 
cyst  wall  is  smooth,  grey-red  in  color.  The 
cyst  contained  clear  amber  colored  fluid. 
The  inner  surface  is  pale  grey-tan  in  color, 
and  smooth.  The  cyst  walls  all  appear  sim- 
ilar in  constructure.  No  attached  pelvis, 
calyces,  or  ureter  is  demonstrable. 

Microscopic  Diagnosis.  Sections  show  a 
rather  dense  connective  tissue  displaying 
scattered  lobular  structures  which  exhibit 
in  some  areas  a mixture  of  small  glomeruli, 
tubules  and  interstitial  tissue,  and  in  other 
areas  merely  interstitial  tissue  and  tubules. 
Sections  of  ureter  and  renal  pelvis  are 
noted.  Considerable  round  cell  and  some 


286 


Delaware  State  Medical  Journal 


November,  1955 


polymorphonuclear  infiltration  surrounds 
the  sections  of  the  ureter  and  pelvis  and  is 
also  scattered  diffusely  throughout  the  tis- 
sue substance.  Thick  walled  blood  vessels 
and  an  occasional  focus  of  cartilage  are 
seen.  Microscopic  diagnosis:  congenital 

hypoplasia  of  the  kidney,  with  foci  of 
cartilage  and  multiple  cyst  formation. 

Diagnosis 

Cystoscopy  and  retrograde  ureteropye- 
lography should  always  be  done  when  pos- 
sible. The  bilaterality  of  symptoms  must 
always  be  thought  of,  as  compensatory  en- 
largement of  the  good  kidney  will  often 
cause  symptoms  on  that  side.  Lumbar 
puncture  of  cysts  with  injection  of  con- 
trast media  has  seemed  an  unsurgical  pro- 
cedure to  us.  Bugbee  and  McKay10  have 
called  attention  to  the  fact  that  hyperne- 
phroma is  found  occasionally  in  the  form 
of  a large  cyst,  which  may  be  mistaken  for 
simple  cyst.  The  general  condition  of  the 
infant  is  usually  good,  this  observation 
having  been  made  by  several  authors.  In 
the  presence  of  a diminutive  artery,  assur- 
ing a direct  blood  supply,  excretory  urog- 
raphy may  be  helpful  in  demonstrating  the 
presence  of  aberrant  renal  tissue.  Renal 
arteriography  would  also  seem  to  have  a 
field  of  usefulness,  as  well  as  precoccygeal 
air  insufflation.  Those  cases  that  have  no 
artery  are  the  ones  difficult  to  differentiate 
from  congenital  absence;  however,  in  the 
latter  there  is  usually  absence  of  the  left 
ureteral  orifice  and  defect  or  absence  of 
that  half  of  the  trigone  corresponding  to 
the  absent  kidney-  In  aplasia  a ureteral 
remnant  is  most  always  found  on  the  same 
side  and  a ureteral  orifice  on  the  same  side 
with  a normal  trigone.  Renal  aplasia  must 
also  be  differentiated  from  secondary  or 
acquired  renal  atrophy,  particularly  in 
cases  of  occlusion,  or  autonephrectomy  due 
to  disease.  Renal  atrophy  is  seen  in  chronic 
inflammations,  traumatism,  carcinoma  of 
the  bladder,  hydronephrosis,  and  other 
lesions  where  the  kidney  may  go  on  to 
atrophy  or  destruction. 

Comment 

Both  Braasch"  and  Potter  agree  that 
part  or  all  of  any  kidney  may  be  arrested 


at  any  stage  of  its  development  and  that 
it  may  be  secondarily  disturbed  after  it 
has  become  normally  differentiated.  Most, 
if  not  all,  authors  believe  that  a ureter 
must  be  present  before  the  definitive  kid- 
ney may  be  formed;  however,  the  absence 
of  a ureter  does  not  disprove  the  occurrence 
of  renal  aplasia.  Mertz  and  Wishard, 
Strauss  and  Krauss  and  Nation  all  claim 
to  have  observed  renal  masses  in  the  ab- 
sence of  the  ureter  on  that  side.  Boyden12 
and  Brown13  also  showed  persistence  of 
metanephrogenic  blastema  in  the  absence 
of  a metanephric  diverticulum.  They  are 
in  disagreement  with  Nicholson14  who 
stated  “In  not  a single  case  is  there  a re- 
cord of  a solid  or  cystic  mass  or  isolated 
cyst  at  or  near  the  befurcation  of  the 
aorta”  (as  we  should  expect  if  the  blastema 
were  self-developed).  Our  gross  and  mi- 
croscopic description  in  the  case  herein 
reported  would  seem  to  be  at  variance  un- 
less one  considers  the  fundamental  mean- 
ing of  the  term  aplasia.  Consequently, 
gross  absence  of  an  ureter  is  entirely  com- 
patible with  the  finding  of  pelvic  and 
ureteral  remnants  in  microscopic  sections 
of  the  renal  (metanephrogenic  blastemic 
mass).  Whatever  part  the  Inductive  and 
Organizer  stimulation  of  the  embryo  plays 
in  this  problem,  it  may  be  safely  assumed 
that  progression  in  the  field  of  experimental 
embryology  with  more  extended  applica- 
tion of  the  findings  of  Speeman1',  Gold- 
schmidt, Needham,  Vogt,  Dalcq,  Boyden,12 
Brown13  (to  mention  a few)  will  fulfill  Al- 
fred Huettner’s16  prophecy  “It  seems  that 
in  the  immediate  future  the  problems  of 
developmental  embryology  will  be  solved 
through  bio-chemistry  and  biophysics.” 

Summary 

A case  of  unilateral  renal  aplasia  in  a 
newborn  infant  is  herein  reported,  with  a 
review  of  the  etiological  hypotheses  and  a 
description  of  its  management. 

I wish  to  thank  Drs.  Park  W.  Huntington.  John  W. 
Howard,  Richard  J.  Colfer,  Albert  E.  Bothe,  and  the 
Armed  Forces  Institute  of  Pathology  for  their  much  ap- 
preciated aid  in  reviewing  the  pathological  material. 

Medical  Arts  Building. 
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RHEUMATIC  SPONDYLITIS 

In  Three  Members  of  One  Family 

J.  Jesse  Selinkoff,  M.D.,* 
and 

S.  Thomas  Miller,  M.D.,** 
Wilmington,  Del. 

Rheumatoid  spondylitis  (Marie  - Strum- 
pell  arthritis)  is  a commonly  encountered 
cause  of  backache,  especially  occurring  in 
males  of  the  second  and  third  decades  of 
life.  The  disease  is  characterized  by  peri- 
ods of  exacerbations  and  recrudescence. 
After  a varying  number  of  years  the  pro- 
cess finally  “burns  out”  resulting  in  the  so- 
called  “poker  spine”.1 

When  von  Bechterew2  originally  de- 
scribed rheumatoid  spondylitis  in  1893  he 
pointed  to  the  influence  of  heredity  in  the 
etiology  of  the  disease.  However,  it  wasn’t 
until  relatively  recently  that  the  heredity 
factor  was  fully  accepted.  In  recent  years 
the  evidence  has  been  piling  up  to  sub- 
stantiate the  concept  that  heredity  is  a 
strong  etiological  element  in  the  disease. 
We  are  submitting  cases  in  point  of  a fath- 
er, son,  and  daughter  all  with  proven  rheu- 
matoid spondylitis. 

Marie  and  Astie3  in  1897  reported  a 
case  of  a man  with  marked  kyphosis  who 

* Assistant  in  Medicine,  St.  Francis  Hospital;  Assistant  in 

General  Practice,  Wilmington  General  Hospital. 

**  Chief,  Department  of  Radiology,  Wilmington  General 

Hospital. 


had  a sister  and  father  with  similar  symp- 
toms, a direct  parellel  of  our  report.  Many 
of  the  earlier  reports  were  challenged,  since 
clinical  histories  were,  in  some  cases,  not 
really  typical  of  the  disease  and  also  be- 
cause the  early  investigators  did  not  have 
roentgenography  to  substantiate  their  find- 
ings. Bauer,4  particularly,  disputed  the 
validity  of  some  of  von  Bechterew’s  cases. 

Excepting  for  Geilinger’s  report  in  1918  ’, 
the  literature  on  rheumatic  spondylitis,  for 
the  next  thirty  years,  had  no  reference  to 
a hereditary  etiological  factor  in  the  dis- 
ease. Geilinger’s  paper  on  the  review  of 
the  literature  to  that  date  showed  7 out 
of  126  patients  with  rheumatic  spondylitis 
had  affected  relatives.  He  described  a fam- 
ily of  two  brothers  with  a maternal  aunt, 
aunt,  and  grandmother  with  the  disease. 

Potter  ( 1950) 1 stated  that  for  twenty 
years,  since  1930,  several  references  of  fa- 
milial incidence  of  the  disease  had  ap- 
peared in  the  literature.  He  stated  that, 
for  the  most  part,  these  references  were 
casual  observations  rather  than  a system- 
atic study  of  the  hereditary  factor  in  the 
etiology.  At  that  time  Potter  mentioned 
that  Weil  and  Allolio,6  Blair,7  Ehrlich,8 
Stecher  and  Hauser1'  and  Herrick  and  Ty- 
son10 all  mentioned  cases  with  familial 
trends,  Claussen  and  Kober11  studied  se- 
lected cases.  They  found  that  there  was  a 
significant  history  of  “articular  rheuma- 
tism” in  other  members  of  these  families. 
Tegner  and  Lloyd12  reported  a case  of  all 
three  siblings  in  one  family  with  the  dis- 
ease. 

Since  1948,  however,  the  literature  has 
had  increasingly  more  references  to  the 
hereditary  etiology  of  rheumatic  spondy- 
litis. Rogoff  and  Freyberg  (1948) 13  studied 
144  cases  with  31  patients  having  relatives 
involved.  Hersh  and  his  associates  (1950) 14 
studied  50  patients  with  spondylitis,  using 
151  families  with  rheumatic  arthritis  as 
controls.  They  concluded  that  heredity 
plays  an  important  role  in  the  etiology  of 
ankylosing  spondylitis.  Their  series  shows 
numerous  reported  cases  of  multiple  in- 
volvement in  siblings  and  at  least  three 
pairs  of  identical  twins  with  the  disease. 
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Stephens  and  Nunnemaker  (1950) 15  re- 
ported a set  of  identical  twins  reared  apart 
under  different  conditions  developing  spon- 
dylitis at  almost  the  same  time  and  in  al- 
most identical  parts  of  the  spine.  Parr, 
White  and  Shipton  (1951) 16  reported  100 
cases  with  11  per  cent  family  history  in- 
cluding mother  and  son,  two  sisters  and  2 
cases  of  two  brothers  with  the  disease. 
Myerson  (1952)' 7 declared  that  the  famili- 
al incidence  is  100  times  that  of  the  gen- 
eral population.  Traut18  in  his  book  states 
that  ankylosing  spondylitis  occurred  in 
brothers  and  sisters  of  spondylitics  oftener 
than  it  did  in  control  groups.  Stecher  and 
his  group  ( 1952 ) 10  state  that  the  over- 
whelming susceptibility  of  the  relatives  of 
patients  with  rheumatic  spondylitis  is  a 
strong  evidence  pointing  to  the  constitu- 
tional factors  which  may  be  decisive,  divid- 
ing all  the  population  into  two  mutually 
exclusive  groups.  In  such  a case  the  mem- 
bers of  one  group  would  be  susceptible  to 
the  disease  and  thus  develop  it  under 
proper  circumstances;  the  other  group 
would  be  immune  and  never  develop  it  un- 
der any  circumstances.  Boland  0 in  Corn- 
roe’s  “Arthritis”,  states  that  the  predis- 
position for  the  disease  may  be  significant- 
ly influenced  by  heredity,  while  Stecher 
( 1955) 21  concludes  that  rheumatic  spondy- 
litis is  a familial  disease  indicated  by  the 
fact  that  the  involvement  of  twins,  broth- 
ers, and  other  multiple  family  involvement 
have  been  recorded. 

Case  Histories 
1.  J.  W.,  age  74,  the  father. 

This  man  has  a history  going  back  to 
the  age  of  25,  when  he  started  to  have 
pain  in  his  lower  back.  This  pain  continued 
intermittently  with  flare-ups  about  three 
to  six  months  part,  which  incapacitated 
for  the  duration  of  the  pain.  He  continued 
to  have  this  pain  on  and  off  for  about  30 
years,  when  the  pain  finally  “burned  out” 
and  he  developed  a “poker  spine”  with  a 
marked  kyphosis  of  the  dorsal  spine.  His 
position  is  such  that  he  assumes  the  typi- 
cal head  thrust  forward,  bowed  back  po- 
sition. The  x-ray  studies  (Fig.  1)  show 
moderately  advanced  osteoporosis;  com- 
plete ossification  of  the  sacro-iliac  joints; 


Fig.  1 


obliteration  of  apophyseal  joints;  and  os- 
seous overbridging  along  the  vertebral  ar- 
ticulations (bamboo-pole  effect). 

2.  H.  W.,  age  42,  daughter. 

The  onset  of  this  woman’s  illness  oc- 
curred at  about  the  age  of  26.  She  has 
been  under  treatment  for  her  spondylitis 
ever  since.  She  has  had  recurrent  attacks 
of  severe  pain  which  were  disabling  in 
character.  In  1952  her  pain  and  deformity 
became  so  severe  that  she  was  unable  to 


Fig.  2 
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continue  with  her  work  and  now  is  a com- 
plete invalid.  She,  too,  has  a marked  ky- 
phosis and  the  position  of  the  head  char- 
acteristic of  the  disease.  The  x-ray  studies 
(Fig.  2)  of  the  lumbar  spine  and  pelvis 
show  a moderate  degree  of  osteoporosis; 
obliteration  of  the  apophyseal  joints;  ero- 
sion of  the  symphysis  pubis.  Roentgeno- 
gram of  the  dorsal  spine  (Fig.  3)  shows 


Fig.  3 

the  exaggerated  kyphosis  and  calcification 
of  the  para-spinal  ligaments. 


3.  E.  W.,  age  33,  son. 

In  this  patient  the  disease  started  at  the 
age  of  24  with  pain  in  the  sacro-iliac  re- 
gion. There  were  intermittent  exacerba- 
tions of  the  pain  and  recrudescences  of  the 
disease.  At  the  present  time  he  is  assum- 
ing the  poker  spine  and  the  characteristic 
head  position,  and  is  developing  an  early 
kyphosis.  X-rays  (Figs.  4 and  5)  show 
obliteration  of  the  sacro-iliac  joints;  cal- 
cification of  the  ligamentum  flavum;  and 
calcification  of  the  intravertebral  ligaments. 

Summary 

With  the  presentation  of  three  cases  of 
ankylosing  spondylitis  in  a father,  a daugh- 


Fig.  4 


ter  and  a son,  we  further  the  assumption 
that  the  disease  has  a definite  familial  tend- 
ency. In  our  own  minds,  we  believe  that 
ankylosing  spondylitis  is  a disease  with  a 
strong  hereditary  etiological  factor. 

1305  New  Road. 


Fig.  5 
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THE  INCIDENCE  AND  DIAGNOSIS  OF 
BRUCELLOSIS 

Jorge  Leon,  M.D.,* 
Wilmington,  Del. 

In  1863  Marston'  presented  the  first  re- 
liable clinical  description  of  brucellosis.  In 
1887  Bruce  demonstrated  that  the  offend- 
ing organisms  were  harbored  in  goats  and 
shed  by  these  animals  in  their  milk.  Bru- 
cellosis in  goats  and  man  was  experienced 
in  Spain  and  adjoining  countries  in  the 
early  fifteenth  century.  The  disease  was 
brought  from  Spain  to  the  Americas  by  the 
Spanish  invaders.  In  1843  Gaylord  and 
Taylor2  stated  that  many  losses  due  to 
this  bovine  disease  were  reported  from  New 
York,  Pennsylvania,  Delaware,  and  Vir- 
ginia. In  1906  the  first  report  of  a case  of 
brucellosis  contracted  in  this  country  was 
published  by  Craig.  A few  years  later 
twelve  cases  of  brucellosis  were  reported 
in  goats  of  southwestern  Texas.  Since  then 
this  bovine  disease  and  brucellosis  in  man 
has  been  reported  in  Argentina,  Uruguay, 
Mexico,  Cuba,  and  other  countries.  The 
report  of  the  first  case  of  brucellosis  con- 
tracted in  Ecuador  was  published  by  Va- 
lenzuela. The  three  midwestern  states* 
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(Table  1)  of  Iowa,  Minnesota,  and  Wis- 
consin contribute  25%  of  all  cases  reported 
in  the  United  States  during  the  1945  to 
1951  period.  The  highest  rate  was  reported 
during  the  year  1947.  From  there  on  a 
steady  decline  took  place  in  these  states, 
and  in  the  nation  as  a whole.  Delaware4 
had  seven  cases  in  that  year,  but  has  re- 
ported only  one  or  two  cases  a year  since 
then. 


Table  1 

Total  Reported  Cases  per  year  of 
Human  Brucellosis 


U.  S. 

Iowa 

Minn. 

Wise. 

Del. 

1945 

5049 

482 

352 

275 

1 

1946 

5887 

638 

403 

384 

3 

1947 

6321 

902 

278 

444 

7 

1948 

4991 

412 

295 

302 

2 

1949 

4235 

382 

349 

239 

2 

1950 

3510 

549 

281 

185 

0 

1951 

2196 

767 

186 

141 

2 

Table  1 may  represent  approximately  the 
number  of  persons  who  are  disabled  or  par- 
tially disabled  for  a considerable  time  dur- 
ing each  year.  It  may  also  roughly  repre- 
sent the  number  of  patients  with  brucellosis 
who  consulted  doctors.  But  we  know  that 
the  chronic  form  of  brucellosis  is  extremely 
difficult  to  diagnose.  Numerous  authors 
who  have  discussed  the  subject  of  chronic 
brucellosis  (Evans,'  Harris,6  Spink,7  Locci,8 
Molinelli'1  and  others)  are  all  convinced 
that  chronic  brucellosis  is  a more  common 
disease  than  we  think.  For  this  reason,  it 
has  been  estimated  that  the  number  of 
cases  of  brucellosis  occurring  each  year  in 
the  United  States  is  perhaps  between  forty 
thousand  and  four  million. 

In  the  chronic  cases  are  included  mild 
cases  of  transitory  infection  in  which  re- 
covery is  complete  after  a few  days  of  in- 
disposition, and  cases  of  chronic  disease  in 
which  general  health  has  been  impaired  by 
a localized  infection  of  years  standing. 
Many  people  are  in  a state  of  ill  health  for 
months  with  such  diagnoses  as  “neuras- 
thenia”, “chronic  nervous  exhaustion”, 
“arthritis”,  or  “spondylitis”. 

Kaplan'"  reported  that  in  1949  Canada 
had  188  cases;  Chile,  52;  Costa  Rica,  3; 
Cuba,  28;  Mexico,  1,369;  Peru,  491;  Ar- 
gentina, 2,000;  and  Ecuador,  3. 

Having  done  extensive  research  work  in 
Ecuador  during  the  years  1952  and  1953, 
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I was  interested  in  the  Delaware  incidence 
of  this  disease.  Surprisingly,  the  rate  was 
almost  identical  with  Ecuador,  but  Ecua- 
dor has  a population  of  3,500,000. 

Our  research  work  in  Ecuador11  was  per- 
formed on  cattle  and  on  human  beings. 
From  these  studies  we  found  an  incidence 
of  39.8%  in  approximately  2,000  cattle 
tested.  This  high  rate  led  us  to  suspect 
that  the  incidence  was  higher  in  the  human 
being  than  was  being  reported.  One  thou- 
sand cases  in  the  general  population  gave 
us  a human  per  centage  rate  of  1.7.  This 
rate  was  much  higher  (17%)  in  people 
with  complaints  of  joint  pain,  general 
malaise,  chills,  sweats,  and  weakness.  This 
finding  suggested  to  us  that  the  diagnosis 
of  the  disease  is  often  missed,  because  it  is 
not  searched  for.  Not  only  Ecuador,  but 
other  countries  could  benefit  by  this  ob- 
servation. 

Among  the  positive  titers  in  the  1,000 
cases  previously  mentioned,  60%  had  a 
history  of  raw  milk  ingestion,  13%  had 
personal  contact  with  animals,  tissues  or 
body  fluids,  and  17%  had  no  history  of 
contagion.  The  remainder  had  contact 
with  both  of  the  above  sources  of  infection. 

Conclusion 

Acute  brucellosis  varies  greatly  in  inci- 
dence in  various  states  and  countries.  It 
may  be  controlled  by  pasteurization,  test- 
ing of  the  animals  for  brucellosis,  vaccina- 
tion of  negative  reactors,  and  killing  of  in- 
fected animals. 

Chronic  brucellosis  is  an  uncommon  dis- 
ease. However,  like  syphilis,  it  is  hidden, 
and  may  go  on  its  destructive  course  un- 
diagnosed unless  the  possibility  of  its  ex- 
istence is  kept  in  mind.  It  is  often  masked 
by  persistent  fever,  joint  pain,  orchitis,  and 
spondylitis.  It  also  should  be  suspected  in 
atypical  cases  of  pneumonia,  endocarditis, 
otitis,  weakness,  generalized  pain,  and 
mental  depression. 

The  number  of  chronic  cases  of  brucel- 
losis can  be  greatly  reduced  by  accurate 
diagnosis  of  the  acute  ones.  There  is  con- 
siderable variability  in  the  clinical  mani- 
festations of  the  acute  case.  In  some  in- 


stances there  may  only  be  weakness.  The 
fever  may  last  few  days  or  even  a year. 
Arthritis,  bronchitis,  abdominal  pains  and 
tenderness  may  be  encountered.  Children 
are  relatively  immune.  Those  who  come  in 
contact  with  cattle  and  swine  are  most 
subject  to  direct  infection- 
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COMING  MEETINGS 


Hospital  Conferences 

Saint  Francis  Hospital 

Obstetrics — Gynecology — Every  Wednes- 
day — 8:00  A.M. 

Medical  — Third  Wednesday  — 10:00 
A.M. 

Surgical  — Third  Tuesday  — 8:30  A.M. 

Wilmington  General  Hospital 

Medical  — Second  and  Fourth  Saturday 

— 8:30  A.M. 

Surgical  — First  and  Third  Wednesday 

— 8:30  A.M. 

Memorial  Hospital 

Medical  — Every  Tuesday  — 8:30  A.M. 
Tumor  — December  14  and  28  — 12 
noon. 

Obstetrics  — Gynecology  — December  7 
and  21  — 12  noon. 

Surgical  — Every  Saturday  — 8:00  A.M. 
Delaware  Hospital 

Urology  — Every  Wednesday  — 8:00 
A.M. 

Medical  — Every  Thursday  — 8:30  A.M. 
Surgical  — Every  Saturday  — 8:30  A.M. 
Tumor  — December  7 and  21  — 12 


noon. 
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THE  MONTH  IN  WASHINGTON 

Washington,  D.C.  — If  advance  signs 
mean  anything,  the  Eisenhower  Admini- 
stration next  year  can  be  expected  to  ask 
Congress  for  substantially  more  money  for 
medical  research,  both  direct  research  by 
scientists  on  the  U.S.  payroll  and  grants 
to  others. 

Currently  the  federal  government  is 
spending  more  money  on  medical  research 
than  at  any  time  in  history  — almost  $98 
million  through  the  National  Institutes  of 
Health  alone.  In  addition,  other  millions 
are  being  spent  on  medical  research  in  the 
Department  of  Defense,  Veterans  Admin- 
istration and  other  agencies.  Much  of  it 
is  difficult  to  isolate  in  the  federal  budget. 

A special  committee  named  by  the  Na- 
tional Science  Foundation  at  the  request 
of  former  Secretary  Hobby  has  been  at 
work  for  some  time  on  an  appraisal  of 
HEW’s  medical  research  programs.  Its  re- 
port, due  before  the  reconvening  of  Con- 
gress, should  be  valuable  to  both  the  ad- 
ministration and  the  appropriations  com- 
mittees. 

A few  examples  of  what  is  happening 
this  year: 

National  Cancer  Institute  has  $24.8  mil- 
lion to  spend,  about  three  million  more 
than  last  year,  with  two-thirds  going  out 
in  grants  to  non-federal  researchers.  Na- 
tional Heart  Institute  also  is  working  on  a 
much  more  liberal  budget,  $18.7  million  in 
contrast  to  last  year’s  $16.6  million.  Be- 
cause of  the  spectacular  publicity  now  be- 
ing given  to  heart  research  as  a consequence 
of  President  Eisenhower’s  illness,  it  is  a 
foregone  conclusion  that  next  year  this  in- 
stitute will  get  a great  deal  more  money. 

The  Mental  Health  Institute  is  profiting 
by  the  largest  single  increase  of  any  re- 
search operation,  almost  $4  million,  from 
$14.1  to  $18  million.  Here  again  the  pros- 
pects are  for  a substantial  increase  next 
year;  problems  of  mental  health  are  re- 
ceiving much  public  attention,  a situation 
that  will  not  be  ignored  by  Congress. 


Furthermore,  the  nationwide  survey  of 
mental  health  problems  now  about  to  get 
under  way  will  point  up  the  shortcomings 
in  mental  health  research,  and  be  an  addi- 
tional argument  for  more  U.S.  dollars. 

All  the  other  research  institutes  also 
shared  in  last  session’s  Congressional  gen- 
erosity. The  Institute  of  Arthritis  and 
Metabolic  Diseases  has  about  $2.5  million 
more,  $10.7  million  instead  of  the  $8.2  mil- 
lion of  last  year.  The  Institute  for  Neuro- 
logical Diseases  and  Blindness  went  from 
$7.6  million  to  $9.86  million,  the  Microbio- 
logical Institute  from  $6.1  million  to  $7.5 
million,  and  the  Dental  Health  Institute 
from  $1.9  to  $2.1. 

As  has  been  customary  with  recent  Con- 
gresses, Senate  and  House  this  year  actual- 
ly voted  more  money  for  medical  research 
than  the  Bureau  of  the  Budget  permitted 
Public  Health  Service  to  request.  That 
may  not  be  the  situation  when  appropria- 
tion bills  come  up  next  session.  Secretary 
Folsom  of  the  Department  of  Health,  Edu- 
cation, and  Welfare  did  not  take  office  until 
Congress  was  about  to  adjourn  last  sum- 
mer, but  since  then  he  has  repeatedly  gone 
on  the  record  in  favor  of  even  greater  U.S. 
expenditures  for  research.  In  October  Mr. 
Folsom  declared: 

“ . . . Today  we  find  new  problems  and 
new  opportunities.  We  find  that  heart 
disease,  and  cancer  and  arthritis,  are  taking 
an  increasing  toll.  And  so  today  as  a nation 
we  are  changing  our  lines  of  battle  to  fight 
this  increase  in  chronic  and  major  diseases. 
All  the  facts  point  to  one  great  need.  It 
is  the  need  for  more  research  — to  learn 
how  these  chronic  diseases  are  started,  so 
they  can  be  prevented;  to  learn  to  detect 
them  in  early  stages,  so  they  can  be  cured 

99 

Again  in  November,  addressing  a confer- 
ence on  antibiotics,  Mr.  Folsom  struck  the 
same  key,  only  this  time  more  firmly. 
After  noting  that  the  U.S.  now  is  spending 
over  12  times  more  on  medical  research 
than  it  was  spending  in  1946,  he  declared: 
“We  must  seriously  consider  making  even 
more  funds  available  for  medical  research 
to  bring  even  greater  benefits  to  humanity.” 
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The  1955  Meeting 

The  166th  Annual  Session  of  the  Medi- 
cal Society  of  Delaware  was  held  at  the 
Delaware  Academy  of  Medicine,  Wilming- 
ton, October  17-18,  1955,  with  President 
Lewis  B.  Flinn,  of  Wilmington,  presiding. 

A meeting  of  the  Council  was  held  in 
Wilmington  on  October  6th,  which  passed 
on  many  routine  matters,  thus  making  it 
possible  for  the  meeting  of  the  House  of 
Delegates  to  proceed  more  quickly  and 
more  efficiently.  The  most  important  items 
considered  had  to  deal  with  legislation  and 
appropriations.  The  full  Transactions  will 
be  printed  in  the  December  issue  of  The 
Journal. 

The  outstanding  actions  of  the  House  of 
Delegates  were:  (1)  the  decision  to  em- 
ploy a full-time  executive  secretary,  espe- 
cially trained  in  public  relations  and  sim- 
ilar matters,  as  an  assistant  to  the  present 
executive  secretary;  and  (2)  the  decision 
to  raise  the  State  Society  dues  from  $25 
to  $50  per  annum,  to  pay  for  the  above 
and  other  mandatory  items. 

The  scientific  meetings  were  of  an  ex- 
ceptionally high  quality  and  featured  three 
panel  sessions  (vitamins,  viruses,  vascular) 
whose  outstanding  panelists  attracted  the 
largest  audiences  in  recent  years.  Each 
panel  session  was  followed  by  an  animated 
question  and  answer  period. 

The  annual  reception  and  dinner,  on 
October  18th  at  the  Hotel  duPont,  was 


attended  by  a record-breaking  number  and 
featured  citations  of  six  50-year  members 
and  one  member  in  practice  for  64  years. 
This  was  followed  by  a splendid  inspira- 
tional address  by  Dr.  Edward  L.  Bortz,  of 
Philadelphia,  a Past  President  of  the 
A.M.A. 


The  elections  for  the  year  1956  resulted 
as  follows: 


President,  Glenn  M.  Van  Valkenburgh 

Georgetown 

President-elect,  Roger  W.  Murray  . .Wilmington 

Vice-President,  John  B.  Baker  Milford 

Secretary,  Norman  L.  Cannon  Wilmington 

Treasurer,  Charles  Levy  Wilmington 

Del.  to  A.M.A.,  H.  Thomas  McGuire 

New  Castle 

Rep.  to  D.A.M.,  W.  Oscar  LaMotte,  Sr. 

Wilmington 


The  Woman’s  Auxiliary  met  on  October 
18th  at  the  duPont  Country  Club,  under 
the  Presidency  of  Mrs.  Gerald  A.  Beatty, 
of  Wilmington.  Their  guest  speaker  was 
Mrs.  Carlyle  R.  Pearson,  of  Baraboo,  Wis- 
consin, Chairman  of  Nurse  Recruitment 
of  the  Woman’s  Auxilary  to  the  A.M.A. 
The  following  officers  for  1955-56  were 
elected  and  installed: 


President,  Mrs.  R.  W.  Comegys  Clayton 

President-elect,  Mrs.  H.  T.  McGuire.  New  Castle 

Vice  President,  Mrs.  C.  C.  Fooks  Milford 

Record.  Sec’y,  Mrs.  F.  E.  Spencer  . . Wilmington 
Corres.  Sec’y.  Mrs.  W.  C.  Pritchard,  Jr.  Smyrna 
Treasurer,  Mrs.  H.  J.  Laggner  Smyrna 


The  technical  exhibits  were  restricted  in 
number  by  the  limitations  of  the  Academy 
building,  but  were  of  a uniformly  high 
quality.  The  Society  is  grateful  to  them 
for  their  financial  assistance  to  our  meet- 
ing. Happily,  they  all  reported  that  from 
their  standpoint  our  meeting  was  highly 
successful.  We  give  below  the  registration 
figures  for  this  year: 


Members  173 

Guests,  Visitors  15 

Internes,  Students  17 

Exhibitors  21 

Woman’s  Auxiliary  115 


Total  341 

Membership  380 

% Registered  45.5 


So  passes  into  history  the  1955  Session. 
Now  let  us  turn  our  faces  towards  Re- 
hoboth,  in  1956,  and  make  the  next  Ses- 
sion an  even  better  one. 
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MISCELLANEOUS 

Common  Cold  Versus  Virus  Infection 

At  a symposium  conducted  under  the 
auspices  of  the  Maryland  Academy  of  Med- 
icine and  Surgery  the  other  evening,  Dr. 
Warde  B.  Allan,  associate  professor  of  med- 
icine of  Johns  Hopkins  University,  had 
some  common-sense  comments  to  make  on 
the  common  cold.  One  comment  that 
strikes  with  especial  force  is  his  proposal 
that  use  of  the  term  “virus  infection”  in- 
stead of  common  cold  be  abolished. 

He  called  the  term  ridiculous,  inaccurate 
and  misleading.  And  who  would  be  so  bold 
as  to  question  that?  But  the  very  fact  that 
it  is  inaccurate  and  misleading  accounts 
for  its  popularity. 

The  statement  “I’ve  got  a cold”  arouses 
no  interest  and  produces  little  sympathy. 
The  person  to  whom  it  is  made  thinks  of  it 
primarily  as  a warning  to  get  out  of  cough 
and  sneezing  range. 

The  term  “virus  infection”  on  the  other 
hand  instantly  provokes  curiosity.  It  sug- 
gests a selective  process.  Anybody,  it  seems 
to  say,  can  have  a common  cold.  But  only 
superior  people  are  entitled  to  a “virus  in- 
fection.” It  intimates  that  persons  who 
die  of  common  colds  are  buried  by  under- 
takers, while  those  who  succumb  to  virus 
infections  require  the  service  of  morticians. 

Contradictory  though  it  may  seem,  the 
weakness  of  Dr.  Allan’s  position  is  that  it 
is  much  too  sound. 

Editorial,  Balto.  Sun,  Oct.  20,  1955. 


Americade  in  Wilmington,  December  1,  2 

What  has  given  Americans  the  highest 
living  standards  in  the  world  today?  And 
under  our  system  of  freedom,  what  lies 
ahead  in  the  coming  years  for  Americans 
— their  families  — and  their  way  of  life? 

The  Americade  — an  inspiring  exposi- 
tion which  answers  these  questions  through 
a visual  projection  of  the  greater  United 
States  of  1975  — will  visit  Wilmington 
starting  on  Thursday,  Dec.  1,  for  a two- 
day  public  showing  at  the  Delaware  Na- 
tional Guard  Armory,  10th  & DuPont  Sts. 
Admission  is  free. 


The  Americade’s  visit  here  will  be  its 
first  presentation  in  the  Middle  Atlantic 
States.  It  is  a panorama  of  electronically- 
animated,  three-dimensional  displays  which 
dramatize  the  changes  anticipated  in  the 
coming  two  decades.  Areas  featured  are: 
job  opportunities,  the  home,  food,  clothing, 
education,  religion,  power,  health,  trans- 
portation, and  communications. 

A second  section  tells  the  story,  again 
in  dramatized,  visual  form,  of  how  our 
heritage  of  freedom  has  made  America  in- 
to a great  productive  nation  and  has  given 
meaning  to  the  promise  of  a still  more 
prosperous  future.  It  is  ‘must’  viewing  for 
all  persons  interested  in  America. 

The  Americade  was  developed  by  the 
National  Association  of  Manufacturers  and 
is  being  shown  here  in  co-operation  with 
the  Delaware  State  Chamber  of  Commerce. 
At  the  completion  of  its  presentation  here, 
the  exposition  will  tour  approximately  50 
key  cities  throughout  the  nation. 


Accreditation  of  Hospitals 

In  June,  1955,  the  House  of  Delegates 
of  the  American  Medical  Association  auth- 
orized the  Speaker  to  appoint  a committee 
“ ...  to  review  the  functions  of  the  Joint 
Commission  on  Accreditation  of  Hospitals 
. . . ” and  “ ...  to  make  an  independent 
study  or  survey  and  report  its  findings  and 
recommendations  to  the  House  of  Delegates 
at  the  next  annual  meeting.  All  physicians 
and  hospitals  are  urged  to  pass  on  to  this 
special  committee  any  observations  or  sug- 
gestions concerning  the  functioning  of  the 
Joint  Commission  on  Accreditation  of  Hos- 
pitals.” 

This  Committee  was  appointed,  and  now, 
in  undertaking  the  task  assigned  to  it,  is 
seeking  to  obtain  from  physicians  and 
others  their  observations  concerning  the 
functioning  of  the  Joint  Commission. 

It  is  obviously  impossible  for  the  Com- 
mittee to  contact  all  physicians  and  others 
who  may  have  observations  or  comments 
concerning  the  matter  of  hospital  accredi- 
tation. You,  however,  could  be  of  invalu- 
able assistance  to  the  Committee  by  notify- 
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ing  your  membership  of  the  existence  of  the 
Committee  and  its  survey.  The  Commit- 
tee therefore  would  appreciate  it  if  you 
would  reproduce  this  memorandum  in  your 
journal,  bulletin,  newsletter,  or  in  some 
special  mailing  to  your  membership.  This 
would  assist  the  Committee  to  obtain  a 
cross  section  of  observations  concerning  the 
accreditation  program. 

The  Committee  is  interested  especially 
in  the  following: 

1.  The  general  understanding  by  physi- 
cians of  the  functions  of  the  Joint 
Commission. 

2.  Whether  the  method  of  appeal  from  an 
adverse  ruling  regarding  accreditation 
is  satisfactory. 

3.  The  effect  on  the  individual  physician’s 
hospital  connections  due  to  actions  of 
the  Joint  Commission. 

4.  Whether  any  organizations  not  now 
represented  should  have  official  repre- 
sentation on  the  Joint  Commission. 

5.  The  effect  of  the  Joint  Commission’s 
requirements  concerning  such  matters 
as  staff  meetings. 

6.  The  pros  and  cons  of  separating  ad- 
ministrative and  professional  accredita- 
tion functions  in  the  inspection  of  hos- 
pitals. 

7.  Constructive  suggestions  for  improving 
the  hospital  accreditation  program. 

Any  comments  from  individual  members 
or  state  and  county  societies  should  be  ad- 
dressed, prior  to  January  1,  1956,  to 
W.  C.  Stover,  M.D.,  Chairman 
Committee  to  Review  Functions  of  Joint 
Commission  on  Accreditation  of 
Hospitals 

535  North  Dearborn  Street 
Chicago  10,  Illinois 


Unhealed  necrotic  lesions  persist  indefi- 
nitely in  a tuberculous  patient  who  has  re- 
gained clinical  health.  The  possibility  that 
these  lesions  may  undergo  a long-delayed 
liquefaction  and  slough  makes  it  appear  that 
they  are  usually  the  source  for  relapses  of 
the  disease.  E.  M.  Medlar,  M.D.,  Am.  Rev. 
Tuberc.,  March,  1955. 


Official  Tour  to  Nassau 

The  Jungle  Club  in  Nassau  will  provide 
an  unusual  setting  for  luncheon  and  a med- 
ical meeting  on  December  7 for  members 
of  the  American  Medical  Association  who 
accept  an  invitation  extended  recently  by 
the  Bahamas  Medical  Association. 

So  that  physicians  may  accept  the  in- 
vitation, an  Official  Tour  to  Nassau  has 
been  scheduled  for  the  week  of  December 
2-10  immediately  following  the  A.M.A. 
Clinical  Session  in  Boston,  November  29- 
December  2. 

A certificate  of  attendance  at  a medical 
meeting  will  be  issued  to  each  physician, 
which  may  offset  partially  the  fiscal  effects 
of  Christmas  shopping  among  the  tempting 
array  of  British  and  European  imports  at 
bargain  prices. 

A full  calendar  of  sightseeing,  sporting 
events,  and  social  functions  has  been  ar- 
ranged for  physicians  and  their  wives,  as- 
suring tour  members  of  a delightful  vaca- 
tion amidst  the  colorful  surroundings  of 
Nassau. 

Travel  arrangements  have  been  made  co- 
operatively by  United  Air  Lines,  British 
Overseas  Airways,  Nassau  Development 
Board,  and  International  Travel  Service, 
Inc.  of  Chicago. 

Official  tour  folders  may  be  secured  by 
writing  to  A.M.A.  Nassau  Tour  Head- 
quarters at  35  East  Monroe  Street,  Chi- 
cago 3,  Illinois. 


Malpractice  Claims 

Only  8 per  cent  of  609  malpractice  claims 
studied  in  two  California  counties  were 
found  warranted,  according  to  figures  in  the 
September  issue  of  “Medical  Economics.” 
Aside  from  high  incidence  of  claims  and 
amount  of  damages  asked,  the  publication 
states  these  figures  “seem  reasonably  repre- 
sentative of  malpractice  incidents  every- 
where.” 

Claims-prone  physicians  comprising  only 
one  per  cent  of  the  California  two-county 
medical  society  membership  ran  up  24  per 
cent  of  the  group’s  total  malpractice  costs 
in  nine  years,  according  to  Medical  Eco- 
nomics. 
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Myelinization  of  Nerves 

A new  discovery  that  the  protective 
sheath  of  certain  nerve  fibers  is  formed  in  a 
spiral  pattern,  much  as  insulating  tape  is 
wound  around  electric  wire,  was  reported 
recently  by  a young  woman  scientist  at  a 
Research  Symposium  held  in  connection 
with  the  Sixth  Annual  Convention  of  United 
Cerebral  Palsy  at  Boston,  Mass. 

The  scientist,  Dr.  Betty  Ben  Geren,  Re- 
search associate  on  the  faculty  of  Harvard 
Medical  School  and  Associate  Pathologist 
at  Children's  Medical  Center,  Boston,  ex- 
plained that  her  observations  were  made 
largely  with  the  aid  of  an  electron  micro- 
scope which  magnifies  objects  up  to  twenty 
thousand  times  their  original  size  and  also 
with  polaroid  light  and  x-ray  diffraction. 
Her  observations  were  made  on  embryos  of 
chicks,  mice,  and  to  a limited  degree  on 
human  specimens. 

Her  discovery  is  a major  scientific  break- 
through into  a little-known  area  of  the  nerv- 
ous system  and  may  have  far-reaching  im- 
plications for  a number  of  neurological  dis- 
orders, including  cerebral  palsy,  it  was  ex- 
plained by  Dr.  Glidden  L.  Brooks,  Medical 
Director  of  United  Cerebral  Palsy. 

Dr.  Geren’s  studies,  which  are  supported 
by  grants  from  United  Cerebral  Palsy  and 
the  National  Institute  of  Health,  are  focused 
on  the  structure  of  nerve  cells,  their  chem- 
ical organization  and  biological  function. 

Specifically,  Dr.  Geren  has  been  study- 
ing the  formation  of  the  myelin  sheath — a 
fatty  substance  which  surrounds  nerve  fi- 
bers much  as  insulating  material  protects 
electric  wire.  She  has  found  that  the  mye- 
lin sheath  of  the  nerve  fibers  in  the  peri- 
pheral, though  not  in  the  central  nervous 
system,  is  formed  by  a wrapping  process. 
To  begin  with,  the  fibers  are  surrounded  by 
satellite  cells  named  Schwann  cells.  Dr. 
Geren  has  shown  that  these  Schwann  cells 
encircle  the  nerve  fibers  and  then  are 
wrapped  around  it  in  repeated  spiraling 
layers,  thus  forming  the  myelin  sheath. 

Dr.  Geren  has  observed  that  during  the 
formation  of  this  spiraling  pattern,  the 
outer  layer  of  the  nerve  fiber  is  surrounded 
by  the  inner  edge  of  the  Schwann  cell.  Thus 


a double-edged  membrane  is  formed.  The 
older  the  embryo  grows,  the  more  layers 
are  formed. 

Discussing  the  significance  of  this  find- 
ing, Dr.  Geren  said:  “This  type  of  basic 
understanding  of  the  nerve  ceii  s molecular 
organization  as  now  resolved  by  the  elec- 
tron microscope  is  fundamental  to  our 
eventual  knowledge  of  any  disease  process 
involving  the  central  and  peripheral  nerv- 
ous system.  Such  diseases  would  include 
cerebral  palsy,  multiple  sclerosis  and  other 
types  of  myelin-destroying  disorders. 

“One  of  the  problems  fundamental  to  our 
understanding  of  neurological  disorders, 
both  in  the  central  and  in  the  peripheral 
nervous  system,  concerns  the  way  in  which 
the  myelin  sheaths  are  maintained  normal- 
ly or  attacked  and  broken  down  by  specific 
agents  of  disease.  Certain  diseases  destroy 
central  nervous  systems  myelin  sheaths  and 
thus  damage  nerve  function,  while  others 
destroy  peripheral  nerve  myelin.  We  are 
now  trying  to  discover  how  the  myelin 
sheaths  in  the  brain  are  formed,  where 
there  are  no  Schwann  cells.” 

Dr.  Geren’s  experimental  evidence  has 
convinced  her  that  the  same  myelin-pro- 
ducing process  operates  in  the  peripheral 
human  nervous  system.  Her  findings  are 
corroborated  by  studies  on  chameleon  em- 
bryos by  Dr.  J.  D.  Robertson  in  London, 
and  on  the  giant  nerve  fibers  of  squids  and 
lobsters  by  Dr.  F.  O.  Schmitt’s  nerve  re- 
search group  in  the  Biology  Department  of 
the  Massachusetts  Institute  of  Technology. 

For  the  past  six  years  Dr.  Geren  has  col- 
laborated with  Dr.  Schmitt. 

Born  in  Fort  Smith,  Arkansas,  Miss 
Geren  received  her  B.A.  at  the  University 
of  Arkansas,  in  Fayetteville,  and  attended 
medical  school  at  Washington  University  in 
St.  Louis  from  which  she  graduated  in  1945.  I 
She  interned  with  Dr.  Sidney  Farber  at 
the  Children’s  Medical  Center  in  Boston. 

She  then  did  residence  work  at  St.  Louis' 
Barnes  Hospital  and  received  an  MIT  fel- 
lowship (1948-50).  Since  1951,  Dr.  Geren 
has  been  on  Dr.  Farber’s  staff  of  the  Chil- 
dren’s Hospital.  In  addition,  she  holds  an 
associateship  at  Harvard  Medical  School 
and  is  a research  associate  at  MIT. 
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METAMUCIL®  IN  CONSTIPATION 


Atonic  Colon 


Normal  Colon 


Ulcerative  Colitis 


Smoothage  in  Correction  of  Colon  Stasis 

To  initiate  the  normal  defecation  reflex, 

the  “smoothage”  and  bulk  of  Metamucil  provide 

the  needed  gentle  rectal  distention. 


Once  the  habit  of  constipation  has  been  estab- 
lished, due  to  any  of  a large  number  of  causes,  it 
becomes  a major  problem.  Self-medication  with 
irritant  or  chemical  laxatives,  or  repeated  enemas, 
usually  causes  a decreased,  sluggish  defecation 
reflex  and  may  result  in  its  complete  loss. 

Rectal  distention  is  a vital  factor  in  initiating 
the  normal  defecation  reflex,  and  sufficient  bulk 
is  thus  of  obvious  importance  in  restoring  this 
reflex.  Metamucil  provides  this  bulk  in  the  form 
of  a smooth,  nonirritating,  soft,  hydrophilic  col- 
loid which  gently  distends  the  rectum  and  initiates 
the  desire  to  evacuate.  Metamucil  demands  ex- 
tra fluid,  imparting  even  greater  smoothage  to 
the  intestinal  contents. 

It  is  indicated  in  chronic  constipation  of 
various  types — including  distal  colon  stasis  of  the 


“irritable  colon"  syndrome,  the  aionic  colon  fol- 
lowing abdominal  operations,  repressions  of  def- 
ecation after  anorectal  surgery  and  in  special  con- 
ditions such  as  the  management  of  a permanent 
ileostomy.  Metamucil  is  the  highly  refined  mucil- 
loid  of  Plantago  ovata  (50%),  a seed  of  the  psyl- 
lium group,  combined  with  dextrose  (50%)  as  a 
dispersing  agent. 

The  average  adult  dose  is  one  rounded  tea- 
spoonful of  Metamucil  powder  in  a glass  of  cool 
water,  milk  or  fruit  juice,  followed  by  an  addi- 
tional glass  of  fluid  if  indicated. 

Metamucil  is  supplied  in  containers  of  4,  8 
and  16  ounces.  G.  D.  Searle  & Co.,  Research  in 
the  Service  of  Medicine. 
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Stistifasiiutit 

WEST  CHESTER,  PA. 


• A recognized  private  psychiatric  hos- 
pital . . . Complete  facilities  for  elec- 
troshock therapy,  insulin  therapy,  psy- 
siotherapy,  hydrotherapy  and  a well  or- 
ganized program  of  occupational  and  so- 
cial therapy  under  a certified  therapist. 
Referring  physicians  may  retain  super- 
vision of  patients.  Located  on  a beautiful 


28-acre  tract  . . . buildings  are  well 
equipped  and  attractively  appointed. 
Capacity:  75  beds,  single  room  occu- 
pancy. Complete  information  upon  re- 
quest. 

Apply — Superintendent 

DARLINGTON  SANITARIUM,  INC. 
WEST  CHESTER.  PENNSYLVANIA 
Telephone:  West  Chester  3120 


13ordsm6 

BCC  US  PAT.  Off 

ICE  CREAM 


2^5 


After  making  rounds  at 

THE  DELAWARE  HOSPITAL 

Stop 

and 

Visit 

Our  Newly  Remodeled 
Store 

14th  & Washington  Sts. 
Luncheonette 
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r J 1 keres  A Sparkle 
to  A Glass  of  "W ine 

— That  puts  an  answering  sparkle  into  the  eyes  and 
appetites  of  your  geriatric,  post-surgical,  sick  and  con- 
valescent patients. 

A glass  of  Port,  Sherry,  Burgundy,  Rhine  Wine — 
whatever  taste  pleases  your  patient — can  do  wonders  to 
add  zest  and  bouquet  to  meals,  even  when  appetite  is  at 
low  ebb. 

Aside  from  these  psychobiologic  effects  of  wine,  how- 
ever, there  are  physiologic  effects  of  wine  on  the  human 
host,  which  can  also  be  significant  in  clinical  medicine. 

A definitive  literature  on  these  actions  is  rapidly  accumu- 
lating. 

The  Wine  Advisory  Board  has  recently  accumulated 
in  a concise  brochure  the  highlights  of  recent  work  in 
this  field. 

Herein  are  reported  the  latest  findings  on  the  value  of 
wine  as  a stimulant  to  flagging  appetite,  as  an  aid  to 
digestion,  as  a vasodilator,  as  a daytime  and  night-time 
sedative. 

We  will  be  glad  to  send  you  a copy  of  “Uses  of  Wine 
in  Medical  Practice”  (at  no  expense,  of  course).  Just 
write  to:  W ine  Advisory  Board,  717  Market  Street,  San 
Francisco  3,  California. 


XXXIV 


Delaware  State  Medical  Journal 


November.  1955 


WEIGHT  FOR  WEIGHT, 

THE  MOST  ACTIVE  ANTI-INFLAMMATORY 
AGENT  YET  DEVELOPED 
FOR  TOPICAL  USE 

TOPICAL  LOTION 

ALFLORONE' 

ACETATE 

(FLUDROCORTISONE  ACETATE.  MERCK)  9 ALPH  A-FLUO  ROH  YDROCORTISO  N E ACETATE 


MOST  EFFECTIVE 

Therapeutically  active  in  l/10th  the  concentration  of  hydrocortisone  (Compound  F). 

MOST  ECONOMICAL 

Superior  spreading  qualities — a small  quantity  covers  a wide  area. 

MOST  ACCEPTABLE 

Most  patients  prefer  the  cosmetic  advantages  of  this  easy-to-apply, 
smooth  spreading  lotion. 

J 


Supplied:  Topical  Lotion  Alflorone  Acetate:  0.1>o 
and  0.25%,  in  15-cc.  plastic  squeeze  bottles.  Topical 
Ointment  Alflorone  Acetate : 0.1%  and  0.25%,  5-Gm., 
1 5-Gm.,  and  30-Gm.  tubes. 


Philadelphia  1,  Pa. 
division  OF  MERCK  &.  CO.,  INC. 
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The  organisms  commonly  involved  in 

Bronchopneumonia 


K.  pneumoniae  (13,000  X) 


H.  pertussis  (7,500  X) 


Str.  pyogenes  (8,500  X) 


Staph,  aureus  (9,000  X) 


H.  influenzae  (16,000  X) 


All  o r them  arc 
included  in 
the  more  than 
30  organisms 
susceptible  to 
broad  - spectrum 


PANMYCIN 

^ MYPROCHt-ORlOE  ^ 

100  mg.  and  250  mg.  capsules  • 125  mg.  and  250  mg./tsp. 

oral  suspension  (PANMYCIN  Readimixed) 

100  mg./cc.  drops  • 100  mg./2  cc.  injection,  intramuscular 
100  mg.,  250  mg.,  and  500  mg.  vials,  intravenous 
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Physicians’  and  Surgeons’ 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  Which  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  8-6471 


If  it's  insurable  we  can  insure  it 


Baynard  Optical 
Company 

Prescription  Opticians 

We  Specialize  in  Making 
Spectacles  and  Lenses 
According  to  Eye  Physicians’ 
Prescriptions 


5TH  AND  MARKET  STS. 
WILMINGTON,  DELAWARE 
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FRAIM’S  DAIRIES 

{2eee*/eYtf  {Yait if  {Plce/ncYb 
{Pence  4900 


GOLDEN  GUERNSEY  MILK 


Wilmington,  Del.  Phone  6-8225 


To  keep 

your  car  running 

Better-Longer 

use  the 

dependable  friendly 
Services  you  find  at 
your  neighborhood 

Service 
Station 


flowers  . . . 

Geo.  Carson  Boyd 

at  216  West  10th  Street 


Phone  8-4388 


7i*tft^ccC  ^iCC& 


couA,: 


°-4UD^ 

Phone:  LA  4-7695 


• Collected  for 
members 
of  the 
STATE 
MEDICAL 
SOCIETY 
230  W.  41st  ST. 
NEW  YORK 


A 

T ^ 

k. 

r 

“Premarin”  relieves 

1 

r 

menopausal  symptoms  with 
virtually  no  side  effects,  and 

L 

imparts  a highly  gratifying 

f 

L 

“sense  of  well-being.” 

1 

"Premarin”  — Conjugated  Estrogens 

OX 

Ox 
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brand 

POLYMYXIN  B ~~BACITRACIN  OINTMENT 

tp  Mew  b/uH^-QbeSmt 


For  topical  use:  in  Vi  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  */•  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  V. 
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WE  CORDIALLY  INVITE  YOUR  INQUIRY 
for  application  for  membership  which  affords 
protection  against  loss  of  income  from  accident 
and  sickness  (accidental  death,  too)  as  well  as 
benefits  for  hospital  expenses  for  you  and  all 
your  eligible  dependents. 


...from  Two 
Outstanding  Cases 


BORN  1820... 

STILL  GOING  STRONG 


JOHNNIE 
^ALKER 


BLENDED  SCOTCH  WHISKY 


RED  LABEL  • BLACK  LABEL 

Both  86.8  Proof 


Johnnie  Walker  stands  out  in  its  devotion  to 
quality.  Every  drop  is  made  in  Scotland.  Every 
drop  is  distilled  with  the  skill  and  care  that 
come  from  generations  of  fine  whiskv-making. 
And  every  drop  of  Johnnie  Walker  is  guarded 
all  the  way  to  give  you  perfect  Scotch  whisky . . . 
the  same  high  quality  the  world  over. 


CANADA  DRY  GINGER  ALE,  Inc.,  New  York,  N.  Y.,  So/e  Importer 
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ECKERD’S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 
900  Orange  Street  Manor  Park 
WILMINGTON,  DELAWARE 


A Store  for  . . . 

Qua/itu  ... 

V(/ki  '?/ie  y/mY<tr(rcn^ciou± 

LEIBO  WITZ’S 

224-226  Market  Street 
Wilmington,  Delaware 


George  T.  Tobin  & Sons 

BUTCHERS 


NEW  CASTLE,  DELAWARE 

Phone  N.  C.  3411 


1950  Cortone® 

i 1952  Hydrocortone® 

1954  ‘Alflorone’  | 

| 1955  'Hydeltra' 

DELTRA  tablets 

(Prednisone,  Merck)  5 mg. -2.5  mg. -1  mg.  (scored) 


Philadelphia  1,  Pa. 
Division  of  Merck  & Co.,  Inc. 


the  delta-i  analogue  of  cortisone 

Indications : 

Rheumatoid  arthritis 

Bronchial  asthma 
Inflammatory  skin  conditions 
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PATRONIZE 

OUR 

ADVERTISERS 

JOHN  G.  MERKEL 
& SONS 

icianb 

(£ft/co  tafo  ’t  ty — Sf>t  ica/if/  SPu/i/i/te^ 

New  Offices  Available 

for 

PHONE  4-8818 

General  Practitioner 

208  Governor  Printz  Blvd. 

801  N.  Union  Street 

Stockdale  Corporation 

Wilmington,  Delaware 

Claymont,  Delaware 

about 

46  CALORIES 

per  1 8 gram  slice 

4hk 


INGREDIENTS 

WHEAT,  WHOLE  WHEAT  AND  FLAKED  OR 
ROLLED  WHEAT  FLOURS,  YEAST,  MOLASSES, 
SALT,  HONEY,  MALT,  CARAMEL,  SESAME  SEED, 
YEAST  FOOD,  WITH  AN  ADDITION  OF  WHOLE 
RYE,  OATMEAL,  SOYA,  GLUTEN  AND  BARLEY 
FLOURS,  PLUS  DEHYDRATED  VEGETABLE  FLOURS, 
INCLUDING  CARROT,  SPINACH,  KELP,  LETTUCE, 
PUMPKIN,  CABBAGE,  CELERY  AND  PARSLEY. 
CALCIUM  PROPIONATE  ADDED  TO 
RETARD  SPOILAGE. 

Baked  exclusively  FOR  YOU  by 


Under  License  By  National  Bakers  Services,  Inc.,  Chicago 


POST-GRADUATE 

COURSES* 

Allergy 
Cardiology 
Dermatology 
Arthritis 
Hematology 
Electrocardiography 
Advances  In  Medical  Practice 
• 

For  Catalogue  and  Registration  write 

Albert  Einstein  Medical  Center 

Philadelphia  47,  Pa. 

* Accepted  for  Credit  by  American  Academy  of  General 
Practice 
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narcotization 


effective 
control  of 
nausea 
vomiting 


Meniere’s  syndrome, 
cerebral  arteriosclerosis, 
fenestration  surgery, 
streptomycin  toxicity 


radiation  therapy 


motion  sensitivity  in 
every  form  of  travel 


vertigo 

associated  with  labyrinthine  dysfunction 


BON  amine: 

Brand  of  meclizine  hydrochloride 

Two  convenient  dosage 
forms  . . . tasteless  Tablets 
(25  mg.)  and  mint-flavored, 
universally  acceptable 
Chewing  Tablets  (25  mg.). 
Bonamine  is  ethically 

promoted.  ^Trademark 

izer ) Pfizer  Laboratories,  Division,  Chas.  Pfizer  & Co.,  Inc.,  Brooklyn  6,  N.  Y. 
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The  organisms  commonly  involved  in 

Acute  Pharyngitis 


Strep,  pyogenes  (8.500X) 


K.  pneumoniae  (13.000X) 


All  of  them  are 
included  in 
the  more  than 
30  organisms 
susceptible  to 
broad  - spectrum 


PANMYCIN* 

Q HYDROCHLORIDE  ^ 

100  mg.  and  250  mg.  capsules  • 125  mg.  and  250  mg./tsp. 

oral  suspension  (PANMYCIN  Readimixed) 

100  mg./cc.  drops  • 100  mg./2  cc.  injectable,  intramuscular 
100,  250,  and  500  mg. /injection,  intravenous 


^TRADEMARK  REG.  U S.  PAT  OFF  —THE  UPJOHN  BRAND  OF  TETRACYCLINE 
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For  the  modification 
of  measles  and  the 
prevention  or  attenuation 
of  infectious  hepatitis 
and  poliomyelitis. 


LEDERLE  LABORATORIES  DIVISION 
American  Gianamid  co.mpavj*  Pearl  River,  New  York 


e maintain 
prompt  city-wide 
delivery  service 
for  prescriptions. 

~ 

CAPPEAITS 

Drug  Store  of  Service 

DELAWARE  AVE.  at  DUPONT  ST. 

Dial  6-8537 


Enjoy  instant,  plentiful  hot  water 


For  downright  convenience, 
comfort  and  health  of  your 
family  — you  should  have 
an  ample,  reliable  supply 
of  hot  water!  With  an  Auto- 
matic Gas  Water  Heater  in 
your  Home,  you're  sure  of 
all  the  hot  water  you  want, 
when  you  want  it.  For  light- 
ening household  tasks, 
bathing,  cleaning,  dish- 
washing, laundering  and 
many  other  uses.  Besides,  you  save  time  and 
worry,  for  you’re  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation  of 
an  Automatic  Gas  Water  Heater  in  your  home  now. 
Ask  your  Plumber,  or  stop  in  to  see  us. 


DELAWARE  POWER  E LIGHT  CO. 


With  an  Automatic  Gas 

WATER  HEATER 


~/L  "yZl&c  S*U**C* 
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EVERYTHING  NEW  IN  DRUGS 

FOR  DOCTORS  ONLY! 

t 61380  4 

6-1380  is  Brittingham’s  unlisted  telephone  number  for 
the  use  of  doctors  only  . . . Phone  your  prescriptions  to 
us  and  we  will  deliver  them  by  fast  motorcycle  to  any 
point  in  the  city  or  suburbs  . . . No  charge,  of  course! 

BRITTINGHAM’S 

PHARMACY 

MEDICAL  ARTS  BUILDING  DELAWARE  TRUST  BUILDING 

FAIRFAX  SHOPPES  EDGEMOOR 


1950  Cortone® 


1952  Hydrocortone® 


954  ‘Alflorone’  1955  Deltra 


tablets 


i 


DNISOLONE,  MERCK) 


SHARP 


Indications: 


DOHME 


2.5  mg.— 5 mg. 


(scored) 


the  delta,  analogue  of  hydrocortisone 

Rheumatoid  arthritis 

Bronchial  asthma 
Inflammatory  skin  conditions 
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To  l?£ep  your 

potfed,T)o{fayv... 


on  up-to-date  techniques  for  detecting  and  treating  cancer,  ice 
have  • • • 

• • • in  our  professional  film  library,  films  on  nearly  1 50 

subjects  covering  cancer  diagnosis,  detection  and  treatment, 
available  on  loan  • • • 

• • • our  monthly  publication,  “ Cancer  Current 

Literature,”  an  index  to  articles  on  neoplastic  diseases  from 
American  and  foreign  journals. 


For  information  about  these 
and  other  materials,  write 
your  state  Division  of  the 

American  Cancer  Society 
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THERAPEUTIC  BILE 

for  patients  with  liver  and  gallbladder  disorders 


confirmed 
in  the  laboratory 

In  the  isolated  perfused 
liver  (rat),  hydrocholer- 
esis  with  Decholin  So- 
dium increases  bile  flow 
200  to  300  per  cent— 
with  no  increase  in  total 
solids.2 


(A)  Hy r/rocholeresis: 
Bile  capillaries  (rabbit 
liver)  are  filled  with  di- 
lute bile  15  minutes  after 
i.v.  injection  of  sodium 
dehydrocholate. 

(B)  Untreated  control. 


Photomicrographs  Demon- 
strate Hydrocholeresis;  In- 
creased Secretion  o£  Highly 
Dilute  Bile1 


! ' ■ 

!' . 

confirmed 
in  practice 


“Since  bile  of  this  nature  and  in  this  large  output  can 


flush  out  even  the  smaller  and  more  tortuous  biliary 
radicles,  hvdrocholeresis  [with  Decholin  and  Decholin 
Sodium ] aids  in  removal  of  inspissated  material  and 
combats  infection.”3 

Decholin®- Decholin  Sodium® 


“true  hydrocholeresis 
—a  marked  increase 
both  in  volume  and 
fluidity  of  the  bile ”3 


Decholin  Tablets  (dehydrocholic  acid,  Ames)  3 % gr. 
(0.25  Gm.l.  De  cholin  Sodium  (sodium  dehydrocholate,  Ames ) 
20%  aqueous  solution;  ampuls  of  3 cc.,  5 cc.  and  10  cc. 

( t)  Clara,  M. : Med.  Monatsschr.  7:356,  1953.  (2)  Brauer,  R.  W.,  and 
Pessotti,  R.  L.:  Science  175:142,  1952.  (3)  Schwimmer,  D.;  Boyd, 
L.  J„  and  Rubin.  S.  H.:  Bull.  New  York  M.  Coll.  76:102,  1953. 
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AMES  COMPANY,  INC  • ELKHART,  INDIANA  Ames  Company  of  Canada,  Ltd.,  Toronto 


Why  so  many 
physicians 


Pablum  Rice  Cereal 
Pablum  Barley  Cereal 
Pablum  Oatmeal 
Pablum  Mixed  Cereal 


TOMMY  started  on  Pablum 
Rice  Cereal  at  the  age  of  2 
months.  He  likes  its  smooth 
texture  (all  Pahlum  Cereals 
are  smooth).  Pablum  Cereals 
give  him  plenty  of  iron — 

Vi  oz.  supplies  4.2  mg. — 
to  help  prevent  iron 
deficiency  anemia. 


MARY  LOU  likes  Pablum 
Oatmeal.  Since  she  has  been 
eating  Pablum  Cereals  her 
growing  appetite  is 
satisfied  longer. 


BARBARA — like  other  children 
—enjoys  all  four  Pablum® 
Cereals.  Each  variety  tempts 
her  awakening  taste  buds. 
Pablum  Cereals  are  scientifically 
packaged  to  insure  freshness. 

The  'Handi-Pour’  spout  is  an 
extra  convenience  for 
busy  mothers. 


DIVISION  OF  MEAD  JOHNSON  & COMPANY 
EVANSVILLE,  INDIANA.  U.S.  A. 


DOWN-STATE  HOSPITAL  NUMBER 


DELAWARE  STATE 
MEDICAL  JOURNAL 
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Bronchitis  generally  responds 

within  a few  hours  to 

ILOTYCIN 


(ERYTHROMYCIN.  LILLY) 


The  common  pathogens  are  rapidly  destroyed;  infec- 
tion resolves  and  soreness  diminishes.  Notably  safe 
and  well  tolerated. 

dosage:  250  or  500  mg.  q.  6 h.  Children, 

5 mg.  per  pound  of  body  weight  q.  6 h. 


more  frequently  prescrib: 


ensitivity  of  50  Coagulase-Positive  Staphylococci  to  CHLOROMYCETIN  and  Four  Other  Major  Antiu 


• • • 


•esistant  staphylococci 


y Three  Methods^ 


DISC  METHOD 


j2%  MODERATELY 
RESISTANT 


0%  RESISTANT 


20%  sensitive 


42%  MODERATELY 
RE&ISTANiT 


3$%  RE^ISTANlT 


2%  SENSITIVE 

88%  MODERATELY 
: RESISTANT 


30  40  50  60  70  OO  90  100 


Chloromycetin 

for  todays  problem  pathogens 

The  increasing  incidence  of  infections  due  to  antibiotic 
resistant  staphylococci  poses  a major  clinical  problem.1-4 
This  is  true  even  when  recently  introduced  antibiotic 
agents  are  employed. 2,3,5  Recent  laboratory  investiga- 
tions, however,  show  that  development  of  staphylococ- 
cic resistance  to  CHLOROMYCETIN  (chloramphenicol, 
Parke-Davis)  is  seldom  encountered, 3,6-8  In  fact, 
CHLOROMYCETIN  “...is  being  used  increasingly  in 
staphylococcic  infections  resistant  to  other  antibiotics.”9 


CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  adminis- 
tration, it  should  not  be  used  indiscriminately  or  for  minor  infec- 
tions. Furthermore,  as  with  certain  other  drugs,  adequate  blood 
studies  should  be  made  when  the  patient  requires  prolonged  or 
intermittent  therapy. 


References:  (1)  Spink,  W.  W.:  Arch.  Int.  Med.  94:167,  1954.  (2)  Fin- 
land, M.:  J.A.M.A.  158:188,  1955.  (3)  Tebrock,  H.  E.,  & Young,  W.  N.: 
New  York  J.  Med.  55:1159,  1955.  (4)  LeMaistre,  C.:  M.  Clin.  North 
America  39:899,  1955.  (5)  Kagan,  B.  M.:  J.M.A.  Georgia  44:210,  1955. 
(6)  Branch,  A.;  Starkey,  D.  H.;  Rodgers,  K.  C.,  & Power,  E.  E.,  in 
Welch,  H.,  & Marti-Ibanez,  E:  Antibiotics  Annual,  1954-1955,  New 
York,  Medical  Encyclopedia,  Inc.,  1955,  p.  1125.  (7)  Kutscher,  A.  H.; 
Seguin,  L.;  Lewis,  S.;  Piro,  J.  D.;  Zegarelli,  E.  V.;  Rankow,  R.,  & Segall, 
R.:  Antibiotics  & Chemother.  4:1023,  1954.  (8)  Weil,  A.  J.,  & Stempel, 
B.:  Antibiotic  Med.  1:319,  1955.  (9)  Jones,  C.  E;  Carter,  B.;  Thomas, 
W.  L.,  & Creadick,  R.  N.:  Obst.  & Gi/nec.  5:365,  1955. 
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PARKE,  DAVIS  & COMPANY  DETROIT,  MICHIGAN 


The  name 

Winthrop-Stearns  Inc. 


Only  the  name  is  changed— nothing  else. 


This  new  name  better  indicates  the  nature 
of  our  operations  which  is  to  supply 
high  quality  therapeutic  and  diagnostic  pharmaceuticals 


MANUFACTURERS  OF  THE  FOLLOWING  DIAGNOSTIC  AND  THERAPEUTIC  AGENTS 


ARALEN®  PHOSPHATE 

AVERTIN®  WITH  AMYLENE  HYDRATE 

CREAMAUN® 

DEMEROL®  HYDROCHLORIDE 
DIODRAST®  35% 

DIODRAST®  70% 

DIODRAST®  COMPOUND  SOLUTION 
DRISDOL®  IN  PROPYLENE  GLYCOL 
DRISDOL®  WITH  VITAMIN  A DISPERSIBLE 
EVIPAL®  SODIUM 
HYPAQUE®  SODIUM 


ISUPREL®  HYDROCHLORIDE 
LEVOPHED®  BITARTRATE 
MEBARAL® 

MILIBIS® 

NEO-SYNEPHRINE®  HYDROCHLORIDE 
pHisoHex® 

PONTOCAINE®  HYDROCHLORIDE 

SALYRGAN®-THEOPHYLLINE 

TELEPAQUE® 

ZEPHIRAN®  CHLORIDE 

and  many  others 


Trademarks  reg.  U.S.  Pat.  Off. 
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know 

your 

diuretic 


fewer  restrictions  of  activity  are  the  benefit  of  prolonged  use  of 
those  diuretics  effective  over  the  entire  range  of  cardiac  failure. 
The  organomercurials— parenteral  and  oral-improve  the 
classification  and  prognosis  of  your  decompensated  patients. 
Diuretics  of  value  only  in  milder  grades  of  failure,  or  which 
must  be  given  intermittently  because  of  refractoriness  or  side 
effects,  are  incapable  of  "upgrading"  the  cardiac  patient. 


TABLET 

NEOHYDRIN 


BRAND  OF  CHLORM  ERODRI  N (18.3  MG.  OF  3-CH  LORO  M ERCURI-2 

-METHOXY-PROPYLUREA  IN  EACH  TABLET) 


for  “...a  new  picture  of  the  patient  in  congestive  heart  failure."* 
replaces  injections  in  80%  to  90%  of  patients 

*Leff,  W.,  and  Nussbaum,  H.  E.:  J.  M.  Soc.  New  Jersey  50:149,  1953. 


a standard  for  initial  control  of  severe  failure 


MERCUHYDRIN®  SODIUM 

BRAND  OF  MERALLURIDE  INJECTION 


cd&Uc/e  LABORATORIES,  INC.,  MILWAUKEE  1,  WISCONSIN 


specific  against 


STEARATE 


with  little  risk 
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In  a Filter  Cigarette. . . 
its  the  Fitter  Jiou Depend  on 


The  VICEROY  filter  tip  contains 
20,000  tiny  filter  traps,  made  through 
the  solubilization  of  pure  natural 
material.  This  is  twice  as  many  of 
these  filter  traps  as  any  other  brand. 


We  believe  this  simple  fact  is  one 
of  the  principal  reasons  why  so 
many  doctors  smoke  and  recommend 
VICEROY — the  cigarette  you  can 
really  depend  on! 


Viceroy 

‘'litter  ^Jip 

CIGARETTES 

KING-SIZE 


SE* Viceroy 


World’s  Most  Popular  Filter  Tip  Cigarette 
Only  a Penny  or  Two  More 
Than  Cigarettes  Without  Filters 


ONLY  VICEROY  GIVES  YOU 


20,000  FilferTraps 


TWICE  AS  MANY  OF 
THESE  FILTER  TRAPS  AS 
ANY  OTHER  BRAND! 


4-5  times  as  potent  as  cortisone 
or  hydrocortisone,  mg.  for  mg. 


' + nx—xi-na 


Meticortelone  resembles  Meticorten  in  antirheumatic,  anti- 
inflammatory and  antiallergic  effectiveness.111  The  availability  of 
these  new  steroids,  first  discovered  and  introduced  by  Schering,  pro- 
vides the  physician  with  two  valuable  agents  of  approximately  equal 
effectiveness  in  cortical  hormone  therapy. 


Bibliography:  (1)  Bunim,  J.  J.;  Pechet,  M.  M.,  and  Bollet,  A.  J.:  J.A.M.A.  757:311,  1955. 
(2)  Waine,  H.:  Bull.  Rheumat.  Dis.  5:81,  1955.  (3)  Tolksdorf,  S.,  and  Perlman,  P:  Fed. 
Proc.  14: 377,  1955.  (4)  Herzog,  H.  L.,  and  others:  Science  121:116,  1955.  (5)  Bunim,  J.  J.; 
Black,  R.  L.;  Bollet,  A.  J.,  and  Pechet,  M.  M.:  Ann.  New  York  Acad.  Sc.  67:358,  1955. 

(6)  Henderson,  E.:  New  developments  in  steroid  therapy  of  rheumatic  diseases,  presented 
at  New  Jersey  State  Medical  Society  Meeting,  Atlantic  City,  New  Jersey,  April  17-20,  1955. 

(7)  Boland,  E.  W.:  California  Med.  82: 65,  1955;  abs.,  Curr.  M.  Digest  22:53,  1955.  (8)  King, 
J.  H.,  and  Weimer,  J.  R.:  A.M.A.  Arch.  Ophth.  54:46,  1955.  (9)  Criep,  L.  H.:  Prednisolone 
and  prednisone  in  the  treatment  of  allergic  diseases,  to  be  published.  (10)  Sternberg,  T.  H., 
and  Newcomer,  V.  D.:  Am.  Pract.  & Digest  Treat.  6:1102,  1955.  (11)  Gordon,  D.  M.:  Pred- 
nisone and  prednisolone  in  ocular  disease,  to  be  published. 


c/cetMi 


brand  of  prednisolone.  Schering. 


Meticorten, * brand  of  prednisone,  Schering. 
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new  anti-anxiety  factor 
with  muscle-relaxing  properties 
relieves  tension 

Usual  dosage:  1 tablet,  t.i.d. 
supplied:  Tablets,  400  mg.,  bottles  of  48. 

Philadelphia,  Pa.  i.  Selling,  L.S.:  J.A.M.A.  157:1594  (April  30)  1955. 

2.  Borrus,  J.C.:  J.A.M.A.  157:1596  (April  30)  1955. 
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To  help  your  obese  patients  reduce  and  stay  re- 
duced, Knox  introduced  this  year  a new  dieting 
plan  based  on  the  use  of  nutritionally  tested 
Food  Exchanges.1  The  very  heart  of  this  new 
dietary  is  a “choice-of-foods  diet  list”  chart 
which  presents  diets  of  1200,  1600  and  1800 
calories. 

Each  of  these  diets  may  be  easily  modified  to 
meet  special  needs.  However,  the  important 
points  for  your  patients  are  that  the  use  of  this 
chart  eliminates  calorie  counting,  permits  the 
patient  a wide  range  of  food  choices  and  dispels 
that  old  empty  feeling  by  allowing  between-meal 
snacks. 

These  advantages  should  make  your  manage- 
ment of  difficult  and  average  cases  easier.  If  you 


would  like  a supply  of  the  new  Knox  charts  for 
your  practice,  just  fill  in  the  coupon  below. 

1,  Developed  by  the  U.  S.  Public  Health  Service  assisted  by 
committees  of  The  American  Diabetes  Association,  Inc.  and  The 
American  Dietetic  Association. 


Chas.  B.  Knox  Gelatine  Co.,  Inc.L  — 
Professional  Service  Dept.  SJ-12^  1 «« 

Johnstown,  N.  Y. 

Please  send  me copies  of  the  new,  color-coded 

“ choice-of-foods  diet  list ” chart. 

TOUR  NAME  AND  ADDRESS; 


New  Knox  Food  Exchange  Chart 

Eliminates  Calorie  Counting 
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ft  er  Bread  Comes  W ine . 

The  Seco  )id  Legacy  of  the  Creato 


From  the  very  dawn  of  history,  wine,  the  classic  beverage  of 
moderation,  has  been  acclaimed  for  its  appetite-stimulant  prop- 
erties, its  role  in  nutrition,  its  function  as  an  aperitif. 

However,  until  quite  recent^'  no  serious  attempt  was  made 
at  a scientific  objective  study  of  the  rationale  of  wine  as  a 
nutritional  or  medicinal  agent. 

Recently,  in  response  to  a demand  within  the  medical  profes- 
sion that  fact  be  separated  from  folklore,  the  Wine  Advisory 
Board  decided  to  institute  a series  of  studies  to  determine  the 
true  therapeutic  niche  of  wine  based  on  a more  accurate  knowl- 
edge ot  its  chemical  constituents,  its  physiological  and  pharma- 
cological actions. 

The  results  to  date  have  been  most  gratifying.  For  example, 
we  have  learned  that — ■ 

— Wine  stimulates  olfactory  acuity — markedly  increasing  appe- 
tite in  anorexia; 

—Wine  increases  appreciably  not  only  the  volume  but  the  proteo- 
lytic power  oi  gastric  juice,  thereby  encouraging  digestion 
notably  in  convalescents  and  older  patients; 

- — Wine  serves  as  a quick-energy  food.  Its  small  amount  of  hexose 
is  speedily  absorbed  and  its  moderate  content  of  alcohol  is 
metabolized  readily  even  by  diabetics; 

- — Wine  possesses  significant  vasodilating,  diuretic  and  relaxing 
properties  of  value  in  the  field  of  cardiology; 

— A little  Port  or  Sherry  at  bedtime  is  a valuable  relaxant  to  the 
insomniac  and  may  obviate  the  need  for  sedative  medication. 
And  wine  can  help  brighten  the  often  unappealing  character  of 
special  or  restricted  dietaries — a psychological  boost  of  inesti- 
mable value  to  the  debilitated  and  depressed  patient. 

We  believe  you  will  find  'Uses  of  Wine  in  Medical  Practice” 
a valuable  addition  to  your  files.  A copy  is  available  to  you  at 
no  expense,  by  writing  to:  Wine  Advisory  Board,  71 7 Market 
Street,  San  Francisco  5,  California. 

*Georges  Ray,  Vins  de  France,  Paris,  University  Press,  1946  (p.  75). 
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The  organisms  commonly  involved  in 


Pneumonia 


Strep,  pyogenes (8.500X) 


All  of  thorn  aro 
included  in 
tho  more  than 
30  organisms 
suscoptibloto 
broad  - spoctrum 


Staph,  aureus  (9.000X) 


PANMYCIN 

^ H V O R.  O C~  H L O R ) O E ^ 

100  mg.  and  250  mg.  capsules  • 125  mg.  and  250  mg./'tsp. 

oral  suspension  (PANMYCIN  Readimixed) 

100  mg. /cc.  drops  • 100  mg. /2  cc.  injection,  intramuscular 

100  mg.,  250  mg.,  and  500  mg.  vials,  intravenous 


’TRADEMARK.  REG.  U.  3 PAT.  OFF  — THE  UPJOHN  BRAND  OF  TETRACYCLINE 


ins 
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Ideal  practice  requires 
periodic  adaptation 
of  the  incfimdua/igect  formula 
to  the  growing  infant 


Behind 


Karo  Syrup...  a carbohydrate 
of  choice  in  “milk  modification” 
for  3 generations 


With  Karo,  milk  and  water  in  the  universal  prescription, 
the  doctor  can  readily  quantitate  the  best  formula  for  each 
infant. ' Individual  infant  feeding  assures  early  adaptation 
of  the  most  satisfactory  milk  mixture.  A successful  infant 
formula  thus  lays  the  foundation  for  early  introduction 
of  semi-solid  foods. 

Karo  is  well  tolerated,  easily  digested,  gradually  absorbed 
at  spaced  intervals  and  completely  utilized.  It  is  a balanced 
fluid  mixture  of  maltose,  dextrins  and  dextrose  readily 
soluble  in  fluid  whole  or  evaporated  milk.  Precludes 
fermentation  and  irritation.  Produces  no  intestinal  reactions. 
Is  hypoallergenic.  Bacteria -free  Karo  is  safe  for  feeding 
prematures,  newborns,  and  infants — well  and  sick. 

Light  and  dark  Karo  are  interchangeable  in  formulas; 
both  yield  60  calories  per  tablespoon. 


each  bottle  three  generations  of  world  literature. 


CORN  PRODUCTS  REFINING  COMPANY 

17  Battery  Place,  New  York  4,  N.  Y. 
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0.2  Gm. 
(3  grs.) 

0.12  Gm. 
(2  grs.) 

60  mg. 
(1  gr.) 

30  mg. 
(Vi  gr.) 

When  little  patients  balk  at  scary, 
disquieting  examinations  (before  you’ve 
begun)  . . . 

When  they’re  frightened  and  tense  (and 
growing  more  fearful  by  the  minute)  . . . 
When  they  need  prompt  sedation  (and 
the  oral  route  isn’t  feasible)  ...  try 


With  short-acting  Nembutal,  the  dosage 
required  is  small  and  the  margin  of  safety 
is  wide.  And — since  the  drug  is  quickly 
and  completely  destroyed  in  the  body — 
there  is  little  tendency  toward  morning-after 
hangover.  Keep  a supply  of  all  four  sizes 
of  Nembutal  suppositories  on  hand.  Be 
ready  for  the  frightened  ones 


before  their  fears  begin. 


QMrtrtt 


Pentobarbital  Sodium,  Abbott 
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Everybody  likes  to  get  letters 


We  like  especially  the  letters  from  hospitals  and  medical  student 
or  nursing  groups,  telling  us  they  enjoyed  a behind-the-scenes 
inspection  of  our  dairy. 

We  think  you'd  benefit  from  a good  look  at  the  world’s  most 
modern  dairy,  too.  You'd  see  for  yourself  the  care  and  skill  that 
go  into  processing  Sealtest  milk  and  dairy  products.  And  you'd 
be  able  to  take  advantage  of  an  informative  program  on  nutri- 
tion prepared  for  you  by  our  Mr.  Goebel  . . . 


. . . who  is  a member  of  our  staff  especially  trained  to  be  of 
service  to  the  medical  profession.  To  arrange  for  one  of  his 
nutritional  programs,  call  Mr.  Goebel  at  LOcust  7-4024  in 
Philadelphia,  or  write  him  in  care  of 

SUPPLEE  SEALTEST 

Philadelphia  National  Bank  Bldg..  Philadelphia  7.  Penna. 
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One  out  of  three  who  died  of  cancer 

last  year  could  hare  been  saved i 


To  alert  the  practicing  physician  to  suspect  and  diagnose  cancer  early  — 
the  American  Cancer  Society  has  available  for  you  a film  series  of 
Physicians’  Conferences  on  Cancer. 

* Kinescopes  of  live,  color,  closed-circuit  television  programs,  on 
early  diagnosis  and  treatment  of  cancer,  present  outstanding  clinicians. 

These  24  film  programs  — the  nucleus  of  a course  on  cancer  for  the 
General  Practitioner — cover  virtually  all  cancer  sites  and  types. 

They  center  around  panel  discussions,  laboratory  techniques,  case 
histories,  x-ray  findings,  histopathology,  statistical  data, 
and  operative  procedures. 

Professional  Films  and  services  available  to  the  doctor  in  his  own 
community  may  be  obtained  through  your  Division  of  the 

American  Cancer  Society 


• APPROVED  BY  THE  AMERICAN  ACADEMY  OF  CENERAL  PRACTICE  FOR  INFORMAL  STUDY  CREDIT  (li  MM  COLOR  SOUND  FILMS.  RUNNING  TIME  SO-SO  MINUTES) 


when  hormones 


are  preferred  therapy. . . 

SCHERING  HORMONES 

assure  superior  quality 

Schering’s  High  standards  and  quality  control  assure  products  of 
unchanging  potency  and  purity  for  uniform  action  and  clinical  efficacy. 


minimal  cost 

Manufacturing  know-how  and  continuing  research  hy  Schering 


provide  preparations  of  highest  quality  at  minimum  cost. 


specific 

androgen  therapy 
anabolic 

in  tissue  wasting 

Oral:  10  and  25  mg.  Buccal:  10  mg. 


my 


ORETON 

Methyl 


METHYLTESTOSTERONE 


Ur.?- 


Schering  Corporation 

BLOOMFIELD,  NEW  JERSEY 
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most  useful  antibiotic  for  the 
most  prevalent  M 

infections 


532179 


'Ilotycin’ 

(ERYTHROMYCIN,  LILLY) 


’Ilotycin’  kills  susceptible  pathogens  of  the 

respiratory  tract.  Therefore,  the  response  is  de- 
cisive and  quick.  Bacterial  complications  such 
as  otitis  media,  chronic  tonsillitis,  and  pyelitis 
are  less  likely  to  occur. 

Most  pathogens  of  the  respiratory  tract 
are  rapidly  destroyed.  Yet,  because  the  coli- 
form  bacilli  are  highly  insensitive,  the  bacterial 
balance  of  the  intestine  is  seldom  disturbed. 

’Ilotycin’  is  notably  safe  and  well  toler- 
ated. Urticaria,  hives,  and  anaphylactic  reac- 


Over  96%  of  all  acute  bacterial 
respiratory  infections 
respond  readily 

tions  have  not  been  reported  in  the  literature. 

Staphylococcus  enteritis,  avitaminosis,  and 
moniliasis  have  not  been  encountered. 

Gastro-intestinal  hypermotility  is  not  ob- 
served in  bed  patients  and  is  seen  in  only  a small 
percentage  of  ambulant  patients. 

Available  as  specially  coated  tablets,  pedi- 
atric suspensions,  I.V.  and  I.M.  ampoules. 


QUALITY  / RESEARCH  j INTEGRITY 


ELI  LILLY  AND  COMPANY  • INDIANAPOLIS  6,  INDIANA,  U.S.  A. 
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PHARYNGEAL  DIVERTICULECTOMY 
A Case  Report 

J.  Robert  Fox,  M.D.*, 

Henry  VanP.  Wilson,  M.D., 
Eugene  R.  McNinch,  M.D., 

AND 

George  R.  Spong,  M.D., 

Dover,  Del. 

Pulsion  diverticulum  of  the  hypopharynx 
is  a relatively  uncommon  diagnosis  mea- 
sured against  surgical  admissions  of  a gen- 
eral hospital.  The  first  such  case  at  the 
Kent  General  Hospital  occured  in  an  87 
year  old  female  and  resulted  in  a success- 
ful one-stage  extirpation  followed  by  an 
uneventful  postoperative  recovery. 

The  generally  accepted  etiology  of  a 
pulsion  diverticulum  of  the  hypopharynx 
is  intrapharyngeal  pressure  acting  during 
deglutition  from  within  outward.  The  na- 
ture of  the  weakness  in  the  muscular  wall 
of  the  hypopharynx  is  not  completely  un- 
derstood. The  out-pouching  of  the  mucosa 
covered  with  fibrous  tissue  usually  arises 
from  the  left  lateral  wall  of  the  pharynx 
between  the  cricopharyngeus  muscle  fibres 
below  and  the  inferior  constrictor  muscle 
above.  The  opening  is  usually  up  to  2.5- 
5.0  centimeters.  The  mucosal  lining  fre- 
quently shows  inflammation  from  retained 
food  which  produces  fibrous  adherence  to 
surrounding  tissues. 

The  diagnosis  can  be  suspected  by  the 
patient’s  discription  of  dysphagia  accom- 
panied by  noisy  deglutition.  When  air  is 
present  in  the  sac  a gurgling  sensation  can 
be  heard  and  palated  in  the  neck  upon 
drinking.  With  mirror  laryngoscopy,  fluid 
can  be  seen  regurgitating  from  one  or  both 
pyriform  sinuses  upon  compressing  the  base 
of  the  neck.  A barium-swallowing-function 
test  done  by  the  roentgenologist  will  out- 
line the  pouch  and  help  rule  out  cicatricial 

* Respectively,  Attending  Otolaryngologist,  Surgeon,  Ra- 
diologist, and  Internist,  Kent  General  Hospital, 


stenosis  and  carcinoma  of  the  upper  esopha- 
gus. Esophagoscopic  examination  using  a 
previously  swallowed  thread  as  a guide 
will  enable  the  endoscopist  to  explore  the 
diverticulum  and  to  pass  beyond  its  mouth 
in  order  to  eliminate  the  possibility  of  dis- 
ease in  the  cervical  esophagus. 

The  treatment  is  best  accomplished  by 
the  combined  efforts  of  the  general  surgeon 
and  the  esophagoscopist.  Pre-operative  pre- 
paration includes  correcting  any  nutritional 
deficiencies  and  reviewing  the  general  phy- 
sical condition  of  the  patient  with  respect 
to  the  anticipated  general  anesthetic.  One 
day  prior  to  operation  several  yards  of  silk 
button-hole  twist  threat  is  swallowed  by  the 
patient  until  it  becomes  well  anchored  in 
the  intestines. 

The  one-stage  operation  is  directed  to- 
ward cleansing  the  sac  through  the  esopha- 
goscope  prior  to  its  dissection  by  the  sur- 
geon. Later  during  ligation  of  the  neck  of 
the  sac,  the  normal  alignment  of  the 
pharynx  and  esophagus  is  clarified  by  plac- 
ing the  esophagoscope  in  the  subdiverticular 
esophagus. 

Following  the  administration  of  a gener- 
al anesthetic  a 9 mm  esophagoscope  is  in- 
troduced into  the  diverticulum  to  aspirate 
residual  food  and  secretion.  This  precau- 
tion eliminates  the  danger  of  overflow  into 
the  trachea  during  operation  and  spillage 
into  the  neck  at  the  time  of  the  ligation. 
Identification  of  the  sac  in  the  lower  neck 
is  aided  by  palpating  the  tip  of  the  esopha- 
goscope and  noting  the  transilluminating 
effect  of  the  lighted  instrument  shining 
through  the  mucosal  wall  of  the  pouch.  Once 
the  sac  has  been  grasped,  the  esophagoscope 
is  withdrawn  until  its  neck  is  to  be  ligated. 
Using  a previously  swallowed  thread  as  a 
guide,  the  esophagoscope  is  then  passed  in- 
to the  cervical  esophagus  acting  as  a mold 
to  guide  the  surgeon  in  estimating  the 
amount  of  pharyngeal  wall  to  be  removed 
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Fig.  1 

Pre-operative  film.  There  is  a large  pulsion 
type  diverticulum  filled  with  barium  mixture 
and  air  originating  in  the  hypopharynx  on  the 
left  side  and  extending  inferiorly  to  the  level 
of  the  sterno-clavicular  articulation.  It  mea- 
sures 5 Vi  cms.  in  its  greatest  diameter. 

in  closing  the  wide  diverticular  mouth.  By 
this  method  the  sac  can  be  completely 
removed  without  fear  of  postoperative 
stenosis.  On  the  morning  following  the 
operation,  a No.  14F  catheter  is  inserted 
through  the  nose  to  act  as  a feeding  tube 
during  the  ten  day  convalescent  period. 

The  neck  is  entered  along  the  anterior 
border  of  the  left  sternocleidomastoid  mus- 
cle. The  anterior  belly  of  the  omohyoid 
muscle  and  the  inferior  thyroid  vessels  are 
severed  for  good  exposure.  The  tip  of  the 
sac  is  rotated  into  the  wound  by  the  en- 
doscopist and  grasped  with  an  intestinal 
forceps.  A moist  sponge  is  placed  in  the 

Fig.  2 & Fig.  3 

Post-operative  films.  The  barium  outlined  hy- 
popharynx and  upper  esophagus  shows  some 
irregularity  at  the  operative  level,  but  there 
is  no  evidence  of  obstruction  and  the  patient 
experienced  no  difficulty  in  swallowing  the 
barium  paste. 
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lower  pole  of  the  wound  to  safeguard  the 
mediastinum.  The  sac  is  freed  in  its  en- 
tirety and  with  the  esophagoscope  in  the 
cervical  esophagus  the  neck  is  grasped  and 
separated  between  two  hemostatic  clamps. 
Phenol  and  alcohol  are  applied  to  the  stump 
which  is  then  sutured  with  a No.  1 chromic 
catgut.  A transfixing  suture  is  used  to 
transplant  the  stump  upwards  beneath  the 
inferior  constrictor  muscle.  The  upper  mar- 
gin of  the  cricopharyngeus  muscle  is  ap- 
proximated to  the  lower  margin  of  the  in- 
ferior constrictor  muscle  with  chromic  su- 
tures. The  incision  is  closed  in  layers  over 
a small  Penrose  drain  placed  in  the  lower 
pole  of  the  wound. 

The  feeding  tube  is  installed  through 
the  nose  on  the  morning  following  the  oper- 
ation and  left  in  place  during  the  ten  day 
convalescence.  The  patient  is  encouraged 
to  be  out  of  bed  from  the  second  post- 
operative day,  if  the  temperature  is  normal. 
Sutures  and  drain  are  removed  on  the 
seventh  day.  The  feeding  tube  is  taken  out 
on  the  tenth  day  and  a roentgen  examina- 
tion is  done  with  thin  barium.  When  the 
patient  is  discharged  he  is  instructed  to 
use  a gradually  increasing  soft  diet. 

Case  Report 

Mrs.  C.  R.,  an  87  year  old  white  female, 
was  first  diagnosed  by  roentgen  examina- 
tion as  having  a pharyngeal  diverticulum 
in  1952.  Symptoms  of  dysphagia,  noisy 
deglutition,  regurgitation,  nocturnal  chok- 
ing, and  weight  loss  due  to  reduced  solids 
in  the  diet  were  instrumental  in  bringing 
the  patient  to  seek  surgical  relief.  Esopha- 
goscopic  examination  ruled  out  stenosis 
and  caricinoma  in  the  cervical  esophagus. 

Preoperative  studies  including  blood 
chemistry,  EKG.  Xray  of  the  chest  showed 
this  patient  to  be  in  remarkably  good  pre- 
servation in  spite  of  her  advanced  age.  On 
August  29,  1955  a one-stage  pharyngeal 
diverticulectomy  was  done  according  to  the 
above  mentioned  technique,  using  ether  an- 
esthesia. The  postoperative  course  was  un- 
eventful. The  sutures  and  drain  were  re- 
moved on  the  seventh  day  and  the  feeding 
tube  on  the  tenth  day.  A follow-up  barium 
examination  showed  the  diverticulum  to 


be  completely  removed  with  no  stricture  of 
the  pharynx.  The  patient  has  been  free 
of  all  symptoms  since  discharge  from  the 
hospital. 
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PREECLAMPSIA  WITH  LIVER  DAMAGE* 

A Case  Report 

R.  W.  Comegys,  M.D., 

E.  S.  Dennis,  M.D., 

J.  A.  Krieger,  M.D., 

AND 

E.  H.  Mercer,  M.D., 

Dover,  Del. 

One  now  sees  articles  in  the  medical  liter- 
ature concerning  the  disappearing  diseases 
— preeclampsia  and  eclampsia.  This  “dis- 
appearance” has  been  affected  to  the  great- 
est extent  by  the  increased  attention  to 
pre-natal  care  on  the  part  of  both  physician 
and  patient  — truly,  preventive  medicine. 
I suppose  we  must  say  that  the  “disappear- 
ance” has  been  relatively  rapid.  While  our 
colleagues  at  the  microscope  are  still  trying 
to  decide,  and  agree,  on  the  pathologic  pro- 
gression of  the  lesions  found  in  the  liver  of 
preeclamptic  women,  the  material  being 
presented  to  them  is  becoming  less  and  less. 
Diekmann1  and  Acosta-Sison2  maintain 
that  the  liver  lesions  seen  in  eclampsia  are 
more  frequently  found  in  the  right  lobe.  It 
is  the  right  lobe  of  the  liver  that  one  can 
best  biopsy  by  the  needle  method.  Dieck- 
mann1  states  that  the  lesion  consists  of  a 
periportal  hemorrhage  and  necrosis  of  the 
liver. 

We  feel  that  the  following  case  will  be 
of  interest,  since  a liver  biopsy  was  done 
on  this  patient  with  severe  preeclampsia. 

Case  Report 

The  patient  was  a 19  year  old  gravida  1 
negro  female,  a migrant  farm  worker.  She 
presented  herself  to  one  of  us  (E.  D.)  3 
weeks  prior  to  term  and  admission  to  the 
hospital.  She  stated  that  during  this  preg- 

* From  the  Obstetrical  Service,  Kent  General  Hospital. 
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nancy  she  had  previously  been  seen  by  a 
physician  in  another  state  and  he  had  treat- 
ed her  for  high  blood  pressure. 

During  the  first  visit  to  her  physician  in 
this  state  it  was  noted  that  her  blood  pres- 
sure was  160  120.  She  had  slight  edema, 
and  her  urine  contained  3 plus  albumin. 
There  was  no  jaundice.  Hospitalization  was 
repeatedly  advised  by  her  physician  but 
refused  by  the  patient  because  she  “felt 
fine”  and  wanted  to  have  her  baby  “the 
regular  way”.  Outpatient  treatment  was 
therefore  instituted.  Three  weeks  later,  one 
day  past  the  E.D.C.,  the  patient  agreed  to 
admission  to  the  hospital. 

On  admission,  October  1,  1955,  the  pa- 
tient was  afebrile  and  markedly  jaundiced. 
She  was  bleeding  from  the  gums,  and  no 
fetal  heart  could  be  heard.  The  blood  pres- 
sure was  210/130.  The  patient  offered  no 
complaints.  Occasional  Braxton-Hicks  con- 
tractions could  be  felt. 

X-ray  pelvimetry  was  done  and  revealed 
an  android  pelvis  with  borderline  measure- 
ments. It  was  the  opinion  of  the  radiologist 
that  delivery  from  below  could  be  expected. 
This  was  also  the  clinical  impression.  The 
presenting  part  (vertex)  was  at  the  level  of 
the  spines  without  resorting  to  the  Hillis 
maneuver. 

Laboratory  data  at  that  time  were:  RBC 
4,270,000;  Hb.  13.3  grn.  Urinalysis  — al- 
bumin 4 plus.  Icterus  index,  99.  Bleeding 
time  and  coagulation  time,  normal.  Sickling 
test,  negative. 

The  cervix  was  not  considered  “ripe”. 
The  patient  was  sedated  and  a dilute  pitocin 
solution  was  given  by  I.  V.  infusion  to 
ripen  the  cervix.  The  iollowing  day  the 
membranes  were  ruptured  and  the  patient 
was  again  given  I.  V.  pitocin.  Good  labor 
followed  and  persisted.  She  delivered,  after 
1 1 hours  of  labor  under  saddle  block  anes- 
thesia, a full  term  macerated  stillborn  fetus 
from  ROA  over  a LML  episiotomy  by  per- 
ineal forceps. 

The  placenta  had  a 2 x 3 cm.  area  of  old 
infarction. 

The  post-partum  period  was  febrile.  The 
patient  was  treated  with  antibiotics,  I.  V. 


glucose,  supportive  therepy,  vitamin  K,  and 
lipo-adrenal  cortical  extract. 

It  was  estimated  that  the  patient  lost 
250  cc  of  blood  during  delivery.  There  was 
no  excessive  bleeding  during  the  post-par- 
tum period.  On  the  second  day  her  RBC 
was  2,500,000,  the  Hb.  being  8.15  gm. 
Since  blood  loss  had  been  normal  and  the 
degree  of  jaundice  was  improving,  the  de- 
pression of  the  blood  count  was  attributed 
to  the  correction  of  the  hemoconcentration 
seen  in  the  toxemic  state.  The  patient  was 
given  whole  blood  transfusions. 

A needle  biopsy  of  the  liver  was  taken 
on  10/10/55.  The  following  is  the  patho- 
logical report  of  the  microscopic  picture: 
“Section  shows  focal  hemorrhagic  necrosis 
of  the  liver  cells  with  a few  of  the  cords 
undergoing  degeneration  and  with  blood 
extravasation  into  the  degenerating  and 
necrotic  area.  The  rest  of  the  liver  cells 
are  well  preserved,  showing  no  significant 
fatty  infiltration.  The  portal  zone  shows 
no  significant  inflammatory  reaction  or 
fibrosis.  The  central  veins  are  well  pre- 
served. Around  the  hemorrhagic  necrosis 
are  a minimal  number  of  polymorphonu- 
clear leukocytes  and  monocytes.  The  bile 
canaliculi  and  bile  ducts  are  not  distended.” 

The  patient’s  hypertension  subsided 
promptly  after  delivery.  The  jaundice  grad- 
ually subsided.  She  was  discharged  on  the 
twenty-first  hospital  day.  At  that  time  she 
continued  to  have  2 plus  albumin  in  her 
urine.  Her  NPN  was  48. 
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AMEBIASIS 
A Case  Report 

Felix  Mick,  M.D.,* 

Milford,  Del. 

Physicians  in  the  Milford  area  have  noted 
what  appears  to  be  a significant  increase  in 
the  incidence  of  clinical  amebiasis  within 
the  last  six  months.  Whereas  this  disease 
was  previously  considered  a rarity,  it  now 
occurs  with  sufficient  frequency  to  put  us 

* Attending  Physician,  Milford  Memorial  Hospital. 
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all  on  the  alert.  The  cause  for  the  increase 
is  not  clear.  Obviously,  the  very  rise  in  our 
index  of  suspicion  must  account  for  some 
of  the  new  cases  that  are  being  detected. 
Probably  the  increase  in  the  number  of 
skilled  laboratory  technicians  is  also  a 
factor.  From  the  author’s  conversations 
with  his  colleagues  there  seems  to  be  no 
real  connection  between  the  increase  in 
clinical  amebiasis  and  the  recent  foreign 
military  campaigns.  Most  or  all  of  the  pa- 
tients have  had  no  military  service  and 
have  lived  most  of  their  lives  within  this 
area.  They  come  from  all  economic  classes, 
more  or  less  equally,  therefore  there  is  no 
obvious  correlation  pertaining  to  sanitation, 
plumbing,  and  water  supply. 

The  following  case  is  presented  as  a time- 
ly, although  extreme,  example  of  this  dis- 
ease. Conceivably  this  patient’s  life  could 
have  been  saved  if  we  had  suspected  the 
true  nature  of  his  condition  and  instituted 
immediate  aggressive  therapy. 

Case  Report 

V.  L.,  a 77  year  old  white  male,  was  ad- 
mitted to  the  Milford  Memorial  Hospital  at 
8:27  P.M.  on  September  5,  1955  in  a semi- 
comatose  state.  History  from  the  patient’s 
wife  revealed  that  he  had  had  a slight 
“cold”  for  several  days,  producing  mild 
malaise,  but  no  other  symptoms  until  about 
6:00  P.M.  on  the  day  of  admission.  At 
that  time’  while  driving  his  automobile,  he 
experienced  a sudden  agonizing  precordial 
pain  which  radiated  to  his  left  shoulder  and 
caused  extreme  shortness  of  breath  and  pro- 
fuse perspiration.  He  was  admitted  in  this 
condition,  with  rapidly  progressive  loss  of 
consciousness. 

Past  history  revealed  that  he  had  al- 
ways been  a healthy  and  vigorous  man.  He 
had  had  no  severe  or  prolonged  illness  of 
any  kind.  His  wife  recalled  only  two  or 
three  occasions  during  their  long  married 
life  when  he  had  consulted  a physician,  and 
these  for  minor  ailments.  He  had  lived  in 
Delaware  all  his  life  and  had  made  only 
very  few,  short  trips  outside  the  state. 

Physical  examination  revealed  a some- 
what over-nourished  elderly  white  male,  al- 
most unconscious,  with  fairly  good  color, 


but  perspiring  profusely.  His  temperature 
was  100°  F.,  axillary.  Pulse  was  rapid, 
thready,  irregular.  Positive  physical  find- 
ings were  limited  to  the  thorax.  There  was 
a marked  dullness  to  percussion  and  dim- 
inished breath  sounds  throughout  the  right 
hemithorax.  On  the  left  side  resonance  and 
breath  sounds  were  of  fair  quality,  but 
there  were  a few  fine  basal  rales.  The  heart 
seemed  to  be  in  normal  position.  Heart 
tones  were  weak  and  no  murmurs  were 
heard.  The  rate  was  about  150;  the  rhy- 
thm very  irregular.  Blood  pressure  was 
120/80.  The  abdomen  was  soft,  with  per- 
haps slight  gaseous  distention.  No  masses 
were  palpable  in  the  abdomen,  and  no 
tenderness,  although  the  latter  finding  was 
unrealiable  because  of  the  patient’s  unre- 
sponsiveness. The  remainder  of  the  physi- 
cal examination  was  essentially  within  nor- 
mal limits. 

Our  clinical  impression  was  acute  con- 
gestive heart  failure,  probably  due  to  a 
myocardial  infraction,  or  a pulmonary  ca- 
tastrophe, or  both.  The  patient  was  placed 
in  an  oxygen  tent,  given  morphine,  atro- 
pine, intramuscular  Thiomerin,  intravenous 
Cedilanid'  penicillin  and  streptomycin.  An 
emergency  portable  chest  x-ray  revealed  the 
right  lung  field  totally  opaque  and  the 
heart  possibly  slightly  displaced  to  the  left. 
The  left  lung  field  was  hazy.  Thoracentesis 
was  considered,  but  was  not  attempted, 
because  in  the  face  of  the  rapidly  advancing 
nature  of  the  process  and  the  patient’s 
moribund  condition  it  was  thought  that 
little  could  be  gained. 

Throughout  the  night  the  patient  sank 
into  complete  coma.  His  temperature  rose 
to  102°  axillary.  The  rales  in  the  left  chest 
progressively  increased,  and  he  expired  the 
next  morning  at  11:30,  about  fifteen  hours 
after  admission. 

Postmortem.  The  right  thoracic  cavity 
contained  1000  cc.  of  thick  “anchovy- 
sauce”  fluid.  The  lungs  were  collapsed 
and  covered  by  thickened  gray-pink  pleura. 
Section  through  the  lungs  showed  rubbery 
gray-pink  tissue.  The  pulmonary  blood 
vessels  showed-  nothing  significant.  The 
tracheal,  bronchial  and  hilar  lymph  nodes 
were  slightly  enlarged,  gray-purple  and  soft. 
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The  heart  was  slightly  enlarged.  The 
myocardium  was  tan-pink  and  firm 
throughout.  The  coronary  artery  showed 
moderate  arteriosclerotic  thickening  with- 
out any  occlusion.  The  aorta  showed  mod- 
erate to  severe  arteriosclerosis  with  numer- 
ous elevated  yellow  plaques  measuring  1-2 
cm  in  diameter. 

The  liver  was  moderately  enlarged. 
There  were  extensive  fibrous  adhesions  in 
the  superior  aspect  of  the  right  lobe  of  the 
liver,  which  was  firmly  adherent  in  the 
adjacent  diaphragm.  The  capsule  of  the 
liver  was  smooth  except  in  the  fibrotic 
area.  Section  through  the  liver  showed  a 
large  abscess  in  the  superior  aspect  of  the 
right  lobe  measuring  12  cm.  in  diameter, 
with  an  average  depth  of  7 cm.  The  abscess 
was  adherent  to  fibrous  tissue  and  the  ad- 
jacent diaphragm.  The  diaphragm  showed 
no  actual  perforation,  but  a gray-purple 
area  measuring  4 cm.  across  was  seen  from 
the  thoracic  aspect  of  the  right  diaphragm. 
The  base  of  the  liver  absess  was  made  up  of 
necrotic  red-purple  to  yellow-pink  tissue. 
Some  areas  showed  thickened  hyalinized 
wall  measuring  up  to  1 cm.  in  thickness. 
Section  through  the  liver  showed  edemat- 
ous brownish-yellow  lobulated  hepatic  tis- 
sue. On  microscopic  study  the  wall  of  the 
abscess  showed  some  fibroplastic  prolifera- 
tion with  abundant  fibrin  and  the  same 
cellular  exudate  seen  in  the  lumen.  Im- 
mediately along  the  wall  there  were  seen 
occasional  trophozoytes  of  Entamoeba 
histolytica.  The  liver  showed  extensive  in- 
terstitial edema  with  increased  fibrous 
tissue  in  some  portal  areas.  There  was  also 
a thickened  hyalinized  fibrous  wall  around 
the  abscess  superiorally. 

The  gastrointestinal  tract  appeared  es- 
sentially normal  throughout.  There  were 
several  bluish  areas  on  the  mucosal  sur- 
face of  the  colon.  Microscopic  sections 
through  these  areas  were  normal.  There 
was  no  evidence  of  intestinal  amebiasis. 

The  cause  of  death  was  attributed  to 
amebic  abscess  of  the  liver  which  ruptured 
into  the  right  thoracic  cavity,  producing  a 
massive  amebic  empyema. 


Discussion 

A review  of  some  of  the  recent  literature 
pertaining  to  amebiasis  brings  to  light  sev- 
eral points  of  interest. 

Jones  et  al1,  in  their  discussion  of  the 
asymptomatic  carrier  or  “cyst  passer”,  cite 
reports  of  many  observers  who  have  noted 
the  absence  of  any  history  of  diarrhea  in 
many  severe  or  fatal  cases  of  amebiasis. 
He  quoted  one  series  of  68  fatal  cases  with 
adequate  clinical  data  in  which  amebiasis 
at  autopsy  was  the  primary  cause  of  death, 
and  pointed  out  that  the  clinical  diagnosis 
was  incorrect  in  76%.  The  authors  deduce 
from  their  own  series  that  many  cyst 
passers  actually  do  have  symptoms,  but 
they  are  mild,  intermittent,  and  therefore 
are  often  missed  by  the  physician  or  over- 
looked by  the  patient.  These  include  flatu- 
lence, abominal  cramps,  anorexia,  and  nau- 
sea. Objective  signs  in  these  individuals 
were  tender  sigmoid,  tender  cecum,  tender 
epigastrium,  tender,  slightly  enlarged  liver, 
and  frequent  soft  stools.  They  conclude 
that  all  cyst  passers  probably  have  actual 
tissue  invasion  and  destruction. 

Perpetuation  of  the  disease  depends  on 
the  human  cyst  passer  as  the  permanent 
reservoir  of  infection.  From  him  the  in- 
fective cysts  pass  to  water  supplies  and  to 
food.  Food  is  contaminated  by  fertiliza- 
tion by  human  night  soil,  by  direct  contact 
from  the  unclean  hands  of  food  handlers 
who  are  cyst  passers,  and  by  flies  which 
have  fed  on  infected  feces.  Recent  research 
in  the  epidemiology  of  amebiasis-  indicated 
that  one  further  mode  of  transfer  has  not 
received  sufficient  attention,  namely,  direct 
contact  from  person  to  person  in  the 
manner  of  transfer  of  oxyuriasis.  Mass 
stool  examinations  have  shown  that  ame- 
biasis is  a familial  disease  and  is  probably 
transferred  from  anus  to  clothing  and  the 
hands  of  the  infected  person  directly  to 
other  persons  in  intimate  contact  with  him. 
It  is  now  believed  that,  except  in  isolated 
instances,  contamination  of  water  supplies 
is  no  longer  a serious  source  of  infection  in 
the  United  States. 

Classically  the  definitive  diagnosis,  as 
well  as  the  criterion  of  cure  of  amebiasis 
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has  been  based  on  repeated  stool  examina- 
tions for  trophozoites  or  cysts  of  Entameba 
histolytica.  Experience  is  showing,  how- 
ever, that  immediate  examination  of  mucus 
obtained  by  sigmoidoscopy  is  a far  more 
reliable  means  of  finding  the  parasites.  In 
fact,  Weiser  et  al3  feel  that  sigmoidoscopy 
and  examination  of  mucosal  aspirate  is  an 
essential  criterion  of  cure. 

Many  drugs  have  been  used  in  the  past 
in  the  treatment  of  amebiasis,  and  every 
year  new  ones  are  being  added  to  the  list. 
Many  of  these  are  hailed  as  the  final  answer 
to  the  cure  of  the  disease,  only  to  fall  by 
the  wayside  as  long  term  follow-up  studies 
show  depressingly  high  recurrence  rates. 
One  of  these  was  bacitracin.  Another, 
which  is  still  new  enough  to  be  contro- 
versial, is  fumigallin,  a crystalline  product 
of  Aspergillus  fumigatus.  At  the  present 
time  the  drugs  most  frequently  used4  in  the 
treatment  of  amebiasis  are  emetine,  car- 
barsone,  Terramycin,  and  perhaps  diodo- 
quin.  These  are  used  singly,  concurrently, 
or  consecutively. 

In  conclusion,  it  is  to  be  hoped  that  a 
higher  index  of  suspicion  among  physicians 
toward  amebiasis,  together  with  the  grad- 
ually improving  diagnostic,  therapeutic  and 
public  health  measures  which  are  becoming 
available,  will  result  in  increased  accuracy 
of  diagnosis,  increased  efficiency  of  treat- 
ment, and  ultimate  eradication  of  this  dis- 
ease. 
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It  is  good  economics  for  the  well-to-do 
members  of  the  community  to  participate 
in  the  programs  designed  to  detect,  help, 
and  shelter  the  tuberculous  individual 
who  cannot  afford  to  take  care  of  him- 
self. Rene  J.  Dubos,  Ph.D.,  Am.  Rev. 
Tuberc.,  July,  1953. 


TRANSACTIONS:  HOUSE  OF  DELEGATES 
OCTOBER  17,  1955 

The  Meeting  of  the  House  of  Delegates  of  the 
166th  Annual  Session  of  the  Medical  Society  of 
Delaware  convened  at  the  Delaware  Acadmy  of 
Medicine,  Wilmington,  on  Monday,  October  17, 
1955  at  4: 10  P.M.,  Dr.  Lewis  B.  Flinn,  President 
of  the  Society,  presiding. 

President  Flinn:  The  Meeting  of  the  House 
of  Delegates  will  please  come  to  order. 

The  first  order  of  business  is  roll  call,  Mr.  Sec- 
retary. 

(Secretary  Norman  L.  Cannon  called  the  roll.) 

President  Flinn  : I’d  like  to  congratulate  Kent 
County  on  a hundred  percent  attendance  here. 
We  have  a quorum,  so  if  you’re  willing  we  will 
now  have  a reading  of  the  minutes  of  the  last 
Session.  The  minutes  were  published  in  The 
Journal. 

(Motion  was  duly  made  to  dispense  with  the 
leading  of  the  minutes.) 

President  Flinn:  Thank  you.  Is  there  a sec- 
ond to  that? 

(Motion  was  duly  seconded.) 

It’s  been  moved  and  seconded  that  we  dispense 
with  the  reading  of  the  minutes  of  the  last  Ses- 
sion of  the  House  of  Delegates.  All  in  favor 
please  say  “aye”;  contrary.  So  ordered. 

Report  of  the  Secretary 

The  office  of  the  secretary  has  been  conducted 
during  the  past  year  on  a current  basis.  Corres- 
pondence has  been  conducted  as  necessary.  Tele- 
grams have  been  sent  to  Representatives  in  Con- 
gress concerning  legislative  matters  and  contracts 
with  the  Veterans  Administration  have  been 
signed.  Certification  of  our  Delegate  to  the  AMA 
has  been  properly  accredited,  and  all  other  busi- 
ness carried  out  as  it  occurred  from  time  to  time. 

Respectfully  submitted, 

Norman  L.  Cannon,  Secretary 

Report  of  the  Executive  Secretary 

Your  Executive  Secretary  reports  that  the  vol- 
ume of  work  for  the  year  just  past  shows  a mod- 
erate increase  over  the  previous  year.  The  cor- 
respondence and  other  work  is  on  a current  basis. 

Together  with  the  officers,  we  made  an  official 
visit  to  a joint  meeting  in  Dover  of  the  Kent  and 
Sussex  Societies  in  the  Spring,  which  meeting 
was  very  enjoyable.  We  hope  we  imparted  some 
information  of  value. 

We  attended  the  meeting  of  the  Federation  of 
State  Boards  in  Chicago  in  February,  at  which 
time  the  leading  question  was  licensure  of  gradu- 
ates of  foreign  schools.  In  June  we  attended  the 
Atlantic  City  meeting  of  Medical  Societies  Execu- 
tives Conference,  where  we  picked  up  some  valu- 
able information. 


The  membership  of  the  Society  is  as  follows: 


New  Castle 

Kent 

Sussex 

Total 

Oct.  1954 

293 

25 

54 

372 

New  Members 

17 

2 

6 

25 

310 

27 

60 

397 

Losses:  Deaths 

4 

0 

4 

8 

Transfers 

5 

1 

1 

7 

Expelled 

1 

0 

0 

1 

Aug.  1955  300  26  55  381 

A gain  of  9,  as  compared  with  24  for  1954,  13 
for  1953,  and  7 for  1952. 

Our  exhibits  this  year  are  the  smallest,  both  in 
number  and  in  revenue,  for  many  years,  due  to 
the  extremely  limited  space  available  at  the  Dela- 
ware Academy  of  Medicine  building. 

We  have  assisted  the  President  in  the  prepara- 
tion of  the  program  for  this  Session  which  we  feel 
sure  you  will  find  a most  worthwhile  innovation. 
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Stress  has  been  placed  on  three  panel  discussions 
of  importance. 

In  conclusion,  we  wish  to  thank  all  of  the  offi- 
cers and  members  of  the  Society  and  of  the  Aux- 
iliary with  whom  we  have  had  official  business 
during  the  year.  Their  cooperation  has  been  splen- 
did and  we  gratefully  acknowledge  it. 

Respectfully  submitted, 

W.  Edwin  Bird,  Executive  Secretary 
I’d  like  to  hear  a motion  that  both  of  these  re- 
ports be  accepted. 

(Motion  was  duly  made  and  seconded  that  the 
reports  be  accepted.) 

President  Flinn:  It’s  been  moved  and  second- 
ed that  these  Reports  of  the  Secretary  and  Execu- 
tive Secretary  be  accepted.  All  in  favor  please 
say  “aye”;  contrary.  Carried. 

Report  of  the  Treasurer 

For  the  Nine  Months  Ended  September  30,  1955 

Balance,  January  1,  1955 $ 931.25 

Receipts: 

Dues  $17,175.00 

Proceeds — redemption  of 

Government  bonds 3,000.00 

Rent  of  exhibit  space — 

annual  session 495.00 

Dividends  on  investments  . 346.89 

Delaware  State  Medical 

Journal 420.00 

A.M.A. — reimbursement  for 

collection  of  dues 80.75 

Proceeds — sale  of  member- 
ship lists 1.00 

Employees’  withholdings  . . 643.71 


22,162.35 


$23,093,60 

Disbursements: 

Salary — executive  secretary  $3,150.00 

Due  remitted — A.M.A 8,512.50 

Purchase  25  shares  E.  I.  du- 

Pont  Co.,  $4.50  pfd.  stock  3,029.63 
Subscriptions — State  Med- 
ical Journal 1,047.00 

Contribution — Delaware 

Academy  of  Medicine  . . 500.00 

Rent  and  electric — office  369.05 

Delegate  A.M.A.  convention  200.00 

Auditing 175.00 

Executive  secretary’s  ex- 
penses   158.92 

Expense — annual  session  . . 92.43 

Committee  expenses  68.27 

Payroll  taxes  66.00 

Dues  and  subscriptions  . . . 62.00 

Stationery  and  printing  . . 60.63 

Postage 11.70 

Miscellaneous  37.10 

Employees’  withholdings  . . 727.14 


18,267.37 


Balance,  September  30,  1955  $ 4,826.23 


Assets  at  September  30,  1955: 

Cash — Regular  account 

(above)  $ 4,826.23 

Cash — Defense  fund  4,529.26 

Investments  17,241.08 


$26,596.57 

Liabilities  at  September  30,  1955: 

Employees’  withholdings  .$  205.07 

Sussex  County  Medical  So- 
ciety (overpayment  of 

dues)  50.00 

American  Medical  Associa- 


tion   12.50 

Delaware  State  Medical 

Journal  31.50 


299.07 


Net  Worth  at  September  30,  1955 $26,297.50 

Respectfully  submitted, 
Charles  Levy,  Treasurer 

President  Flinn:  Our  balance  is  $4,826.00, 
which  is  about  $2,500  more  than  it  was  a year 
ago.  Is  that  correct? 

Dr.  W.  E.  Bird:  Yes,  with  the  expenses  of  this 
convention  yet  to  be  paid. 

(Motion  was  duly  made  and  seconded  to  accept 
the  Treasurer’s  report.) 

President  Flinn  : It’s  been  moved  and  sec- 
onded that  the  Treasurer’s  report  be  accepted. 
All  in  favor  please  say  “aye”;  contrary.  So  or- 
dered. 

Report  of  the  President 

President  Flinn:  In  making  this  brief  report 
I wish  to  summarize  for  you  the  activities  and 
accomplishments  of  the  Society  during  1955,  to 
call  your  attention  to  certain  matters  that  seemed 
pertinent  to  me,  and  to  make  definite  recom 
mendations  which  I hope  you  will  consider  favor- 
ably under  New  Business. 

The  Committee  on  Public  Laws,  under  Chair- 
manship of  Dr.  Joseph  McDaniel,  has  had  a very 
strenuous  year.  Not  in  a memory  of  man  has 
there  been  such  a difficult  legislature  with  which 
to  deal.  We  were  not  prepared  to  meet  the  politi- 
cal onslaught  of  the  chiropractors.  Senate  Bill 
No.  46  to  allow  chiropractors  compensation  be- 
fore the  Industrial  Accident  Board  was  passed 
by  political  trickery  and  repassed  over  the  Gov- 
ernor’s veto. 

The  optometrists  had  a most  active  lobby: 
they  made  great  efforts  to  pass  legislation  which 
in  effect  would  regulate  the  practice  of  eye  phy- 
sicians. So  far  this  effort  has  been  stalemated. 
We  did  not  pass  our  opthalmology  bill  and  they 
did  not  pass  their  optometry  bill. 

However,  we  did  succeed  in  getting  Senate  Bill 
No.  156  passed  which  consolidates  the  Homeo- 
pathic, Osteopathic  and  Regular  Medical  Exam- 
ining Board.  We  were  also  partly  instrumental 
in  securing  the  passage  of  Senate  Bill  No.  407 
which  established  the  office  of  Medical  Examiner 
for  the  state.  On  the  Board,  called  the  Board  of 
Postmortem  Examiners,  which  this  bill  creates 
are  two  members  appointed  by  the  Council  of  the 
Medical  Society  of  Delaware.  The  two  physicians 
appointed  are  Dr.  O.  J.  Poliak  of  Dover,  and  Dr. 
G.  A.  Beatty  of  Wilmington.  Three  days  ago  this 
Board  announced  the  appointment  of  Dr.  S.  S. 
Bjornson  as  the  Medical  Examiner  for  Delaware. 
It  was  a unanimous  decision  I am  told,  and  from 
the  credentials  that  this  pathologist  has  we  feel 
that  we  are  very  fortunate.  He  is  highly  recom- 
mended by  Dr.  Ford,  the  head  of  legal  medicine 
at  Harvard. 

We  also  endorsed  the  establishment  of  an  Ex- 
amining Board  of  Physiotherapists.  This  Board 
has  requested  that  the  Medical  Society  of  Dela- 
ware appoint  a physician  to  act  in  an  advisory 
capacity.  Dr.  W.  A.  Bailey  was  appointed  to 
this  position. 

The  Committee  on  Maternal  and  Infant  Mor- 
tality has  made  a very  real  contribution,  largely 
through  the  untiring  efforts  of  Dr.  Katherine  Es- 
terley,  not  yet  a member  of  this  Society.  It  is 
hoped  that  this  report  will  stimulate  continued 
work  in  this  field  and  similar  work  of  investiga- 
tion in  other  fields.  All  the  hospitals  of  this  state 
are  to  be  congratulated  on  their  cooperation.  The 
purpose  of  this  study  was  to  acquire  and  evaluate 
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the  facts  attendant  to  maternal  and  infant  mor- 
tality, not  to  investigate  any  particular  hospital 
or  any  particular  individual. 

The  Committee  on  Mental  Health  has  been  ac- 
tive and  has  several  constructive  recommenda- 
tions to  make. 

The  Committee  on  Medical  Education  has 
joined  forces  with  the  Delaware  Academy  of 
Medicine  and  the  University  of  Delaware  to  stim- 
ulate postgraduate  education  among  physicians 
throughout  the  state,  to  stimulate  more  profes- 
sional intercourse  in  various  parts  of  the  state, 
and  also  is  investigating  ways  and  means  to  pro- 
mote medical  education  of  the  public.  It  is  hoped 
that  this  program  now  in  its  infancy  will  rapidly 
expand. 

The  Committee  on  Medical  Service  and  Public 
Relations  has  been  extremely  busy  and  has  im- 
portant recommendations  to  make.  I would  like  to 
call  to  your  attention  now,  however,  that  each 
county  society  has  strongly  gone  on  record  ap- 
proving the  procurement  of  some  lay  individual 
as  legislative  and  public  relations  secretary. 

I wish  to  call  your  attention  to  several  matters. 
One  of  the  faults  of  this  Society  is  lack,  as  I have 
seen  it,  of  continuity  in  policy  and  administration. 
Members  of  Council  are  elected  for  only  two 
years,  I think;  the  President  for  one;  the  Delegate 
to  the  AMA  only  for  two  but  is  subject  to  re- 
election.  Except  for  the  part-time  Executive  Sec- 
retary, therefore,  there  is  very  little  continuity. 
Before  being  elected  President  I had  not  even 
been  a delegate  for  at  least  ten  years. 

Should  the  President’s  term  be  increased  to 
two  years?  Should  Council  meet  regularly,  per- 
haps every  two  months?  Are  candidates  for  the 
Presidency  too  greatly  restricted  by  the  county 
rotation  By-Law  when  there  are  300  members  in 
New  Castle;  26  in  Kent;  and  55  in  Sussex?  Should 
there  be  provision  in  the  By-Laws  for  a Nomin- 
ating Committee?  There  is  none  at  the  present 
time.  Should  not  the  Vice-President  be  from  the 
same  county  as  the  President?  Should  there  not 
be  some  source  of  review  of  candidates  for  the 
Presidency  prior  to  the  full  meeting  of  the  So- 
ciety at  the  Annual  Session?  How  nomination 
for  the  Presidency  has  been  arrived  at  in  the  past 
is  indeed  a mystery  to  me. 

Mv  specific  recommendations  to  the  House  are 
as  follows: 

1.  That  the  Tri-Group  Educational  Committee 
be  endorsed  and  continued  next  year  under  the 
direction  of  the  President  and  the  Council. 

2.  That  a full  time  Legislative  and  Public  Re- 
lations Representative  be  procured,  the  salary, 
title  and  activities,  as  well  as  the  individual  to  be 
decided  by  the  Council. 

3.  Each  county  society  be  asked  to  see  to  it 
that  adequate  physician  coverage  is  provided  and 
offering  the  aid  of  the  State  Society  if  desired. 

4.  The  principle  of  Home  Care  Program  be 
approved. 

5.  Committees  on  Rural  Medical  Services  and 
Fees  for  Welfare  of  Patients  be  abolished  since 
other  committees  already  are  including  these  ac- 
tivities. 

6.  That  the  Committee  on  Arthritis  be  abol- 
ished. 

7.  That  the  committees  on  Cancer,  Tubercu- 
lous, Heart  Disease,  and  Vocational  Rehabilita- 
tion be  considered  as  consultative  committees,  but 
that  the  Executive  Secretary  inform  the  corre- 
sponding state  or  specialty  organization  of  the 
existence  of  such  committees  and  request  that 
they  be  consulted,  or  even  better,  be  asked  to  send 
a representative  in  an  advisory  capacity  to  meet 
regularly  with  their  respective  boards. 

8.  That  each  member  acquaint  himself  as  soon 
as  possible  with  HR  No.  7225,  which  is  the  bill 
to  extend  the  Social  Security  and  is  now  in  the 
Finance  Committee  of  the  U.  S.  Senate.  I will  be 


in  Chicago  this  coming  Saturday,  for  this  one 
purpose,  at  the  request  of  the  AMA,  and  after 
that  will  be  able  to  tell  you  more  about  it.  I was 
in  Chicago  two  days  in  August  and  learned  some- 
thing about  it.  It’s  important  for  us  to  come  to  a 
decision  as  what  we  should  do.  Both  Delaware 
Senators  are  members  of  the  Finance  Committee. 

Respectfully  submitted, 
Lewis  B.  Flinn,  President 

I think  there  is  no  action  necessary  on  that  re- 
port, unless  you  wish  to  consider  some  of  the 
recommendations  under  new  business,  or  unless 
under  new  business  you  wish  to  bring  up  some 
of  the  other  questions  which  were  raised. 

We  will  now  proceed  to  the  Reports  of  the 
Standing  Committees.  First,  the  Report  on  Scien- 
tific Work. 

Committee  on  Scientific  Work 

The  committee  has  met  several  times  during 
the  past  year,  all  members  being  present  with  the 
President,  Doctor  Flinn,  and  Executive  Secretary, 
Doctor  Bird. 

The  purpose  of  these  meetings  was  to  assist 
Doctor  Flinn  in  planning  a program  for  the  an- 
nual Scientific  Session — October  17th  and  18th. 
The  culmination  of  these  meetings  is  represented 
in  the  program  printed  in  the  State  Journal, 
which  this  committee  feels  will  be  an  outstanding 
scientific  meeting. 

Respectfully  submitted, 

Norman  L.  Cannon,  Chairman 

President  Flinn:  What  is  your  pleasure? 

(Motion  was  duly  made  and  seconded  to  ac- 
cept the  report.) 

President  Flinn:  Moved  and  seconded  that 
this  Report  be  accepted.  All  in  favor  please  say 
“aye”;  contrary.  Carried. 

Committee  on  Medical  Education 

While  there  has  been  no  meeting  of  this  com- 
mittee as  such,  we  have  carried  out  moderate 
correspondence  and  instituted  a new  service  con- 
sisting of  listing  Coming  Meetings  each  month  in 
the  State  JOURNAL.  In  addition,  we  have  cooper- 
ated in  several  meetings  with  other  groups  inter- 
ested in  postgraduate  medical  educational  prob- 
lems. The  latter  effort  has  been  the  result  of 
stimuli  given  by  Dr.  Lewis  B.  Flinn  who  called 
together  representative  from  the  State  Society, 
the  Academy  of  Medicine,  and  the  University  of 
Delaware  to  see  if  the  cooperative  effort  of  the 
three  groups  would  help  the  growth  of  education- 
al opportunities.  Dr.  Lawrence  L.  Fitchett  a mem- 
ber of  the  State  Committee,  has  been  named  Co- 
Chairman  of  the  above  group,  with  Dr.  Lemuel 
C.  McGee,  to  represent  the  Academy  of  Medicine. 

While  many  ideas  have  been  discussed,  none 
have  yet  taken  a concrete  form,  although  the  com- 
ing meeting  notices  started  by  the  State  Commit- 
tee last  February  is  to  be  taken  over  and  enlarged 
upon  by  the  new  Committee.  It  is  hoped  to  be 
able  to  circularize  all  the  physicians  in  the  state 
with  the  list  of  future  medical  meetings  in  the 
State  on  a current  bi-monthly  basis.  It  is  hoped 
that  in  making  known  to  all  what,  where,  and 
when  various  medical  organizations  are  having 
professional  programs,  those  who  are  interested 
will  be  stimulated  to  attend,  even  if  it  is  not  in 
their  own  community  or  organization.  Further- 
more, such  information  should  help  those  plan- 
ning programs  to  know  what  others  are  doing  in 
order  to  avoid  unnecessary  duplication. 

Although  other  matters  are  now  under  discus- 
sion, including  the  results  of  our  contact  with 
those  having  similar  problems  in  other  states,  the 
results  will  have  to  await  future  action. 

Respectfully  submitted, 

Robert  W.  Frelick,  Chairman 
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President  Flinn:  You  have  heard  the  report 
of  the  Committee  on  Education.  What  is  your 
pleasure? 

(Motion  was  duly  made  and  seconded  to  ac- 
cept the  report.) 

President  Flinn:  It  has  been  moved  and  sec- 
onded that  it  be  approved.  All  in  favor  please 
say  “aye”;  contrary.  So  ordered. 

Committee  on  Publication 
Report  of  the  Editor 

We  are  nearing  the  end  of  Volume  27  of  the 
New  Series.  The  amount  of  material  published 
is  about  equal  to  that  of  previous  volumes. 
Through  the  excellent  cooperation  of  the  hospi- 
tals and  other  contributors,  together  with  the 
papers  from  our  Annual  Session  and  papers  from 
the  meetings  of  the  Delaware  Academy  of  Medi- 
cine, we  have  on  hand  at  present  a surplus  of 
material,  a healthy  condition  which  we  hope  will 
continue.  The  value  of  the  material  contributed 
by  the  physicians  in  Delaware  is  definitely  im- 
proved, another  healthy  condition  which  we  hope 
will  continue.  The  JOURNAL  receives  requests  for 
reprints  from  all  over  the  United  States  and  sev- 
eral foreign  countries. 

The  firm  of  William  N.  Cann,  Inc.  who  prints 
the  Journal,  deserves  a very  kind  word  for  their 
continued  courtesy  and  efficiency,  and  to  them 
we  again  give  our  thanks. 

To  all  our  officers  and  members,  whose  contin- 
ued cooperation  sustained  us,  we  offer  our  grate- 
ful thanks  once  more. 

Respectfully  submitted, 
W.  Edwin  Bird,  Editor 

Report  of  the  Managing  Editor 
August  1,  1954  to  August  1,  1955 
A.  Checking  Account 

Checking  Account,  Wilmington  Trust  Co. 

August  1,  1954  $2,001.64 

Receipts 


Advertisements  

Subscriptions 

$11,052.84 

Medical  Society  Members. 

1,182.00 

Other  

161.00 

Single  Copy 

39.75 

Halftones  

335.60 

Interest  on  Bonds  

87.50 

Share  of  Profit.  AMA 

560.10 

Royalties  

.20 

Total  Receipts  

$13,418.99 

Disbursements 

Printing  and  Mailing  Journal 

$10,052.14 

Editor’s  Salary 

. 2,750.00 

Rent  

420.00 

Secretary  Salary  

600.00 

Bonding  Secretary 

16.50 

Return  to  Subscriber 

2.25 

Notary  Fee  

.50 

Postage  

28.56 

Telephone  and  Telegraph 

5.63 

Stationery  and  Supplies  .... 

103.70 

Register  of  Copyrights  

48.00 

Postmaster  permit  

35.00 

Bound  Volumes  

19.50 

Total  Disbursements 

$14,081.78 

Deficit 

Interest  on  Savings  Account  . $15.00 
Balance,  Savings  Account,  Wilmington 

Trust  Co.,  August  1,  1955 $1,694.27 

Savings  Account,  Wilmington  Savings 

Fund  Soe.,  Aug.  1,  1954 $3,318.85 

Interest  on  Savings  Account  . .$99.54 
Balance,  Wilmington  Savings  Fund  So- 
ciety, August  1,  1955  $3,418.39 

Balance  in  Savings  Aect.,  Aug.  1,  1955  $5,112.66 
C.  War  Bonds 

U.  S.  War  Bonds $3,502.38 

Purchased  December  10.  1942 
U.  S.  War  Bonds,  Balance,  Aug.  1,  1955  $3,502.38 

Summary 

Checking  Account  Balance,  Aug.  1,  1955  $1,338.85 
Savings  Accounts  Balance,  Aug.  1.  1955  5,112.66 
U.  S.  War  Bonds 3,502.38 


Balance  in  Checking  Acct..  Aug.  1,  1955  $1,338.85 
B.  Savings  Account 
Savings  Account,  Wilmington  Trust 

Company,  August  1,  1954 $1,679.27 


Grand  Total  (Accounts  A.B.C) $9,953.89 

Respectfully  submitted, 

M.  A.  Tarumianz,  Managing  Editor 

Secretary  Cannon:  Hasn’t  there  been  a defi- 
cit of  about  six  hundred  dollars,  due  to  increased 
printing  costs? 

Dr.  Bird:  Yes. 

Dr.  M.  A.  Tarumianz:  I think  the  most  im- 
portant thing  for  the  delegates  to  recognize  is 
that  The  JOURNAL  is  not  making  any  money,  and 
only  10  percent  of  the  income  comes  from  the 
members  of  the  Society.  We  depend  entirely  on 
our  advertisements.  I think  it  is  very  important 
that  you  realize  that  we  are  now  losing  about  six 
or  seven  hundred  dollars  a year.  We  have  only 
$9,900  available  as  a reserve,  which  was  accumu- 
lated before  we  had  any  salaried  employees.  So 
obviously,  it’s  not  going  to  last  very  long — pos- 
sibly in  the  next  eight  or  ten  years  it’ll  be  com- 
pletely exhausted. 

President  Flinn:  We  have  the  reserve  fund 
of  $9,900  now,  but  it’s  going  at  the  rate  of  six 
hundred  a year  at  present. 

Dr.  Tarumianz:  That’s  right  but  possibly  next 
year  it  will  be  more  than  that.  It’s  very  hard  to 
make  any  possible  balance  there  with  only  360 
paying  members.  The  dues  are  very  small,  almost 
insignificant.  Out  of  about  $13,000  income,  more 
than  $11,000  comes  from  advertising;  $2,000  comes 
from  local  people.  I might  say  that  the  Business 
Manager  or  the  Managing  Editor  has  served 
twenty-five  years  gratis  to  the  Society.  That 
should  be  incorporated  in  your  plans,  in  case 
something  happened.  Anyone  shouldering  a re- 
sponsibility for  any  length  of  time  must  be  com- 
pensated to  some  extent,  because  this  is  not  just 
ordinary  work  that  we  usually  assume  as  a mem- 
ber of  a committee. 

President  Flinn:  I think  we  all  agree  on  that. 

Voice:  Would  it  be  feasible  to  consider  increas- 
ing our  Journal  dues?  It  is  two  dollars,  is  it  not. 
a year? 

Dr.  Tarumianz:  No,  it  is  three  dollars.  I think 
I would  wait  another  two  or  three  years  and  see 
what  happened.  Naturally  there  are  some  plans 
for  future  adjustment. 

President  Flinn:  All  right.  Are  there  any 
further  remarks?  If  not,  what  is  your  action? 

(Motion  was  dully  made  and  seconded  to  ac- 
cept the  report.) 

President  Flinn:  It  has  been  moved  and  sec- 
onded that  the  report  of  the  Committee  on  Pub- 
lications be  approved  and  accepted.  All  in  favor 
please  say  “aye”;  contrary.  So  ordered. 

Committee  on  Public  Laws 

It  would  be  foolish  to  try  to  give  details  con- 
cerning the  activities  of  the  Public  Laws  Com- 
mittee during  the  past  year.  It  was  the  most  try- 
ing and  difficult  experience  that  this  committee 
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has  ever  had  with  a Delaware  Legislature.  Every 
member  of  this  committee  worked  harder  than 
usual  to  defeat  bad  bills  and  to  have  good  bills 
passed.  Outside  of  our  committee  we  had  excel- 
lent cooperation  with  our  President,  Dr.  Flinn, 
Dr.  Washburn,  Dr.  Fox  and  others.  Dr.  G.  F. 
Nason  and  Dr.  Raymond  Rickards,  osteopathic 
physicians,  were  very  helpful. 

Senate  Bill  No.  156  which  had  to  do  with  con- 
solidating the  Boards  of  Medical  Examiners  and 
generally  revising  the  provisions  of  Chapter  17, 
Title  24,  of  the  Delaware  Code,  entitled  Medi- 
cine, Surgery  and  Osteopathy  were  passed  and 
signed  by  the  Governor  after  a long  pull.  This 
was  a very  important  change  and  will  be  of  great 
help  to  the  Board  of  Medical  Examiners,  the 
Medical  Council,  and  the  physicians  as  a whole. 

Several  optometrist  bills  were  introduced  with 
objectionable  demands,  but  were  allowed  to  be 
acted  upon  with  amendments  and  revisions 
through  mutual  agreements  with  the  ophthalmolo- 
gists. 

Senate  Bill  No.  28,  entitled  “an  Act  to  Amend, 
Title  24,  Delaware  Code,  entitled  ‘Professions 
and  Occupations’  by  providing  for  the  examina- 
tion and  registering  of  physical  therapists”  was 
approved  by  this  committee,  providing  a medical 
doctor  was  placed  on  the  Board.  However,  for 
some  reason  or  other  it  became  a law  without  a 
medical  representative. 

Senate  Bill  No.  45,  entitled  “an  Act  to  Amend. 
Chapter  7.  Title  24,  Delaware  Code,  regarding 
Chiropractic”  was  not  opposed  by  our  committee 
because  we  saw  no  reason  to  object  to  the  rais- 
ing of  requirements  for  applicants  for  chiroprac- 
tic examination. 

Senate  Bill  No.  46,  entitled  “an  Act  to  Amend. 
Chapter  23,  Title  19,  Delaware  Code,  to  permit 
chiropractic  services  to  be  compensated  for  under 
Workmen’s  Compensation  Law”  was  a vicious 
bill  and  was  vigorously  opposed  by  our  commit- 
tee. Every  effort  was  made  to  defeat  this  bill.  It 
was  passed  by  both  Houses  through  shrewd  poli- 
tics. It  was  not  passed  on  its  merits.  We  then  ap- 
pealed to  the  Governor  for  a veto,  which  he  did. 
However,  both  House  and  Senate  passed  the  bill 
over  his  veto.  This  was  also  done  by  some  shrewd 
political  maneuvers.  The  committee  feels  that  this 
bill  is  not  legal,  and  undoubtedly  gives  chiroprac- 
tors the  right  to  practice  medicine.  The  commit- 
tee suggests  that  the  Medical  Society  of  Dela- 
ware employ  a suitable  attorney  to  investigate 
and  study  this  new  law,  to  determine  if  it  is  legal 
and  constitutional.  If  not,  the  matter  should  be 
brought  before  the  Supreme  Court.  Already  in- 
surance companies  are  having  difficulties  in  set- 
tling claims  made  by  this  cult.  Chiropractors  are 
now  distributing  posters  asking  for  industrial 
work. 

It  was  also  very  evident  during  our  sessions 
with  the  legislative  committees  and  individual 
talks  with  senators  and  representatives  that  the 
medical  profession  was  in  wrong  with  the  public. 
We  were  accused  of  being  too  independent,  such 
as  many  doctors  were  refusing  calls,  and  over- 
charging. The  Committee  on  Public  Relations 
should  consider  this  matter  thoroughly  and  in- 
vestigate it. 

This  committee  knows  definitely  that  several 
licensed  physicians  of  Delaware  have  referred 
cases  to  chiropractors.  This  did  not  help  us  in 
our  fight  to  defeat  Senate  Bill  No.  46. 

It  is  recommended  by  this  committee  that  an 
honorary  fee  of  not  less  than  $100  and  not  more 
than  $200  be  paid  Fred  Reybold,  for  his  efforts 
in  the  legislature  in  cooperation  with  this  com- 
mittee. 

It  is  also  recommended  by  this  committee  that 
the  State  Society  employ  a representative  to  be 
on  constant  duty  at  the  next  session  of  the  legis- 


lature to  assist  the  Public  Laws  Committee  with 
all  bills  that  might  affect  the  medical  and  osteo- 
pathic profession.  This  man  should  have  a good 
personality  and  be  familiar  with  politics. 

We  think  it  appropriate  here  to  mention  the 
functions  of  the  new  Board  of  Medical  Examin- 
ers which  now  consists  of  ten  members  due  to  the 
new  law  consolidating  the  Homeopathic  and  Reg- 
ular Boards.  The  first  examinations  by  this  Board 
were  given  last  July  in  the  Dover  Public  School. 
Usually  given  in  the  Legislative  Building  in  Dover, 
the  Board  was  forced  to  move  because  of  the  extra 
long  session  of  the  legislature.  The  applicants  for 
examinations  to  practice  their  profession  in  Dela- 
ware were  14  regular  physicians  and  3 osteo- 
pathic physicians.  Two  regulars  and  one  osteo- 
path failed  to  make  the  required  grades.  Eleven 
applicants  to  practice  in  De'aware  through  reci- 
procity were  interviewed  by  the  Board  and  Coun- 
cil and  all  were  accepted.  This  included  two  osteo- 
paths. 

President  Judge  Charles  S.  Richards  is  Presi- 
dent of  the  Council,  Joseph  S.  McDaniel,  M.D., 
is  Secretary,  and  Wallace  M.  Johnson,  M.D.,  is 
the  third  member,  having  been  appointed  by  the 
present  Board  under  the  new  law.  Dr.  James 
Beebe  was  recently  appointed  by  the  Governor 
to  fill  Dr.  Johnson’s  vacancy  on  the  Board. 

The  committee  wishes  to  thank  all  the  mem- 
bers of  the  State  Society  who  gave  us  their  time 
and  advice  during  the  past  year. 

Respectfully  submitted, 

Joseph  S.  McDaniel,  Chairman 

President  Flinn:  Any  remarks  about  this  re- 
port? It  represents  a monumental  piece  of  work. 
If  not,  will  somebody  move  that  it  be  approved? 

(Motion  was  duly  made  and  seconded.) 

President  Flinn:  All  in  favor  please  say  “aye”; 
contrary.  Now,  the  Budget  Committee  report, 
please. 

Dr.  Cannon:  This  again  will  be  projected. 

Committee  on  Budget 
Proposed  Budget  for  1956 


Receipts 

Dues,  Current  (360)  $ 9,000.00 

Dues,  Delinquent 130.00 

Exhibits  (18)  600.00 

Dinner  Tickets  (100)  750.00 

Refund,  AMA  dues 90.00 

Dividends  150.00 

Journ.,  a/c  Rent  & Stenog 380.00 


$11,100.00 

Disbursements 
Sslsrios  * 

Executive  Sec’y  $ 3,600.00 

Stenographer  (part  time)  240.00 

Taxes,  S.S 84.00 


$ 3,924.00 

Office: 

Rent  $ 900.00 

Tel.  & Tel 175.00 

Printing,  Postage,  Supplies 250.00 

Miscellaneous  150.00 


$ 1,475.00 

Operations: 

Journ.  Subs.  (388)  $ 1,164.00 

Committees  350.00 

Auditor 175.00 

Miscellaneous  112.00 


$ 1,801.00 

Travel : 

A.M.A.  Delegate  (2  sessions)  ....  $ 600.00 

A.M.A.  Conferences  (5)  650.00 

Guest  Speakers 100.00 
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Local  50.00 


$ 1.400.00 

Annual  Session: 

Rental  $ 100.00 

Program  & Tickets  150.00 

Exhibits  50.00 

Badges  50.00 

Projection  Service  50.00 

Stenotypist  350.00 

House  of  Delegates  50.00 

Luncheon  250.00 

Reception  & Dinner  750.00 

Miscellaneous  100.00 


$ 1.900.00 

Receipts  $11,100.00 

Disbursements  10,500.00 


Surplus $ 600.00 


President  Flinn:  What  was  this  year’s  bud- 
get? Approximately  the  same? 

Dr.  Bird:  A little  more,  about  $250  more. 

President  Flinn:  So  the  budget  proposed  for 
next  year  is  a trifle  less  if  anything? 

Dr.  Bird:  Yes,  on  account  of  the  lower  expenses 
of  the  convention,  and  so  forth,  some  totals  will 
be  a little  less. 

Dr.  Tarumianz:  I wish  to  move  the  approval 
of  the  budget  report. 

President  Flinn:  Any  second  of  the  motion. 

(The  motion  was  duly  seconded.) 

It  has  been  moved  and  seconded  that  the  Bud- 
get Committee’s  report  be  approved.  All  in  favor 
say  “aye”;  contrary.  So  ordered. 

Mr.  Secretary,  would  you  like  to  check  on  the 
roll  call,  now? 

(The  roll  call  was  brought  up  to  date.) 

President  Flinn:  All  right.  Then  we  will  go 
on  rapidly  to  the  reports  of  the  special  commit- 
tees. I think  we  have  no  report  from  the  Advisory 
Committee  of  the  Woman’s  Auxiliary,  if  I recollect 
properly.  But  we  have  a report  from  the  Woman’s 
Auxiliary  itself  which  I think  might  be  read  now. 

Woman’s  Auxiliary 

Herewith  is  a brief  summary  of  the  activities 
of  the  Woman’s  Auxiliary  to  the  Medical  So- 
ciety of  Delaware  for  the  year  ending  October 
1st  1955. 

Membership,  New  Castle  County 
Kent  County 
Sussex  County 


Total 

Dues  $8.00  for  New  Castle 

5.00  for  Kent  and  Sussex 

Statewide  we  have  a very  active  nurse  recruit- 
ment program  and  since  we  added  this  program 
at  the  request  of  the  AMA,  five  years  ago,  we 
have  awarded  and  placed  in  nursing  schools  on 
Auxiliary  scholarships  9 deserving  young  women 
in  various  hospitals  in  the  state,  at  a total  cost 
to  date  of  $3,000.  Of  this  number  three  have  been 
graduated,  five  are  at  present  in  training,  and  one 
left  after  one  year  because  of  illness. 

Also,  through  the  efforts  of  the  Auxi'iary,  the 
Rotary  Club  now  awards  nursing  scholarships 
and  to  date  have  given  16  scholarships.  All  of 
these  applicants  are  screened  by  the  Nurses 
Scholarship  Committee  of  the  Auxiliary. 

Various  projects  are  carried  on  throughout  the 
year  to  raise  necessary  money  for  Auxiliary 
scholarships,  such  as  card  parties,  teas,  white 
elephant  sale,  etc. 

Last  year  the  Auxiliary  contributed  one  hun- 
dred and  fifteen  dollars  to  the  A.  M.  E.  F.  And 
it  might  be  noted  here  that  nationally  during  the 
year  ending  May  31st,  1955,  the  Auxiliary  con- 
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tributed  a total  of  $81,000  to  the  A.  M.  E.  F., 
which  is  eighteen  per  cent  of  the  total  A.  M.  A. 
goal  of  $450,000. 

We  have  also  promoted  active  interest  in  the 
A.M.A.  publication  Today’s  Health,  which  is  a 
continuing  obligation  placed  upon  the  Auxiliary 
by  action  of  the  A.  M.  A.  House  of  Delegates  in 
1931.  Incidentally,  each  physician’s  waiting  room 
should  have  this  magazine  because  it  is  the  only 
publication  with  authentic  information  on  health 
and  medical  problems  written  to  interest  laymen 
and  its  wide  circulation  can  do  much  to  educate 
the  laiety  in  health  and  to  further  good  relation- 
ship between  physicians  and  the  public.  From 
personal  experience  I know  that  lay  people  de- 
vour it  and  the  Medical  Society  members  would 
help  the  Auxiliary  in  this  work  if  each  member 
would  subscribe,  (rate  $1.50  per  year)  for  his 
patients  to  read  while  in  the  waiting  room. 

For  the  past  15  or  18  years  the  New  Casfle 
County  Auxiliary  has  met  one  evening  a month 
during  the  winter  months  and  sewed  garments 
for  the  Visiting  Nurse  Association.  Over  this  peri- 
od we  have  supplied  material,  cut  a"d  m~de 
thousands  of  baby  layettes,  nurses  aprons  and  re- 
ceiving blankets,  etc.,  for  the  Association.  They 
are.  of  course,  deeply  grateful  for  this  contribu- 
tion and  within  the  past  few  years  we  have  tried 
to  terminate  this  effort  because  of  other  demands 
and  so  that  we  could  help  other  worthy  causes, 
the  V.  N.  A.  pleaded  with  us  to  continue,  our  help 
was  so  badly  needed.  So  we  go  on  with  this  pro- 
ject with  them  year  after  year.  Last  year  we  spent 
$150  for  material. 

I have  mentioned  our  most  important  activities. 
In  addition,  here  in  Delaware  a group  of  Auxil- 
iary members  who  are  graduate  nurses  work  at 
Governor  Bacon  Health  Center  as  Volunteers  one 
day  each  week.  Members  put  on  a Fair  for  the 
patients  at  Farnhurst,  and  give  a tea  at  the  Acad- 
emy of  Medicine  for  internes  and  residents  and 
wives  from  all  the  hospitals. 

In  November  of  each  year  there  is  a conference 
of  State  Auxiliary  Presidents,  Presidents-elect 
and  Committee  Chairmen  at  A.M.A.  Headquarters 
in  Chicago  at  which  time  plans  for  the  year’s 
activities  are  made  and  instructions  given  as  to 
how  these  projects  are  to  be  carried  out. 

Concluding,  may  I express  deep  appreciation 
for  the  help  and  encouragement  we  get  from  the 
Medical  Society.  We  do  need  it  because  the  Aux- 
iliary at  the  National  level  is  constantly  being 
asked  by  the  A.  M.  A.  to  work  on  various  pro- 
jects such  as  outlined  above,  and  it  is  up  to  the 
component  state  auxiliaries  to  do  the  job.  If  on 
the  other  hand,  we  can  do  anything  to  help  the 
Medical  Society  in  a specific  way.  we  will  go  all 
out  to  do  a worthwhile  job. 

Sincerely  yours, 

Sarah  Henry  Beatty.  President 

President  Flinn:  You  have  heard  the  report 
from  the  President  of  the  Woman’s  Auxiliary. 
I think  it  requires  no  action  by  the  House,  but 
the  chair  would  entertain  a motion  to  accept  this 
report  with  thanks. 

Voice:  Couldn’t  you  write  them  a letter. 

President  Flinn:  Yes,  yes. 

Voice:  I so  move. 

President  Flinn:  By  the  Secretary? 

Voice:  Yes. 

(The  motion  was  duly  seconded.) 

President  Flinn:  It's  been  moved  and  second- 
ed, I think  you  all  understand  the  motion.  All  in 
favor  please  say  “aye”;  contrary. 

Cancer  Committee.  This  is  one  of  the  commit- 
tees which  has  reported  mainly  the  activities  of 
the  corresponding  specialty  organization  in  the 
area,  in  this  instance  the  Delaware  Chapter  of 
the  American  Cancer  Society. 
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Committee  on  Cancer 

An  aggressive  attack  on  cancer  in  Delaware 
continues,  along  well  established  and  broadening 
lines,  with  emphasis  on  public  and  physician  edu- 
cation, early  diagnosis,  and  prompt  and  adequate 
treatment. 

Increased  public  response  was  evidenced  by 
greater  utilization  of  the  Cancer  Detection  Pro- 
gram for  normal  females,  sponsored  by  the  Dela- 
ware Division  of  the  American  Cancer  Society, 
certain  industrial  organizations  and  the  State 
Board  of  Health.  In  the  Wilmington  area  2407 
examinations  were  carried  out,  yielding  6 new 
asymptomatic  cases. 

The  Delaware  Division  completed  the  most 
successful  campaign  in  its  history,  collecting  in 
excess  of  $100,000.  Public  education  is  an  impor- 
tant part  of  the  campaign  by  radio,  press,  and 
personal  appeal.  The  Delaware  Division  continues 
to  furnish  cancer  literature  to  all  physicians. 
Cancer  magazine  to  hospital  libraries,  and  books 
and  journals  to  the  Delaware  Academy  of  Medi- 
cine library. 

Additional  financial  aid  is  given  to  the  indigent 
cancer  patient  by  the  Delaware  Division  in  hos- 
pital and  at  home,  by  providing  sickroom  supplies, 
drugs,  dressings,  transportation  and  visiting 
nurse  services. 

Approved  Cancer  Clinics  continue  to  provide 
diagnostic,  consultative,  and  therapeutic  services 
within  reach  of  all  residents  of  the  state.  The 
Isotope  Laboratory  at  the  Memorial  Hospital  is 
increasingly  active.  As  part  of  its  expansion  pro- 
gram, the  Memorial  Hospital  has  installed  a new 
superficial  therapy  machine  and  a supra-voltage 
machine  with  provisions  for  rotational  therapy.  A 
radio-active  strontium  applicator  is  available  at 
the  Delaware  Hospital  for  superficial  therapy. 

The  Delaware  State  Board  of  Health  reports 
a total  of  1167  new  cases  of  cancer  in  Delaware 
in  1954,  of  whom  1037  were  Delaware  residents. 
When  compared  with  the  1953  total  of  666,  this 
certainly  represents  improvement  in  diagnosis, 
more  accurate  reporting  and  better  tabulation,  as 
well  as  a gradual  increase  in  phase  with  the  in- 
creasing state  population.  A new  punch  card  Tu- 
mor Registry  in  Dover,  instituted  in  1954,  should 
make  statistical  data  more  readily  available. 

The  pressing  problem  of  terminal  institutional 
care  remains  partially  solved  through  the  facil- 
ities of  the  Gov.  Bacon  Health  Center. 

The  Committee  recommends  that  some  thought 
be  given  to  the  establishment  of  a Cancer  Re- 
view Board,  whose  duty  it  would  be  to  survey 
those  cases  in  which  unusual  patient  or  physician 
delay  seemed  evident. 

Respectfully  submitted, 

Leslie  W.  Whitney,  Chairman 

President  Flinn:  What  is  your  pleasure  about 
this  report? 

(Motion  was  duly  made  and  seconded  that  the 
report  be  adopted.) 

President  Flinn:  It’s  been  moved  and  second- 
ed that  the  report  of  the  Cancer  Committee  be 
adopted.  All  in  favor  please  say  “aye”;  contrary. 
So  ordered. 

Secretary  Cannon:  Will  there  be  any  action 
here  on  the  recommendation  for  a cancer  review 
board,  or  will  that  be  by  the  Cancer  Committee, 
or  the  Council? 

VOICE:  Do  you  think  that’s  necessary? 

Secretary  Cannon:  There’s  nothing  here  about 
how  it  should  be  set  up:  there  are  no  details. 

President  Flinn:  I should  think  that  the  Can- 
cer Committee,  if  we  approve  this  report,  should 
then  present  a specific  recommendation  for  action 
to  Council. 

Committee  on  Tuberculosis 

The  Committee  on  Tuberculosis  is  pleased  to 


submit  the  following  report.  Time  and  space  per- 
mit only  a brief  summary  of  tuberculosis  activ- 
ities for  the  past  year.  State  statistics  of  the 
State  Board  of  Health  are  based  on  the  fiscal 
year  July  1,  1954  to  June  30,  1955.  The  Dela- 
ware Anti-Tuberculosis  Society  has  a fiscal  year 
from  April  1st  to  March  31st.  Mortality  and  mor- 
bidity figures  are  for  the  calendar  year  1954. 
Delaware’s  tuberculosis  death  rate  dropped  again. 
In  1954  there  were  38  tuberculosis  deaths  giving 
a rate  of  10.4  deaths  per  100,000  population.  Del- 
aware’s population  was  figured  at  363,000.  The 
white  rate  was  7.6  and  the  non-white  rate  was 
27.6  per  100,000  population. 

Statistics  submitted  by  the  State  Board  of 
Health  for  the  Emily  P.  Bissell  Sanatorium  for 
the  fiscal  year  are  as  follows: 


Total  admissions 228 

Male  140 

Female  88 

Total  discharges 223 

Male  146 

Female  77 

Clinics  held  275 


Complete  and  detailed  statistics  on  the  Sana- 
torium may  be  secured  from  the  State  Board  of 
Health.  LTnquestionably  the  Emily  P.  Bissell  San- 
atorium today  is  a first  class  institution,  with  its 
expanded  physical  facilities  and  its  larger  quali- 
fied staff. 

I should  like  to  give  special  emphasis  to  the 
cooperative  Chest  X-rav  Program  of  the  State 
Board  of  Health  and  the  Delaware  Anti-Tuber- 
culosis Society.  This  program  is  second  to  none 
in  the  country. 

Actual  Results  of  X-ray  Program 

Adult  population  x-rayed  (70mm.)  . 58,148 
Total  appointments  to  retake  center  1,069 


Number  keeping  appointments 957 

Percentage  kept  appointments  90% 

Total  films  made  and  read  (14"  x 17")  ....  925 

1.  Results  of  Films 

A.  Type  of  follow-up: 

1.  Urgent  67 

2.  Routine-patient  and  physician 

informed  189 

3.  Essentially  negative  no  follow- 
up   669 

Total  films  925 

B.  Tuberculosis  Suspects  159 

Minimal  100 

Moderately  advanced 44 

Far  advanced  6 

Healed  9 

C.  Non-tuberculous  Chest  Disease 

Suspects  excluding  cardiovascu- 
lar suspect  75 

D.  Cardiovascular  Suspects 22 


The  Delaware  Anti-Tuberculosis  Society  con- 
tinued to  lend  additional  assistance  to  the  overall 
state  program.  Financial  assistance  to  the  Wil- 
mington Visiting  Nurse  Association  made  pos- 
sible 1569  bedside  nursing  visits  to  61  patients. 
Other  high  spots  of  the  Society’s  program  includ- 
ed : 

More  than  3000  x-rays  in  Society’s  building. 

More  than  5000  Hospital  Chest  X-rays. 

1511  Fluoroscopies  at  State  Hospital  and  New 
Castle  County  Workhouse. 

19  Persons  rehabilitated  in  cooperation  with 
Vocational  Rehabilitation  Division. 

54  Schools  enrolled  in  Health  Habit  Course. 

11,243  Students  enrolled  in  Health  Habit  Course. 

Statistics  show  that  302  new  cases  of  tubercu- 
losis were  discovered  in  Delaware  in  1954. 

New  cases  this  year  (1955)  are  running  slightly 
less. 

Respectfully  submitted, 

Gerald  A.  Beatty,  Chairman 


[UaSmS  for  prescribing 


Hydrochlor  I 
Tetracycline  HCI  led'  i 


for  nearly  two  years.  Achromycin  has  been  in  daily  use. 
Thousands  of  practicing  physicians  in  every  field  have 
substantiated  its  advantages,  and  the  confirmations  mount 
every  day. 

In  any  of  its  many  dosage  forms,  Achromycin  has  proved 
to  be  well  tolerated  by  patients  of  every  age.  It  provides  true 
broad-spectrum  activity,  rapid  diffusion,  and  prompt 
control  of  a wide  variety  of  infections  caused  by  Gram- 
negative and  Gram-positive  bacteria,  rickettsia,  and  certain 
viruses  and  protozoa. 

Achromycin— an  antibiotic  of  choice,  produced  under  rigid 
controls  in  Lederle’s  own  laboratories. 


LEDERLE  LABORATORIES  DIVISION  amcaicah  (yanamiJ  compact  PEARL  RIVER,  NEW  YORK 
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President  Flinn:  Do  you  approve  this  report? 

(Motion  was  duly  made  and  seconded  to  ap- 
prove the  report.) 

It  has  been  moved  and  seconded  and  passed 
that  this  report  be  accepted. 

Committee  on  Maternal  & Infant  Mortality 

In  a review  of  the  maternal  mortality  for  the 
state  of  Delaware  for  the  calendar  year  1954,  the 
following  statistics  were  supplied  by  the  Bureau 
of  Vital  Statistics  of  the  State  Board  of  Health. 


State 

Number  of 
Live  Births 
9,736 

Deaths 

2 

Maternal 
Mortality 
Rate/ 1,000 
Live  Births 
0.2 

Wilmington 

2.189 

1 

0.5 

N.  C.  County 
excluding  Wil 

m.  4,204 

0 

0.0 

Kent  County 

1,124 

0 

0.0 

Sussex  County 

1,668 

1 

0.7 

The  data  on  the  two  maternal  deaths  (see  Ad- 
denda #2)  was  supplied  by  the  hospital  where 
the  deaths  occurred.  This  data  was  then  sub- 
mitted to  an  impartial  sub-committee  for  review 
and  judgment. 

Case  A. 

This  patient  had  no  pre-natal  care. 

1.  The  committee  felt  that  this  was  a case 
of  post-partum  hemorrhagic  death  com- 
plicated by  toxemia  of  pregnancy. 

Case  B. 

1.  This  case  was  judged  to  be  due  to  hem- 
orrhagic death, 

2.  Deemed  to  be  non-preventable  by  the  com- 
mittee due  to  the  rare  nature  of  its  com- 
plication and  the  adequate  institution  of 
treatment. 

For  the  sake  of  comparison,  the  following  fig- 
ures are  presented  for  the  year  1952: 

State  Rate  per  1,000  live  births 


Indiana 

0.5 

Oregon 

0.19 

Connecticut 

0.26 

Delaware 

0.7 

United  States 

0.66 

Report  on  Neonatal  Infant  Mortality  in  Delaware 
for  the  Year  1954 

9,736  babies  were  born  in  Delaware  in  1954. 
Of  this  number,  there  were  176  deaths  during  the 
first  7 days  of  life  for  a rate  of  18.1  per  1,000  live 
births.  The  purpose  of  this  study  is  to  account  for 
each  individual  baby’s  death  in  order  to  point 
the  way  to  a lowered  neonatal  mortality  rate  in 
the  areas  of  preventable  deaths. 

Study  Sources.  The  names  and  places  of  birth 
of  all  infants  dying  in  the  first  week  of  life  were 
obtained  from  the  State  Board  of  Health.  The 
hospital  chart  of  each  infant  was  carefully  sur- 
veyed to  note: 

1.  Period  of  gestation 

2.  Birth  weight 

3.  Age  at  death 

4.  Cause  of  death 

5.  Autopsy 

6.  Contributing  factors  in  baby 

7.  Contributing  maternal  factors 

The  definitions  used  (See  Addendum  #1)  were 
recommended  by  the  U.  S.  Bureau  of  Census. 

The  basic  data  is  summarized  for  each  hospital 
in  Delaware  on  a separate  sheet.  (Tables  1 A 
and  1 B) 

It  is  interesting  to  note  that  67  or  395  of  the 
deaths  were  in  the  pre-viable  group.  (Under  1,000 
grams).  Despite  the  label  of  pre-viable  we  have 
all  seen  an  occasional  baby  from  this  group  sur- 
vive. We  have  listed  2 as  having  been  possibly 
preventable;  in  each  instance  it  was  our  impres- 
sion that  the  infant  might  have  had  a better 


chance  to  live  if  no  demerol  had  been  given  a 
short  time  before  delivery.  (Table  II) 

The  Viable  Premature  Group  (1,000  to  2,499 
grams)  had  70  deaths.  Here  we  have  listed  5 cases 
as  having  been  ‘possibly  preventable.’  In  3 in- 
stances, (two  being  at  the  same  hospital)  it  is 
our  judgment  that  poor  nursing  care  resulted 
in  the  early  death.  In  each  case  babies  were 
fed  despite  signs  of  cyanosis,  respiratory  dis- 
tress or  shock.  In  a fourth  case,  we  question 
if  a mother  with  a 55%  hemoglobin  before  de- 
livery was  a good  obstetrical  risk:  the  delivery 
was  by  forceps  and  the  baby  died  of  a cerebral 
hemorrhage.  In  another  case,  the  baby  died  as  a 
result  of  a precipitous  delivery  following  a sus- 
pected manual  abortion. 

Among  the  deaths  in  the  first  7 days  of  life 
(35  in  number)  of  babies  born  at  term,  we  have 
listed  6 as  being  possibly  preventable.  The  causes 
were: 

1.  Aspiration  of  3rd  feeding,  death  from  pneu- 
monia. One  case. 

1.  Nursing  Care  (?) 

2.  Prolonged  labor,  2 cases: 

1.  Final  delivery  by  caesarean  section, 
death  from  pneumonia. 

2.  Vaginal  delivery,  death  from  cerebral 
hemorrhage. 

3.  A 12  lb.  7j/2  oz.  baby  stuck  under  sym- 
physis for  18  minutes. 

4.  A shoulder  presentation,  delivered  by  ver- 
sion and  extraction  after  the  birth  of  a small 
still-born  twin;  forceps  used  on  after-com- 
ing head. 

5.  Mother  admitted  5 days  before  delivery  be- 
cause of  vomiting  and  possible  renal  dis- 
ease. Sedation  for  5 days  plus  100  mgm 
demerol  33  minutes  before  delivery. 

We  list  7 cases  as  being  ‘Preventable’.  Four 
of  these  cases  were  erythroblastosis  fetalis.  It 
would  appear  that  in  each  of  these  cases  delay 
in  diagnosis  and  treatment  resulted  in  death.  In 
a fifth  case,  a baby  died  during  the  night  from 
hemorrhage  from  the  cord.  The  sixth  case  died 
of  broncho-pneumonia  following  aspiration  of  lip- 
iodol  used  in  diagnosis  of  a tracheo-esophageal 
fistula.  The  7th  baby  died  after  delivery  in  the 
ambulance  without  rupture  of  the  membranes. 

Additional  Comment 


Other  factors  possibly  contributing  to  the  death 
of  these  infants  are  listed  below: 

Pre-viable  Viable  Term 

Morphine  within  2 hours 
before  delivery  3 0 0 

Demerol  within  2 hours 

before  delivery  3 4 2 

Breech  Delivery  4 6 2 

Caesarean  Section  4 8 2 

No  pre-natal  care  4 2 0 

General  Comments  (See  Table  I-A) 
Apparently  there  is  a great  variance  from  hos- 
pital to  hospital  in  the  over-all  mortality  rate 
per  1,000  live  births,  that  is  large  enough  to  be  of 
some  statistical  significance;  the  range  being  12.7 
to  33.1  per  1,000  live  births.  The  responsible 
components  would  seem  to  be  three  fold: 

a.  Obstetrical  management 

b.  The  exercise  of  clinical  judgment  in  the  care 
of  the  newborn,  especially  in  the  more  pre- 
mature group. 

c.  Nursing  care. 

A.  Skillful  obstetrics  should  exclude  any  medi- 
cation or  procedure  which  might  create  any  an- 
oxia in  the  yet  to  be  born  baby.  From  the  baby’s 
point  of  view,  we  seriously  question  the  giving 
of  morphine  or  demerol  to  the  mother  of  what 
can  reasonably  be  expected  to  be  a small  baby. 
These  babies  need  every  possible  break  to  survive. 
If  Table  I A is  examined,  it  will  be  noted  that 
there  were  34  cases  of  death  in  the  first  7 days 
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where  anoxia  had  a role;  13  cases  of  hyaline  mem- 
brane, and  21  of  intra-uterine  anoxia;  granting 
there  were  other  causes  than  morphine  and  dem- 
erol  for  some  of  the  latter. 

B.  Experience  is  very  necessary  to  direct  the 
care  of  each  newborn.  This  is  illustrated  in  every 
case  of  erythroblastosis  fetalis;  i.e.  when  to  ex- 
change, re-exchange  or  transfuse.  Clinical  judg- 
ment, born  of  experience  is  equally  necessary  to 
direct  the  general  care  of  all  pre-matures,  espe- 
cially the  smaller  ones  who  fall  in  the  arbitrarily 
designated  ‘Pre-viable’  group;  under  1,000  grams 
or  2.2  lbs. 

C.  The  most  critical  period  for  the  newborn 
and  especially  the  small  premature  newborn  is 
the  first  24  hours  of  life.  It  is  here  that  skillful, 
experienced  nursing  may  be  the  difference  be- 
tween life  and  death.  The  knowledge  of  when 
to  feed,  how  to  feed,  and  when  to  stop  feeding 
a tiny  premature  is  essential.  Around  the  clock 
careful,  watchful,  interested  nursing  care  in  the 
hospital  nursery  is  the  sine-qua-non  for  the  hos- 
pital bom  newborn.  For  that  week  or  part  of  a 
week,  the  nurse  is  in  the  place  of  the  parents  and 
she  should  be  by  her  experience  and  training  a 
wise,  watchful  guardian  of  her  charges.  Vomiting 
can  not  go  unreported,  nor  diarrhea,  nor  bleeding, 
nor  cyanosis. 

Reference  to  Table  III  will  show  that  Delaware 
exceeds  the  average  U.  S.  A.  for  infant  mortality 
at  any  age  under  1 year.  If  we  are  to  improve 
this  standing,  a concerted  effort  must  be  made  in 
all  3 areas  noted  above.  To  increase  our  knowl- 
edge of  the  factors  causing  death  of  these  babies 
we  must  have  a greater  number  of  autopsies,  es- 
pecially in  the  pre-viable  group.  There  must  be 
closer  teamwork  between  the  physician  and  nurse, 
more  joint  conferences  over  what  went  wrong, 
why  things  went  wrong  and  how  to  prevent  things 
going  wrong. 

Summary: 

Of  9,736  births  in  Delaware  in  1954,  there  were 
176  deaths  in  the  first  7 days  of  life.  Of  these 
deaths,  172  were  reviewed  at  the  source;  the  hos- 
pital chart.  The  remaining  4 were  deaths  at  home 
deliveries.  Three  groupings  were  made: 


Pre-viable 

67 

39.0% 

Viable  premature 

70 

40.7% 

Term 

35 

20.3% 

Arbitrarily,  these  deaths 

were 

examined  for  pos 

sible  prevention  and  definite  prevention.  (See 
Table  I)  Contributing  factors  were  listed  and 
general  comments  made. 


Comment 

Those  who  have  worked  on  this  report  have 
tried  to  be  objective  for  the  purpose  of  bringing  to 
light  all  those  factors  which  result  in  fetal  wast- 
age. There  well  may  be  individual  causes  where 
lack  of  first  hand  and  immediate  knowledge  of 
an  immediate  case  resulted  in  incorrect  conclu- 
sions. 

Conclusions 

1.  It  is  recommended  that  this  report  be  sent 
to  the  Director  of  each  Hospital  in  Delaware  for 
consideration  of  all  those  concerned  with  the  new- 
born: 

2.  That  the  Committee  on  Maternal  and  In- 
fant Mortality  of  the  Medical  Society  of  Dela- 
ware for  1956  make  a review  of  the  neonatal 
mortality,  and  that  every  hospital  caring  for  the 
newborn  to  answer  a questionnaire  covering  the 
following: 

1.  Number  of  live  births 

2.  Number  of  deaths 

a.  during  1st  24  hours 

b.  during  1st  7 days 

3.  Append  a brief  summary  of  each  case  re- 
sulting in  death  to  include: 

a.  Mother’s  medical  and  obstetrical  his- 
tory 

b.  Length  of  gestation 

c.  Birth  weight 

d.  Age  at  death 

e.  Autopsy  findings  and  cause  of  death 

f.  Baby’s  medical  history 

4.  The  number  of  newborn  mortality  confer- 
ences over  the  12  month  period.  Such  con- 
ferences should  include  the  presence  of 
jjhysicians  delivering  babies,  physicians  car- 
ing for  the  newborn  and  nurses  caring  for 
the  newborn. 

5.  A statement  from  the  hospital  noting 
whether  or  not  they  use  the  Manual  for 
the  Care  of  the  Newborn  and  Premature 
issued  by  the  American  Academy  of  Pedi- 
atrics. Comments  on  the  Manual  should  be 
included. 

3.  All  physicians  endeavor  to  get  a greater 
number  of  autopsies  on  the  ‘Pre-viable’  group  of 
babies  who  die,  thus  to  show  a decrease  in  the 
number  of  deaths  from  the  undetermined  causes. 

Respectfully  submitted, 

Andrew  M.  Gehret,  Chairman 


Table  A-l 


Hospital 

1 

2 

3 

4 

5 

6 

7 

8 

9 : 

Home 

Total  Range 

Total  live  births 

2680 

1956 

1244 

487 

121 

846 

837 

342 

416 

507 

9736 

Total  deaths  in  1st  7 days 
* Corrected  deaths  in 

42 

37 

31 

10 

4 

13 

14 

11 

10 

4 

176 

1st  7 days 

Deaths  /1000  live  births 

39 

36 

30 

10 

4 

13 

14 

11 

11 

4 

(12.7- 

in  1st  7 days 
Deaths  /1000  live  births 

14.6 

18.4 

24.1 

12.7 

33.1 

15.4 

16.7 

32.1 

26.4 

7.9 

18.1  33.1) 
(4.7- 

in  1st  24  hours 
Deaths  in  1st  7 days. 

8.2 

11.8 

20.1 

10.2 

16.5 

4.7 

15.5 

26 

19.2 

? 

26) 

weight  over  1000  grams 
Deaths  /1000  live  births 
in  1st  7 days  and  over 

16 

22 

17 

8 

3 

9 

10 

8 

10 

103 

(6.0- 

1000  grams 
% Deaths  pre-viable 

6.0 

59 

11.3 

39.9 

13.7 

43.4 

10.2 

20 

24.8 

25 

10.6 

30 

11.8 

30.8 

23 

27.2 

24 

9.1 

24.0) 

% Autopsies 

61.9 

16.2 

48.4 

30 

50 

38.4 

38.6 

27.3 

40 

(16.2- 

61.9) 


* Corrections: 

Hosp.  No.  1 — Minus  2 erythroblastosis  fetalis,  transferred  too  late. 

Minus  1 tracheo-esophageal  fistula  delivered  at  Hosp.  No.  2 
Hosp.  No.  2 — Minus  2 delivered  at  home  plus  1 tracheo-esophageal  fistula  transfer 
red  to  Hosp.  No.  1. 

Hosp.  No.  3 — Minus  1 born  in  ambulance  15  minutes  before  arrival  at  hospital. 
Hosp.  No.  9 — Minus  1 erythroblastosis  fetalis  transferred  to  Hosp.  No.  1 too  late. 
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Table  I 

1 

B Cause  of 
2 3 

Death 

4 

5 

6 

7 

8 

9 

Total 

Undetermined 

11 

22 

9 

4 

1 

7 

7 

8 

6 

75 

Hvaline  Membranes  

6 

2 

2 

0 

1 

1 

0 

0 

0 

12 

Congenital  Anomalies  

4 

2 

4 

2 

0 

4 

1 

2 

2 

21 

Intrauterine  Anoxia  

5 

7 

5 

2 

0 

0 

2 

0 

0 

21 

Intracranial  Hemorrhage  

9 

0 

9 

1 

1 

0 

2 

0 

2 

24 

Ervthroblastosis  Fetalis  

3 

1 

1 

1 

0 

0 

0 

0 

0 

6 

Intrapulmonarv  Hemorrhage  . . 

2 

0 

0 

0 

0 

0 

0 

0 

0 

2 

Pneumonia  

2 

3 

0 

0 

1 

1 

2 

1 

0 

10 

Hemorrhage  after  birth  

0 

0 

1 

0 

0 

0 

0 

0 

0 

1 

Total  

42 

37 

31 

10 

4 

13 

14 

11 

10 

172 

Table  II 


P re- viable  prematures: 

1.  2 lbs. 

2.  1 lb.  4 oz. 

Viable  prematures: 

1.  5 lb.  6 oz. 

2.  3 lb.  141/2  oz. 

3.  2 lb.  8 oz. 

4.  4 lb.  13  oz. 

5.  4 lb.  12  oz. 

Full  term: 

1.  6 lb.  12  oz. 

2.  6 lb.  12  oz. 

3.  5 lb.  9 oz. 

4.  6 lb.  5 oz. 

5.  12  lb.  ll/2  oz. 

6.  6 lb.  11  oz. 

Full  term: 

1.  5 lb.  14  oz. 

2.  7 lb.  3 oz. 

3.  ? ? 

4.  9 lb.  3 oz. 

5.  ? ? 

6.  8 lb.  10  oz. 

7.  6 lb.  IOV2  oz. 


possibly  preventable 

100  mgm  demerol  21/  hours  before  delivery  cyanotic  baby  at  feedings 
^Demerol  2V2  hours  before  delivery 
possibly  preventable 
Mother — Hgb  55%,  low  forceps 
Baby  fed.  despite  vomiting  and  shock 
Fed  twice  with  respiratory  distress 

Cyanosis  following  feedings,  regurgitation  through  nose,  feedings  continued 
Attempted  abortion 

possibly  preventable 

Shoulder  presentation,  version  to  footling  breech 
Prolonged  labor  (36  hours),  Caesarian  section,  pneumonia 
Aspirated  3rd  feeding;  autopsy:  Pneumonia 
Prolonged  labor,  dystocia,  cerebral  hemorrhage 
Shoulders  under  symphysis  for  18  minutes 

Sedation  for  5 days,  demerol,  100  mgm  33  minutes  prior  to  delivery 
preventable 

Jaundiced  10  hours  after  birth.  Exchange  transfusion  started  at  19  hours 
Jaundiced  at  birth.  Exchange  transfusion  started  at  3 hours 

Born  out  of  state;  erythroblastosis.  1st  exchange  transfusion  started  at  30  hours 
Erythroblastosis.  Exchange  transfusions  started  late 
Tracheo-esophageal  fistula 

Unobserved  hemorrhage  from  cord  over  a six  hour  period 
Delivered  in  ambulance.  Membranes  not  ruptured 


Table  III 

1954  Infant  Mortality  by  Age  in  U.  S. 
and  Delaware 

U.S.A.  Delaware 


Number  of  live  births  9,736 

Number  of  infant  deaths  281 

Infant  mortality  rate 


under  1 year 

26.6 

28.8 

Number  of  deaths  per 
1,000  live  births 
Rate  under  1 month 

19.2 

20.6 

1 month  to  1 year 

7.4 

8.2 

Under  1 week 

(1952) 

20.0 

18.1 

Addendum  #1 
Infant  mortality  equals  the  n 

umber  of 

deaths 

per  1,000  live  births. 

Definitions  recommended  by  the  U.  S.  Bureau  of 


Census: 

1.  Neonatal  death:  Any  live  born  infant  over  500 
gms.  dying  in  the  first  month. 

2.  Stillbirth:  One  which  shows  no  evidence  of 

life  after  complete  birth,  (no  breathing,  no  ac- 
tion of  heart,  no  movement  of  voluntary  mus- 
cles) . 

Birth  is  complete  when  child  is  completely 
out,  even  though  the  cord  is  uncut  and  pla- 
centa is  still  attached. 

Period  of  utero-gestation  for  registration  of 
stillbirth  is  20  weeks  or  more. 

3.  Distinction  between  abortion  and  live  birth. 

Since  infants  estimated  to  be  less  than  28 
weeks  gestation  have  lived,  it  is  recommended 
that  if  an  infant  shows  any  ‘signs  of  life’  after 
birth,  the  birth  should  be  certified  as  a live 
birth  regardless  of  estimated  period  of  gesta- 
tion and  regardless  of  time  after  birth  that 
signs  of  life  persist. 

Premature  500  to  2,499  grams 


Previable  premature  500  to  2,499  grams 
Viable  premature  1,000  to  2,499  grams 
(2  lb.  3.2  oz.  to  5 lb.  8 oz.) 

Dr.  Tarumianz:  I move  the  report  be  approved. 
(The  motion  was  duly  seconded.) 

President  Flinn:  All  in  favor  of  this  motion 
please  say  so  by  the  usual  manner.  Contrary.  So 
ordered. 


Committee  on  Mental  Health 

This  committee  held  two  formal  sessions,  one 
on  April  26th,  and  one  on  July  19th.  Between 
these  conferences  the  members  of  the  committee 
were  in  frequent  contact  to  exchange  ideas.  In 
the  following  I shall  briefly  sum  up  the  most  im- 
portant issues  which  in  the  opinion  of  the  mem- 
bers should  be  brought  to  the  attention  of  the 
Society  for  information,  consideration  or  action. 

1.  The  committee  discussed  the  commitment 
laws  pertaining  to  patients  to  be  admitted  to  the 
Delaware  State  Hospital.  There  was  confusion  in 
the  minds  of  many  whether  the  law  requested  that 
a physician  be  in  practice  for  five  years  in  the 
state  of  Delaware  before  being  able  to  commit 
patients  or  whether  five  years  in  medical  prac- 
tice anywhere  would  be  sufficient.  After  discus- 
sing this  question,  it  was  decided  to  write  to  the 
Attorney  General  for  a legal  opinion.  This  opin- 
ion was  written  on  September  16th,  addressed  to 
the  Chairman  and  is  attached  to  this  report.  It 
is  obvious  from  the  reply  that  this  law  does  not 
demand  that  a physician  be  a resident  of  the 
state  for  five  years  but  merely  demands  that  he 
has  been  in  practice  for  five  years.  This  legal 
opinion  will  be  of  wide  interest  to  all  members 
of  the  Society  as  it  will  facilitate  easier  commit- 
ment in  certain  instances. 
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2.  The  committee  surveyed  psychiatric  facil- 
ities in  Kent  and  Sussex  Counties  and  came  to 
the  conclusion  that  they  were  grossly  inadequate. 
There  seems  to  be  a need  to  enlarge  psychiatric 
services  at  the  general  hospitals  in  these  counties 
and  to  bring  about  more  psychiatric  activities 
in  staff  conferences  and  medical  meetings.  The 
committee  felt  that  it  might  be  practical  to  organ- 
ize a speaker’s  bureau  consisting  of  psychiatrists 
in  the  Wilmington  area  who  would  be  willing  to 
participate  in  society  and  scientific  activities.  It 
is  also  felt  that  it  may  be  advisable  for  the  Kent 
and  Sussex  County  Medical  Societies  to  include 
psychiatric  topics  in  their  scientific  meetings  as 
it  may  help  general  practitioners  in  their  man- 
agement of  psychiatric  cases. 

3.  The  Delaware  Psychiatric  Society  after 
passing  a resolution  to  this  effect  approached  this 
committee  to  consider  certain  problems  concern- 
ing psychology.  There  is  reason  to  believe  that 
several  psychologists  in  Delaware  are  engaged  in 
the  practice  of  psychotherapy.  The  Medical  Prac- 
tice Act  in  Delaware  does  not  provide  for  the 
licensure  of  psychologists.  Many  people,  even 
educated  ones,  do  not  know  the  difference  be- 
tween a psychologist  and  a psychiatrist.  For  this 
reason  patients  have  come  to  psychologists  for 
treatment  and  apparently  were  accepted  for  treat- 
ment. This  is  an  unhealthy  situation.  This  matter 
has  come  up  in  many  states  and  has  recently 
been  under  consideration  by  the  American  Med- 
ical Association,  the  American  Psychiatrictic  As- 
sociation and  the  American  Psychoanalytical  As- 
sociation. These  three  Associations  passed  a joint 
resolution  to  the  effect  that  psychologists  should 
not  be  permitted  to  give  psychological  treatment 
except  under  the  supervision  of  psychiatrists. 
They  stressed  the  fact  than  any  psychological 
treatment  is  part  of  medical  treatment  and  can- 
not be  separated  from  medical  practice.  It  is, 
therefore,  advisable  that  this  Society  enforce  these 
principles  and  prevent  psychologists  from  prac- 
ticing Psychotherapy  independently. 

4.  The  committee  discussed  the  unsatisfactory 
psychiatrictic  training  of  internes  and  residents  in 
the  Wilmington  hospitals.  Only  the  Delaware 
Hospital  has  a psychiatric  teaching  program  at 
this  time.  It  was  felt  that  efforts  be  made  to  im- 
prove this  situation  by  organizing  seminars  or 
psychosomatic  conferences  which  would  acquaint 
all  trainees  with  the  principles  of  psychiatric  lie 
practice. 

5.  The  committee  considered  the  advisability 
of  forming  a permanent  sub-committee  on  drugs 
and  alcoholism.  It  was  felt  that  the  seriousness 
of  addiction  necessitates  continuous  attention. 
This  group  should  collect  data  both  in  Delaware 
and  on  a nation-wide  basis  in  order  to  provide 
information  to  the  membership  on  the  latest  de- 
velopments and  on  preventive  measures. 

These  are  in  brief  summary  the  issues  and  sub 
jects  which  this  committee  worked  on.  Detailed 
reports  of  this  committee  were  sent  to  the  Presi- 
dent of  the  Society. 

Respectfully  submitted, 

F.  A.  Freyhan,  Chairman 

President  Flinn:  What  is  your  pleasure? 

(Motion  was  duly  made  and  seconded  to  adopt 
the  Report.) 

President  Flinn:  It’s  been  moved  and  second- 
ed that  the  report  be  adopted. 

Any  discussion?  All  in  favor  please  say  “aye”; 
contrary.  So  ordered. 

That  means  that  we  approve  the  general  sug- 
gestions made  and  that  this  committee  and  the 
following  committee  next  year  will,  we  hope,  carry 
on  in  that  same  direction. 

The  next  is  the  report  of  the  Heart  Disease 
Committee. 


Committee  on  Heart  Disease 

The  work  in  the  field  of  cardiology  has  been 
largely  accomplished  through  the  Delaware  Heart 
Association,  an  affiliate  of  the  American  Heart 
Association. 

A special  heart  clinic  has  been  established  in 
Wilmington — at  the  present  time  held  at  the  Del- 
aware Hospital — attended  by  a cardiologist  from 
the  University  of  Pennsylvania.  This  clinic  is  for 
indigent  congenital  and  acquired  heart  disease 
cases  which  may  require  angio-cardiographv 
and/or  catheterization  studies.  In  the  event  that 
surgery  is  indicated,  the  operation  is  presently 
being  performed  at  the  University  of  Pennsylvania 
Hospital.  This  clinic  is  open  to  all  indigent  cases 
throughout  the  state. 

The  four  hospitals  in  Delaware  are  to  be  sup- 
plied with  cardiac  pacemakers  in  the  near  future. 

This  summer,  through  cooperation  with  the 
Washington  Family  and  Child  Service,  15  cardiac 
children  were  sent  to  the  special  cardiac  summer 
camp.  Camp  Triangle,  Virginia. 

At  the  present  time  an  application  for  research 
grants  by  Dr.  Otakar  J.  Poliak,  is  being  consid- 
ered. The  title  of  this  project  would  be  “Role  of 
Mast  Cells  in  Atherogenesis.” 

Consideration  is  being  given  for  establishment 
of  diagnostic  heart  clinics  in  lower  Delaware. 

Respectfully  submitted, 

J.  Richard  Durham,  Chairman 

President  Flinn:  What  is  your  pleasure  about 
this  report? 

(Motion  was  duly  made  and  seconded  that  the 
report  be  accepted  as  read.) 

President  Flinn:  It’s  been  moved  and  second- 
ed that  this  report  be  accepted  as  read.  All  in 
favor  please  say  “aye”.  So  ordered. 

Diabetes.  This  is  slightly  different  from  the 
other  committees  in  that  the  Committee  on  Dia- 
betes represents  the  State  Society,  but  it  also 
represents  the  American  Diabetes  Association. 
Tbe  work  of  the  national  organization  is  done 
by  a State  Society  committee,  not  by  a separate 
organization. 

Committee  on  Diabetes 

The  Committee  on  Diabetes  desires  to  continue 
and  to  expand  the  activities  of  previous  commit- 
tees on  diabetes.  More  intensive  programs  to  dis- 
seminate information  on  diabetes  to  the  lay  pub- 
lic as  well  as  further  educational  activities  for  the 
practicing  physician  are  deemed  essential. 

Your  committee  chairman,  representing  the 
A.D.A.  Governor  for  Delaware.  Dr.  Lewis  B. 
Flinn,  attended  the  annual  meeting  of  the  A.D.A. 
held  in  Atlantic  City,  in  June,  1955. 

Our  first  objective  is  to  recruit  all  physicians  of 
our  State  Society  interested  in  Diabetes  into  the 
A.D.A.  With  this  nucleus  a more  positive  ap- 
proach to  the  formation  of  an  affiliate  organiza- 
tion can  be  made.  This  affiliate  would  then  in- 
clude professional  members  in  a component  clin- 
ical society  and  lay  members  in  the  affiliate  lay 
body. 

At  our  last  meeting  of  the  committee  it  was 
decided  that  we  participate  in  Diabetic  Detection 
Week  distributing  the  St.  Louis  Drypack  as  we 
did  in  1954.  The  8th  National  Diabetic  Detection 
Week  is  November  13  to  19.  We  hope  with  proper 
and  adequate  publicity  and  with  tbe  full  cooper- 
ation of  the  Delaware  Pharmaceutical  Society  to 
expand  our  area  coverage  and  reach  more  peo- 
ple and  have  a higher  percentage  of  return  than 
in  the  preceding  year. 

With  the  organization  of  an  affiliate  lay  body, 
public  education  can  be  fostered  with  meetings 
and  forums.  Then,  under  the  leadership  of  the 
Governor  for  Delaware,  with  increased  educa- 
tional activities  for  the  practicing  physician  and 
with  a more  intensive  program  for  the  general 
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public,  our  complete  community  would  be  better 
informed  and  diabetes  would  be  more  readily 
recognized  and  more  adequately  treated. 

Respectfully  submitted, 
Charles  Levy,  Chairman 

President  Flinn:  That  was  the  report  of  the 
Committee  on  Diabetes.  What  do  you  wish  to  do? 

(Motion  was  duly  made  and  seconded  that  the 
report  be  accepted.) 

President  Flinn:  It  has  been  moved  and  sec- 
onded that  this  report  be  accepted.  All  in  favor 
please  say  “aye”;  contrary.  It  is  accepted. 

The  Committee  on  Arthritis  reports  that  it 
would  like  to  be  discontinued. 

Committee  on  Arthritis 

I am  writing  you  as  chairman  of  the  Arthritis 
Committee  of  the  Medical  Society  of  Delaware. 
I have  contacted  all  the  members  of  the  commit- 
tee and  it  is  our  feeling  that  there  is  no  necessity 
for  this  special  Committee  on  Arthritis  to  be  con- 
tinued from  year  to  year. 

It  is  therefore  our  recommendation  that  the 
Arthritis  Committee  be  discontinued,  and  should 
a problem  arise  as  to  where  special  studies  on 
arthritis  are  needed,  such  a committee  could  be 
appointed  by  the  Medical  Society  of  Delaware. 

Respectfully  submitted, 

T.  B.  Strange,  Chairman 

President  Flinn:  What  action  would  you  like 
to  take? 

(Motion  was  duly  made  and  seconded  to  accept 
the  recommendation.) 

President  Flinn:  It’s  been  moved  and  second- 
ed that  the  recommendation  of  the  Committee  on 
Arthritis  in  their  report  be  accepted,  which  means 
that  this  committee  as  a designated  special  com- 
mittee of  the  Society  be  abolished. 

All  in  favor  please  say  “aye”;  contrary.  So  or- 
dered. 

Delegate  to  A.M.A. 

I submit  my  report  as  a delegate  from  this  So- 
ciety to  the  House  of  Delegates  of  the  American 
Medical  Association.  I attended  the  interim  ses- 
sion meeting  of  the  House,  Nov.  29th  to  Dec.  2nd, 
1954  at  Miami,  Florida.  At  this  meeting  my  com- 
mittee assignment  was:  Section  and  Section  work. 

The  Scientific  assembly  was  well  arranged  with 
the  exhibits  and  papers  being  directed  largely  to 
those  physicians  engaged  in  general  practice. 
There  was  a registration  of  3,253  members,  with 
14  Delaware  registrants. 

The  meeting  was  highlighted  by  an  address  by 
Secretary  Oveta  Culp  Hobby,  the  President’s  Sec- 
retary of  Health,  Education  and  Welfare.  Secre- 
tary Hobby  reviewed  the  administration’s  plan 
for  medical  reinsurance  to  be  reintroduced  in  the 
84th  Congress.  She  reminded  the  House  that  the 
Administration  opposed  government  regimenta- 
tion but  it  would,  nevertheless,  vigorously  search 
out  and  “put  into  effect  new  methods  of  achiev- 
ing better  health  for  all  our  people.”  Mrs.  Hobby 
declared  that  compulsory  insurance  is  bad  for 
two  reasons:  1.  It  would  not  achieve  the  objec- 
tive of  better  health;  2.  It  would  be  crushing  in 
terms  of  cost.  She  strongly  asserted  that  volun- 
tary health  insurance  was  a better  means  of  meet- 
ing medical  expenses.  She  emphasized  the  wide 
gap  between  those  not  covered  by  voluntary  in- 
surance and  their  current  medical  cost.  It  is  this 
area  that  the  Administration’s  reinsurance  plan 
is  attempting  to  cover. 

Mrs.  Hobbv’s  address  was  followed  by  a pre- 
sentation by  Edwin  J.  Faulkner,  President.  Wood- 
man Accident  Life  Co.,  Lincoln.  Nebraska.  Mr. 
Faulkner’s  arguments  opposed  the  Administra- 
tion’s reinsurance  proposal.  The  main  thesis  of  his 
argument  can  be  expressed  by  the  following: 


“Those  who  oppose  the  establishment  of  a federal 
health  reinsurance  plan  believe  it  would  raise 
false  hope  for  a more  rapid  expansion  of  health 
insurance  while  contributing  nothing  to  the  realiz- 
ation of  that  hope.  Government  reinsurance  of 
health  insurance  plans  would  introduce  no  magic 
into  the  field  of  financing  health  care  costs.  Re- 
insurance can  distribute  risks  among  insurers 
just  as  insurance  distributed  them  among  policy- 
holders, but  no  matter  how  far  this  distribution 
is  carried,  it  must  be  sound  to  succeed.  Reinsur- 
ance does  not  increase  the  ability  of  the  insurer 
to  sell  protection  to  the  unwilling  buyer.  Rein- 
surance does  not  reduce  the  cost  of  insurance. 
Reinsurance  does  not  make  insurance  available  to 
any  class  of  risk  or  geographic  area  not  now 
within  the  capabilities  of  voluntary  insurers  to 
reach.  Reinsurance  has  been  proposed  to  expand 
insurance  effectiveness,  yet  the  rapid  develop- 
ment of  health  insurance  has  been  achieved  with 
little  recourse  to  the  already  widely  available  re- 
insurance facilities  and  there  is  no  evidence  that 
greater  progress  would  have  resulted  from  a more 
extensive  use  of  reinsurance.” 

Both  reports  were  received  and  filed.  A special 
committee  of  the  American  Medical  Association 
Health  and  Welfare  Department  has  been  ap- 
pointed to  clarify  areas  of  concern. 

The  address  of  the  President.  Dr.  Walter  Mar- 
tin, urged  continued  effort  to  meet  the  medical 
needs  of  low  income  and  non-insurable  groups. 
These  constitute  approximately  30.000,000  peo- 
ple, Dr.  Martin  stated. 

The  controversial  report  of  the  committee  on 
Medical  Practices.  Ethics  and  Public  Relations 
was  tabled  and  to  be  presented  at  the  June  meet- 
ing at  Atlantic  City. 


The  Annual  Session  was  held  at  Atlantic  City, 
June  4th  to  8th,  1955.  The  meeting  featured  the 
theme,  “Medicine’s  Proclamation  of  Faith.”  The 
inaugural  address  by  Dr.  Elmer  Hess.  President 
of  the  American  Medical  Association,  emphasized 
the  fact  that  every  physician  must  be  a man  with 
firm  convictions  regarding  a creator  and  be  fullest 
in  the  proclamation  of  his  faith.  He  reiterated 
the  necessity  of  being  able  to  treat  the  patient  in 
his  total  aspect  rather  than  in  a segmental  fash- 
ion. He  noted  "unless  we  are  willing  to  give  of 
ourselves  and  our  faith  our  science  will  avail  us 
little.  Sometimes  what  we  need  most  in  a sick- 
room is  not  medicine  that  we  prescribe.  It  is  the 
faith  and  the  hope  that  we  can  instill  in  our  pa- 
tients.” Dr.  Hess  expressed  the  opinion  that 
through  the  American  Medical  Association  the 
nation’s  physicians  are  united  in  a vigorous  pro- 
gram to  improve  the  quality  of  care  in  our  mental 
hospitals,  to  provide  adequate  good  hospitaliza- 
tion and  medical  care  for  the  people  who  can  not 
afford  to  buy  insurance  against  the  eventuality 
of  serious  illness,  to  encourage  the  building  of 
low  cost  convalescent  facilities  for  those  who  suffer 
from  long  term  illnesses,  and  to  maintain  high 
standards  of  medical  education  while  increasing 
the  output  of  physicians  and  the  building  of  more 
medical  training  facilities.  His  address  particular- 
ized our  need  for  increased  facilitites  and  more 
trained  help  and  more  research  and  more  interest 
in  the  treatment  of  mental  illness. 

The  House  of  Delegates  elected  Dwight  H. 
Murray,  former  chairman  of  the  Board  of  Trus- 
tees, President-elect  for  the  year  of  1956.  Dr. 
Murray  practices  general  medicine  in  Napa, 
Ca'ifornia. 

The  highlight  of  the  House’s  action  was  the  ac- 
ceptance of  the  Cline  Committee  report  on  the 
relationship  between  osteopathy  and  medicine. 
The  House  accepted  the  report,  filed  it  and  dis- 
missed the  committee.  The  majority  report  of 
the  reference  committee  favored  the  report  of  the 
Cline  Committee  which  in  essence  would  permit 
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doctors  of  medicine  to  teach  in  osteopathic 
schools,  consult  with  osteopathic  physicians  and 
attempt  to  raise  the  standards  of  osteopathic  prac- 
tice in  the  public  interest.  However,  a minority 
report,  with  the  signature  of  a Texas  delegate, 
Dr.  Milford  O.  Rouse,  insists  that  further  studies 
of  the  relationship  between  medicine  and  osteo- 
pathy are  impractical  until  and  unless  the  Ameri- 
can Osteopathic  Association  abandons  the  so- 
called  “osteopathic  concept.”  The  house  balloted 
and  by  a vote  of  101  to  81  the  minority  report 
was  accepted. 

The  House  expressed  its  disapproval  of  that 
portion  of  a directive  issued  bv  the  executive 
medical  officer  of  the  United  Mine  Workers  of 
America  Welfare  and  Retirement  Fund,  Dr.  War- 
ren Draper,  which  requires  consultation  by  a spe- 
cialist before  admission  to  a hospital  of  all  bene- 
ficiaries of  this  program  who  are  treated  by  a 
physician  other  than  those  approved  by  the  UM 
WA  Welfare  and  Retirement  Fund  as  specialists. 
This  resolution  engendered  some  heated  contro- 
versial debate  in  the  reference  committee,  there 
being  members  of  the  committee  from  Pennsyl- 
vania and  West  Virginia,  two  of  the  highest  bi- 
tuminous producing  states  in  the  country. 

The  House  voted  for  delegate-wise  distribution 
of  the  controversial  report  from  the  Committee  of 
Medical  Practices.  This  report  mentions  the 
discrepancy  between  fees  for  surgical  care,  also 
discusses  fee-splitting,  and  other  unethical  prac- 
tices. 

Because  of  wide  spread  dissatisfaction  of  poli- 
cies adopted  by  the  joint  Commission  on  the  Ac- 
creditation of  Hospitals  a resolution  adopted  by 
the  Committee  on  Education  in  Hospitals  urging 
investigation  by  a seven  man  committee  was 
adopted. 

An  exhibit  sponsored  by  the  American  Acade- 
my of  General  Practice  urging  every  doctor  to 
have  an  annual  physical  examination  received  a 
special  award. 

Your  delegate  urges  members  of  this  society 
who  attended  either  the  interim  or  annual  session 
to  allot  some  of  their  time  to  attend  the  proceed- 
ings of  the  House  of  Delegates.  More  knowledge 
of  the  functioning  and  the  organizational  and  pol- 
icy-making structure  of  American  medicine  is 
needed  by  every  physician.  Your  delegates  wishes 
to  thank  the  members  of  the  House  for  the  op- 
portunity of  representing  this  Society  in  the 
House  of  Delegates  of  the  American  Medical 
Association. 

Respectfully  submitted, 

H.  Thomas  McGuire,  Delegate 

President  Flinn:  Thank  you  very  much.  Any 
discussion  of  the  report  from  our  Delegate  to  the 
A.M.A.?  Would  you  like  to  move  that  the  report 
is  accepted? 

(Motion  was  duly  made  and  seconded  to  accept 
the  report.) 

President  Flinn  : It’s  been  moved  and  sec- 

onded. All  in  favor  please  say  “aye”;  contrary. 
Carried. 

There  are  several  Committees  which  I think  can 
be  reported  rather  briefly  by  title  or  short  re- 
ports, one  is  Military  and  Veterans  Affairs. 

Committee  on  Military  & Veterans  Affairs 

There  was  no  meeting  of  this  committee,  and 
no  action  was  taken.  I have  had  some  correspon- 
dence on  this  subject,  have  made  some  personal 
inquiries,  and  have  made  interim  unofficial  com- 
ments on  the  subject  of  V.  A.  Medicine  to  the 
New  Castle  County  Society.  My  interest  in  these 
problems  (benefits  and  abuses)  continues. 

Respectfully  submitted, 
Stuart  W.  Rose,  Chairman 

President  Flinn:  Do  you  wish  to  accept  that 
committee’s  report? 


(Motion  was  duly  made  and  seconded  to  ac- 
cept the  report.) 

All  in  favor  please  say  “aye”;  contrary.  So  or- 
dered. 

Committee  on  National  Defense 

This  committee  held  no  formal  meetings.  Dr. 
Stuart  Rose,  acting  in  an  advisory  capacity,  at- 
tended the  Regional  Civilian  Defense  Conference 
in  March,  1955.  It  was  a two  day  meeting  at  the 
Henry  Hudson  Hotel  in  New  York.  Col.  Preston 
Lee  continued  as  State  Director  and  is  doing  an 
admirable  job. 

He  advises  me  that  the  medical  equipment 
bought  to  date  with  state  funds  allotted  by  the 
1951  Legislature  plus  Federal  matching  Funds 
consists  of  equipment  for  54  first  aid  stations. 
These  are  capable  of  taking  care  of  600-1000 
casualties  within  the  first  twenty-four  hours,  at 
a cost  of  $2,000  each.  Four  hospitals,  at  a cost 
of  $26,000  each,  are  to  be  purchased.  This  money 
was  allotted  by  the  1953  Legislature  and  for  these 
the  state  has  spent  $13,000  each,  the  remainder 
to  be  made  up  by  Federal  matching  funds. 

Colonel  Lee  has  made  an  earnest  appeal  to  me 
personally  for  the  wholehearted  cooperation  of 
the  medical  profession  in  this  program.  I have 
assured  him  that  the  medical  profession  will 
stand  behind  all  policies  formulated  by  the  state, 
county  and  city  directors.  These  to  date  have 
been  slow  in  forthcoming. 

Respectfully  submitted, 

Walter  L.  Bailey,  Chairman 

President  Flinn  : What  is  your  pleasure  about 
this  report? 

(Motion  was  duly  made  and  seconded  to  ac- 
cept the  report.) 

President  Flinn:  It’s  been  moved  and  second- 
ed that  this  report  be  accepted. 

All  in  favor  please  say  "aye”.  Carried. 

Committee  on  Rural  Medical  Service 
Committee  on  Fees  for  Welfare  Patients 

1.  This  committee  recommends  that  when  a 
physician  is  to  be  off  duty  on  weekends  or  at  other 
times  he  designate  a specific  physician  to  take 
care  of  his  patients. 

2.  The  committee  recommends  that  those  hos- 
pitals wishing  to  do  so  may  discharge  indigent 
patients  earlier  than  usual,  and  have  the  hospital 
resident  make  home  calls.  This  will  alleviate  the 
crowded  hospitals  and  will  acquaint  the  resident 
with  another  phase  of  medical  practice. 

3.  The  committee  recommends  the  formation 
of  community  welfare  councils  throughout  the 
state  composed  of  representatives  from  churches, 
civic  organizations,  town  councils,  etc.,  for  the 
purpose  of  acquainting  all  residents  with  the  vari- 
ous medical  services  available.  This  program 
could  be  carried  out  with  the  cooperation  of  the 
Health  Council,  the  Medical  Society  of  Delaware, 
and  the  Extension  Service  of  the  University  of 
Delaware. 

4.  The  committee  recommends  that  the  Medi- 
cal Society  of  Delaware  in  cooperation  with  the 
state  Department  of  Public  Welfare  develop  a 
medical  care  program  for  the  medically  indigent 
similar  to  those  in  use  in  Maryland  and  Penn- 
sylvania. 

Respectfully  submitted, 
Thomas  J.  Tobin,  Chairman 

President  Flinn:  Dr.  Tobin,  do  you  have  any 
additions  or  corrections  to  add  to  that? 

Dr.  T.  J.  Tobin:  Just  the  fact  if  these  are 
passed  that  (1)  a copy  be  sent  to  each  Council 
delegate,  and  (2)  that  a copy  be  sent  to  the  hos- 
pitals. 

President  Flinn:  I think  you  didn’t  state  in 
the  report  but  I think  the  committee  meant  to 
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indicate,  did  it  not.  that  if  residents  should  see 
or  take  care  of  discharged  patients  in  their  homes, 
it  would  be  under  the  direct  supervision  of  a staff 
member  of  the  hospital,  and  not  on  their  own? 

You’ve  heard  the  recommendations  of  this  com- 
mittee. It  recommends  several  things.  One  of 
them  Dr.  Prickett  has  been  very  interested  in  for 
years,  to  get  the  local  organizations,  civic  organiz- 
ations informed  and  actively  interested  in  the 
medical  facilities  in  that  particular  location.  Often 
times  there  is  something  available  which  the  peo- 
ple in  that  area  do  not  know  about. 

What  is  your  pleasure  about  this  report?  Would 
you  like  to  vote  on  these  things  separately  or  do 
you  approve  the  whole  report?  Do  you  remember 
what  it  was? 

In  essence,  it’s  that  the  Society  recommends 
better  coverage  when  physicians  are  off  call,  that 
they  arrange  coverage.  The  second  is,  the  exten- 
sion of  home  care  from  the  hospitals.  And  third, 
that  the  various  churches  and  civic  organizations 
and  so  forth  be  informed  of  the  medical  facilities 
in  their  own  area,  and  in  other  areas  which  are 
available  to  them.  And  fourth,  that  the  Society 
prepare  some  medical  care  program  for  the  med- 
ically indigent. 

These  are  all  principles;  they’re  no  specific  de- 
tailed plans,  but  if  you  approve  these  principles, 
then  it  would  mean  that  the  committees  and  the 
Society  during  this  coming  year  will  try  to  work 
out  these  details  and  bring  a workable  plan  be- 
fore Council  or  before  this  House  at  its  next 
meeting. 

Dr.  Tarumianz:  I move  both  reports  be  accept- 
ed. 

(The  motion  was  duly  seconded.) 

President  Flinn:  It’s  been  moved  and  second- 
ed that  this  report  be  accepted  and  the  recom- 
mendations be  approved. 

All  in  favor  please  say  “aye”;  contrary.  It’s 
passed. 

Committee  on  Vocational  Rehabilitation 

The  Rehabilitation  Committee  of  the  Medical 
Society  of  Delaware  has  had  no  formal  meetings 
during  the  year.  Apparently  the  Rehabilitation 
Program  has  not  had  unusual  problems.  This  re- 
port is  accordingly  based  on  the  1954-55  Annual 
Report  of  the  Delaware  State  Board  for  Voca- 
tional Education  to  the  Governor  of  Delaware. 
The  following  paragraphs  are  excerpts: 

“For  the  fiscal  year  ending  June  30,  1955,  there 
were  456  persons  rehabilitated  into  employment. 
Since  the  program  began  in  1939,  a total  of  4,697 
handicapped  persons  have  been  rehabilitated.  The 
average  wage  before  rehabilitation  was  $5.79  per 
week;  the  average  wage  after  rehabilitation  serv- 
ices were  provided  increased  to  $42.02  per  week. 

“On  the  basis  of  the  number  of  rehabilitations 
per  100.000  population,  Delaware  for  the  eighth 
consecutive  year  ranked  first  in  the  52  States  and 
Territories  which  operate  such  a program. 

“The  National  average  cost  of  rehabilitating  a 
disabled  person  is  around  $600.  Figures  show  that 
it  costs  more  than  this  amount  to  maintain  a per- 
son in  idleness,  or  in  an  institution,  and  this  cost 
oftentimes  continues  year  after  year.  In  Dela- 
ware, the  average  cost  per  rehabilitant  this  past 
year  was  $457.81. 

“One  of  the  projects  for  this  year.  Vocational 
Rehabilitation,  in  cooperation  with  the  Delaware 
Anti-Tuberculosis  Society  and  the  State  Board 
of  Health  is  initiating  a training  workshop  for  the 
tuberculous  at  the  Bissell  Sanatorium.  Adequate 
space  has  been  provided,  and  essential  tools  and 
equipment  secured,  to  train  men  and  women  pa- 
tients in  various  types  of  work,  including  cook- 
ing, sewing,  beauty  culture,  watch  repairing, 
woodwork  and  machine  work,  radio  and  television 
repair  and  clerical. 


“The  need  for  a sheltered  workshop  for  the 
severely  handicapped  is  an  ever  present  one  and 
it  is  hoped  that,  through  community  cooperation, 
one  will  eventually  be  established.  Increased  costs 
for  treatment,  hospitalization,  training,  and  other 
services  make  it  necessary  for  us  to  request  some 
additional  State  funds  each  year;  this  need  is 
evidenced  by  the  fact  that  it  cost  $44  more  this 
year  to  rehabilitate  each  person  than  it  did  last 
year.” 

Your  committee  compliments  the  work  of  Vo- 
cational Rehabilitation  in  the  State  of  Delaware. 
We  express  our  sincere  appreciation  to  the  State 
and  Federal  governments  for  their  interest  in  our 
disabled  citizens. 

Respectfully  submitted, 

E.  L.  Stambaugh,  Chairman 

President  Flinn:  Will  somebody  make  a mo- 
tion that  this  report  be  accepted? 

(Motion  was  duly  made  and  seconded  to  accept 
the  report.) 

President  Flinn:  It’s  been  moved  and  second- 
ed. 

All  in  favor  please  say  “aye”;  So  ordered. 

Committee  on  A.  M.  E.  F. 

Delaware  made  a good  showing  in  1954.  as  they 
were  9th  to  finish  in  percentage  of  participation, 
when  a total  of  207  members  of  the  State  Society 
gave  the  amount  of  $7,054.50.  88  contributed  di- 
rectly to  the  A.  M.  E.  F.  the  sum  of  $3,760,  and 
119  gave  direetlv  to  their  medical  schools  the  sum 
of  $3,294.50. 

Unfortunately,  because  the  request  for  contri- 
butions to  the  A.  M.  E.  F.,  were  sent  out  with 
the  county  society  bills,  we  do  not  have  an  accu- 
rate record  of  the  number  of  individuals  who  have 
given,  nor  the  exact  amount  of  money  that  has 
been  contributed.  A rough  estimate  is  $2,447  so 
far  this  year.  For  that  reason  I would  like  to  rec- 
ommend that  the  slips  requesting  the  doctors  to 
contribute  to  their  medical  schools  be  independent 
of  the  county  society  bill.  And  secondly,  that  all 
slips  be  returned  to  a member  of  the  Committee 
on  A.  M.  E.  F.  In  Kent  and  Sussex  there  only 
was  one  member  and  in  Wilmington  there  are 
three.  All  slips  be  returned  even  if  the  donor 
gives  directly  to  his  medical  school  and  that  those 
slips  include  the  amount  of  monev  contributed. 
In  that  way  we  will  be  able  to  determine  who 
has  given  and  how  much  has  been  given. 

Respectfully  submitted, 

Charles  F.  Richards.  Chairman 

President  Flinn:  You  have  heard  this  report. 
What  is  your  pleasure?  Is  there  any  discussion? 

(Motion  was  duly  made  and  seconded  to  ac- 
cept the  report.) 

Voice:  I want  to  ask  a question.  If  those  slips 
are  returned  will  that  report  be  sent  to  the 
A.  M.  E.  F.?  One  great  disadvantage  of  giving 
directly  to  the  medical  schools,  is  that  the  A.  M. 
E.  F.  doesn’t  have  the  information,  and  they  need 
that  information  so  they  can  use  that  as  a pat- 
tern in  industry,  because  industry  is  contributing 
a major  portion  of  this  money  and  they  can't 
say  well,  we  have  requested  the  doctors  to  contrib- 
ute so  much.  They  are  in  a very  poor  position 
to  go  further  and  ask  us  to  contribute.  I don’t 
know  why  the  doctors  can't  contribute  directly 
to  the  A.  M.  E.  F.  Besides  you've  got  the  Coun- 
cil. and  the  report  has  indicated  many  give  di- 
rectly to  the  medical  schools,  and  they  report 
these  figures  to  the  A.  M.  E.  F. 

President  Flinn:  Dr.  Richards,  can  you  answer 
that  question? 

Dr.  Richards:  Yes.  I’ve  been  on  that  com- 
mittee for  about  four  years  and  we’ve  never  been 
able  to  determine  why  people  do  not  or  will  not 
give  to  A.  M.  E.  F.  I know  that  there  were  one 
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or  two  medical  schools  who  said  that  they  would 
rather  have  the  money  given  directly  to  them. 
However,  the  money  that’s  given  to  the  A.  M. 
E.  F.  is  sent  to  each  medical  school,  with  the  in- 
dividual name  who  has  given  it  and  his  class,  so 
that  they  are  given  credit.  Many  people  evidently 
feel  that  they  won’t  be  given  credit  for  the  amount 
of  money  that  they  give.  What  I personally  have 
done  is  to  give  the  major  amount  to  the  A.  M. 
E.  F.  and  maybe  sent  $5  to  the  alumni  fund,  just 
so  that  the  class  can  say  I gave,  as  far  as  per- 
centage is  concerned.  But  there  are  many  men 
who  will  not  give  to  the  A.  M.  E.  F.  but  will  give 
directly  to  the  medical  school. 

President  Flinn:  Do  not  all  medical  schools 
report  to  the  A.  M.  E.  F.? 

Dr.  Richards:  Yes,  they  know,  and  the  A.  M. 
E.  F.  sends  us  a booklet  which  gives  the  amount 
contributed  by- 

VoiCE:  Mr.  President,  this  is  in  reverse.  I am 
not  at  all  sure  the  A.  M.  E.  F.  get  reports  from 
all  the  medical  schools. 

Dr.  Richards:  Well,  I can  show  you  the  re- 
port that  says  119  gave  directly  to  their  medical 
schools  and  88  gave  to  the  A.  M.  E.  F.  But  the 
main  reason  for  having  the  American  Medical 
Education  Foundation  is  just  as  Dr.  Purcell  said, 
that  it  gives  medicine  a bargaining  point  in  try- 
ing to  collect  money  from  a large  corporation,  like 
General  Motors  and  etc.  Because  when  they  go 
to  General  Motors  and  say  we  would  like  a con- 
tribution to  further  medical  education,  thev  will 
sav,  “Well,  how  many  doctors  backed  this?” 

For  example,  in  Delaware  only  88  backed  the 
A.  M.  E.  F.  General  Motors  said  “no”  to  that, 
but  119  gave  directly  to  their  medical  schools, 
and  that’s  the  whole  purpose  of  having  the  A.  M. 
E.  F.  And  I have  tried,  all  of  us  on  this  commit- 
tee have  tried,  to  talk  people  into  giving  to  the 
A.  M.  E.  F.  and  not  directly  to  their  medical 
schools. 

President  Flinn:  Any  further  discussion?  It 
has  been  moved  and  seconded  that  this  report  be 
accepted.  All  in  favor  please  say  “aye”;  contrary. 
Carried. 

Committee  on  Hospital-Physician  Relationships 

Since  there  have  been  no  complaints  referred  to 
the  committee  for  investigation,  we  have  not  held 
any  meetings  in  the  year  1955.  Because  of  the 
status  of  this  Committee  and  the  advisability  of 
continuing  it  was  discussed  fully  at  the  last  meet- 
ing of  the  House  of  Delegates  in  1954,  we  have 
no  suggestions  to  make  on  that  score. 

Resuectfully  submitted, 

C.  Leith  Munson,  Chairman 

President  Flinn:  What  is  your  pleasure?  This 
is  more  of  a standby  committee.  May  it  be  ac- 
cepted? 

(Motion  was  duly  made  and  seconded  to  ac- 
cept the  report.) 

President  Flinn:  All  in  favor.  So  ordered. 

Grievance  Board 

The  Grievance  Board  is  pleased  to  report  that 
matters  brought  to  its  attention  during  the  past 
year  have  been  satisfactorily  settled.  By  the  very 
nature  of  its  work  the  information  regarding  such 
cases  must  be  considered  confidential  and  not  be 
specifically  stated  in  a report  of  this  kind. 

The  Board  wishes  to  call  to  your  attention  the 
following  excerpts  from  the  President’s  address, 
by  Dr.  Elmer  Hess,  at  the  A.  M.  A.  Convention 
in  Atlantic  City  last  June:  “Most  complaints 
brought  to  our  attention  are  the  result  of  failure 
to  adequately  explain  medical  costs.  The  relation- 
ship between  physicians  and  their  patients  would 
be  greatly  improved  if  doctors  would  anticipate 
this  question  and  discuss  it  freely  with  the  pa- 


tient. I also  think  that  much  of  our  trouble  comes 
from  the  fact  that  our  medical  schools  have  con- 
centrated on  the  scientific  aspect  of  medicine, 
which  is  all  important  to  the  public.  However, 
the  school  should  also  emphasize  the  teaching 
of  the  humanities  which,  after  all,  is  treating  your 
brother  as  you  would  be  treated  yourself.” 

In  conclusion,  I wish  to  take  this  opportunity  to 
thank  all  members  of  the  Grievance  Board  for 
their  wholehearted  and  helpful  cooperation  in 
solving  some  very  difficult  problems  which  came 
before  us  this  year. 

Respectfully  submitted, 

Charles  E.  Wagner,  Chairman 

Dr.  C.  E.  Wagner:  I just  want  to  say  that  most 
of  the  complaints  are  about  overcharges,  and  if 
we  can,  as  Dr.  Hess  mentioned,  put  into  practice 
the  Golden  Rule  it  would  be  very  helpful  and  it 
would  avoid  a great  deal  of  embarrassment,  not 
only  to  the  physician,  but  will  avoid  a good  bit 
of  work  on  the  part  of  this  Board.  A great  many 
cases  have  been  handled  by  telephone  and  the 
people  were  instructed,  when  they  called  about 
what  to  do,  to  consult  their  physician  that  was 
involved  in  the  case. 

And  the  results  have  been  most  satisfactory  in 
practically  every  case.  There  were  some  very 
difficult  cases.  We  had  a full  meeting  of  our  Board 
in  which  one  very,  very  doubtful  situation  was 
taken  care  of  satisfactorily.  And  in  connection 
with  that,  I might  sav  that  it  is  well  if  all  of  us 
can  bear  in  mind,  when  a patient  comes  to  us 
and  cannot  speak  well  of  the  physician  who  has 
previously  taken  care  of  him,  that  it’s  well  to  with- 
hold our  remarks.  If  we  have  any  criticism,  don’t 
take  it  up  with  the  patient  and  much  unpleasant- 
ness can  be  avoided  for  the  physician,  for  the  pa- 
tient, and  for  the  whole  medical  profession.  If  we 
will  just  be  guarded  in  our  remarks  I am  sure  it 
will  be  very,  very  helpful. 

President  Flinn:  This  institution,  the  Acad- 
emy of  Medicine,  is  apparently  being  more  and 
more  recognized  as  a medical  center  and  there 
have  been  more  and  more  individual  patients  call 
up  the  Academy  to  complain  about  some  doctor. 
It  has  been  suggested  that  we  should  not  miss 
this  opportunity  to  improve  public  relations,  and 
that  patient  should  be  told  to  whom  he  can  go, 
such  as  the  chairman  of  the  Grievance  Board. 
The  Academy  secretary  has  been  instructed  to 
take  the  name  and  address  of  the  patient  and 
give  that  name  and  address  to  the  chairman  of 
the  Grievance  Board,  who  then,  if  he  sees  fit.  can 
make  certain  that  that  patient  is  heard.  Many 
patients  feel  that  they  have  been  given  a push- 
off,  but  when  they  call  up  here  we  try  to  main- 
tain good  public  relations. 

You’ve  heard  this  report.  Do  I hear  a motion? 

(Motion  was  duly  made  and  seconded  to  ac- 
cept the  report.) 

It  has  been  moved  and  seconded  that  this  re- 
port be  accepted. 

All  in  favor  please  say  “aye”.  So  ordered. 

Representative  to  the  Delaware  Academy 
of  Medicine 

The  past  year  again  should  be  recorded  as  a 
successful  one  in  the  history  of  the  Delaware 
Academy  of  Medicine.  The  building  of  the  Acad- 
emy underwent  extensive  repairs  and  redecorat- 
ing. 

A regional  meeting  of  the  American  College  of 
Physicians  was  held  in  the  Academy  on  February 
5th.  We  have  been  given  to  understand  that  the 
Meeting  was  a success  and  that  the  Academy’s 
facilities  were  most  acceptable. 

The  great  event  of  the  year  was  the  celebra- 
tion of  the  25th  Anniversary  of  the  founding  of 
the  Academy  which  was  held  on  May  3rd.  The 
speakers,  John  A.  Monroe,  Professor  of  History 
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at  the  University  of  Delaware,  whose  address 
will  shortly  appear  in  the  Delaware  State  Medi- 
cal Journal,  and  Detlev  W.  Bronk,  President  of 
the  Rockefeller  Institute  for  Medical  Research, 
spoke  authoritatively  on  matters  of  local  and  na- 
tional interest. 

The  Public  Health  Forums  were  continued,  as 
in  the  past,  as  a joint  enterprise  with  the  Acad- 
emy, the  News-Journal  Company,  the  Welfare 
Council,  and  the  Group  Hospital  Service. 

The  Wilmington  Council  of  Churches,  in  coop- 
eration with  the  Academy,  is  planning  to  con- 
d jet  an  Institute  on  Pastoral  Care.  The  objective 
of  the  Institute  was  to  provide  members  of  the 
clergy  with  such  medical  and  hospital  adminis- 
trative information  as  will  enable  the  clergymen 
to  more  skillfully  and  competently  serve  their 
parishioners.  Three  of  these  meetings  will  be  held 
at  the  Academy  and  one  in  the  Eugene  duPont 
Convalescent  Memorial  Hospital. 

The  library  continued  as  the  main  source  of 
medical  literature  in  the  state  of  Delaware.  Its 
value  has  lately  been  increased  by  a considerable 
number  of  acquisitions  of  the  latest  textbooks  in 
the  fields  of  medicine  and  dentistry. 

The  Executive  Committee  of  the  Academy  con- 
tinued to  devote  time  and  study  to  the  need  for 
enlarging  the  Academy.  We  are  fast  approaching 
the  time  when  the  auditorium  facilities  will  have 
to  be  enlarged  to  accommodate  our  medical,  den- 
tal, and  allied  societies  and  groups. 

Respectfully  submitted, 

W.  O.  LaMotte,  Sr.,  Representative 

President  Flinn:  For  your  information  the 
first  Pastoral  Conference  was  held  here  last  Fri- 
day night,  and  there  were  40  members  of  the 
clergy.  And  incidentally,  they  are  paying  certain 
fees  for  this  course,  a novel  idea. 

Will  someone  move  that  this  report  be  accept- 
ed? 

(Motion  was  duly  made  and  seconded  to  ac- 
cept the  report.) 

President  Flinn:  It  has  been  moved  and  sec- 
onded that  this  report  be  accepted. 

All  in  favor  please  say  “aye”;  contrary.  So  or- 
dered. 

Committee  on  Salk  Vaccine 

This  committee  was  formed  at  the  suggestion  of 
the  State  Board  of  Health.  You  know  the  prob- 
lem of  the  shortage  of  the  vaccine  caused  by  the 
withdrawing  of  the  vaccine  from  circulation.  After 
that,  the  Foundation  started  a program  last 
spring.  In  order  to  get  the  vaccine  equitably  dis- 
tributed all  over  the  country,  the  National  Ad- 
visory Committee  to  the  Surgeon-General  sug- 
gested that  in  each  state  a committee  be  formed 
with  members  from  at  least  the  medical  society, 
the  pharmaceutical  society,  and  the  State  Health 
Department,  to  see  that  vaccine  was  distributed 
all  over  the  state,  and  all  the  population  had  a 
chance  to  get  their  fair  share. 

I asked  the  President  of  the  Medical  Society 
to  appoint  two  members  from  the  medical  society, 
also  asked  the  pharmaceutical  society  to  appoint 
two  members,  and  the  Board  of  Health  to  ap- 
point two  members.  I think  Dr.  Stroud  and  Dr. 
Bohan  were  appointed  for  the  Society.  The  Board 
appointed  me  and  also  asked  Dr.  Burton  to  serve 
insomuch  as  he  has  pretty  good  contacts  with 
the  work  that  the  Board  is  doing.  So  actually  you 
have  four  members  of  your  State  Society  on  the 
committee  and  two  of  the  Pharmaceutical  Society. 
The  committee  has  had  actually  three  meetings, 
and  the  last  one  was  held  in  September.  The  dis- 
tribution of  the  vaccine  has  to  be  carried  out  ap- 
parently according  to  the  regulations  set  up  by 
the  Surgeon-General,  and  they  have  chosen  to 
give  it  to  those  age  groups  where  they  have  the 
highest  incidence  of  polio  throughout  the  country. 


The  first  age  group  chosen  on  a national  level 
was  the  5 through  9.  And  so  the  committee  at 
their  last  meeting  decided  to  go  along  with  that 
particular  group. 

The  vaccine  has  not  come  in  in  any  supply 
worthwhile.  We  have  about  7000  cc  now,  perhaps 
a little  more.  We  have  another  1000  cc  on  order 
but  it  hasn’t  arrived  yet. 

And  you  noted  though,  I think,  in  the  press, 
last  week  the  National  Committee  recommended 
that  another  five  year  age  group  be  added  to  that 
5 through  9.  But  so  far,  however,  enough  vaccine 
has  been  manufactured  to  take  care  of  % of  the 

5 to  9 age  group.  The  people  throughout  the 
country,  however,  do  not  take  the  vaccine  100 
percent,  so  the  Surgeon-General  figured  that  if 
% of  them  took  it,  that  would  probably  take  care 
of  the  5 to  9 age  group.  However,  that  is  I don’t 
think  true  in  this  state.  In  the  National  Foun- 
dation program  which  we  started  last  spring  and 
gave  the  first  dose  in  the  schools,  we  bad  about 
87%  of  our  eligibles  take  the  vaccine.  In  fact,  we 
did  approximately  21,000  children  with  the  first 
dose  throughout  the  state,  and  those  were  in  the 
1st  and  2nd  grades  last  year.  Those  same  chil- 
dren are  in  the  2nd  and  3rd  grades  this  year, 
and  the  year  before  we  had  done  about  2500  in 
the  field  trials  and  they  had  three  doses.  The 
National  Foundation  wanted  us  to  go  ahead  this 
summer  and  give  the  second  doses.  However,  the 
committee  decided  it  would  be  better  to  wait  until 
fall.  So  we’re  at  present  right  up  to  the  point 
where  we  can  start  these  2nd  inoculations. 

We  have  a group  from  5 through  9 of  approxi- 
mately 35,000  children  in  the  state;  21,000  were 
done  last  spring,  2,500  approximately  the  year 
before,  who  would  get  a booster  dose  this  year. 
So  that  gives  us  a little  over  23,000  who  already 
have  had  either  one  dose  or  three  doses  of  the 
vaccine.  Those  same  children  will  get  a second 
dose  or  a booster  dose  with  vaccine  furnished  by 
the  Foundation. 

The  committee  agreed  that  the  vaccine  coming 
in  from  the  fall  on  would  be  distributed  60%  to 
the  private  physicians  for  use,  and  40%  to  the 
Health  Department.  The  Board  of  Health  has 
had  the  policy  of  distributing  vaccine  of  any  of 
the  stock  to  physicians.  We  will  distribute  it  if 
you  have  an  indigent  case  in  the  age  group  that 
is  being  done  at  the  time.  You  make  application 
and  we  will  distribute  vaccine — provide  vaccine 
for  indigent  cases  on  the  request  of  physicians. 

It  will  probably  be  the  middle  of  next  year  be- 
fore there  will  be  enough  vaccine  so  that  it  can 
be  taken  off  these  voluntary  controls,  and  at  that 
time  you  will  be  able  to  get  it  through  your  drug 
store.  However,  until  that  time,  any  physician 
wanting  vaccine  should  send  a request  to  the 
Polio  Vaccine  Committee  in  Dover,  requesting 
vaccine.  And  they  are  asking  at  the  present  time 
that  you  put  the  name  and  the  age  down,  so  we 
can  know  that  it  is  in  the  proper  age  group.  As 
soon  as  enough  vaccine  is  available  to  fill  all  those 
orders  it  will,  of  course,  be  sent  out  to  physicians. 
What  happens  is  when  your  request  comes  in,  an 
order  is  made  out  for  the  amount  you  requested. 
That  order  goes  directly  to  the  manufacturer, 
whether  it  be  Lilly,  Wyeth,  Pitman-Moore.  Sharp 

6 Dohme,  or  whoever  it  might  be.  There  are  only 
five  of  them  putting  it  out  at  this  time.  Incident- 
ally, the  Cutter  vaccine,  which  caused  most  of  the 
trouble  last  spring,  has  been  re-approved  but  they 
have  no  vaccine  on  the  market  as  yet,  and  I think 
they’re  going  to  have  difficulty  because  I’ve  had 
a few  mothers  call  me  up  and  say,  "What  vac- 
cine is  going  to  be  given  in  school.  If  it’s  Cutter 
I don’t  want  him  to  have  it.”  That’s  the  sort  of 
thing  we  will  run  into. 

Most  of  the  states  are  going  along  with  the 
program.  A few  of  them  had  a bad  experience, 
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like  Idaho,  where  they  are  putting  on  no  program 
at  all.  In  29  states  the  Health  Department  is  do- 
ing the  whole  program.  I think  that  our  Board 
felt  that  we  should  carry  on  our  program  in  the 
same  fashion  as  we  did  when  we  started  the  daily 
toxoid  program,  that’s  some  25-30  years  ago.  And 
this  is  a clean  job.  In  other  words,  the  object  is 
to  get  every  person  we  possibly  can  immunized 
against  polio  in  as  quick  a time  as  possible.  It 
can’t  be  done  by  your  Health  Department  and 
it  can’t  be  done  by  your  practicing  physicians 
alone.  You’ve  got  to  work  together.  I think  that 
after  a few  little  headaches,  like  we  had  with 
toxoid  several  years  ago,  that  the  program  will 
be  ironed  out  so  that  the  physicians  get  their  fair 
share  of  the  work,  the  ones  that  want  to  go  to 
the  physician  and  most  of  them  go  there  inci- 
dentally, and  the  Board  of  Health  gets  its  checks. 

If  there  are  any  questions,  I will  be  glad  to  try 
to  answer  them. 

Dr.  H.  H.  Stroud:  I would  like  to  bring  out 
that  our  committee  hasn’t  approved  any  distribu- 
tion of  it.  Our  committee,  that  is  the  Salk  Vac- 
cine Committee,  approved  only  continuing  the 
immunization  which  was  begun  last  spring  in  the 
2nd  and  3rd  grades  in  our  state.  They  are  now 
the  2nd  and  3rd  grades.  They  were  the  1st  and 
2nd  graders  then.  They  want  it  in  the  1st  four 
grades  in  New  Castle  County,  rather  than  the 
2nd,  3rd,  4th  and  5th  grades.  Apparently  the 
State  Board  of  Health  has  approved  giving  im- 
munization to  the  1st  grade  in  New  Castle  County 
and  the  1st  four  grades  in  Sussex  and  Kent  Coun- 
ties. That’s  not  with  the  approval  of  the  Salk 
Vaccine  Committee  and  I think  that  should  be 
made  known.  I think  it  should  be  determined 
whether  the  physicians  of  this  Society  want  the 
Board  of  Health  to  go  ahead  and  immunize,  that 
is,  blanket  immunize  the  school  children  in  the 
3rd  and  4th  grades  in  the  state  of  Delaware. 

Dr.  Hudson  : The  primary  function  of  the  com- 
mittee is  to  take  care  of  the  equitable  distribution. 
The  State  Board  of  Health,  of  course,  has  to  ad- 
vise on  these  things.  We  already  have  23,000  out 
of  a possible  35,000  children  done.  And  most  of 
those  have  been  done  in  New  Castle  County  and 
Wilmington,  because  New  Castle  County  got  it  in 
1954  and  the  other  two  counties  didn’t,  and  as  I 
explained,  this  is  a public  health  problem.  We 
want  to  get  as  many  people  immunized  before 
the  next  polio  season  as  is  possible,  and  we  have 
a certain  group  in  school  which  we  can  get  to  and 
get  them  done  very  quickly,  so  that  they  will  have 
three  doses,  if  we  can  get  the  vaccine,  before  they 
finish  school  next  June.  That  is  the  reason  that 
the  Board  followed,  on  my  recommendation,  the 
same  policy  that  they  followed  when  they  began 
giving  the  toxoid  back  in  1929. 

President  Flinn:  Dr.  Hudson,  I think  this  is 
most  important  and  I don’t  want  to  leave  it  up 
in  the  air,  but  if  there  is  any  misunderstanding 
among  members  of  this  Advisory  Committee,  I 
think  it  would  be  well  to  have  that  clarified.  What 
I suggest,  sir,  is  that  you  might  call  a committee 
meeting  and  then  if  the  members  on  that  com- 
mittee who  have  been  appointed  by  the  State 
Society  would  then  report  to  the  Council,  or  the 
officers  of  the  Society,  we  could  come  to  an  agree- 
ment. 

Dr.  Hudson:  That’s  satisfactory. 

President  Flinn:  Thank  you. 

VOICE:  Do  you  understand  that  it  was  passed 
in  the  legislature  bill  to  authorize  state  payment 
of  vaccination  for  all  children  under  the  age  of 
nineteen,  or  some  such  age? 

Dr.  Hudson:  The  state  legislature  passed  a 
law,  and  also  the  Federal  government  passed  a 
law.  The  Federal  Government  put  up  $30,000,000 
for  vaccine,  of  which  Delaware  would  get  about 
$35,000  for  vaccine,  plus  another  $7,000  for 


needles,  syringes,  and  the  things  that  you  need 
to  get.  I was  in  Washington  about  a month  ago, 
and  they  told  me  the  Federal  law  terminates  Feb- 
ruary 15,  1956,  that  there  will  not  be  enough 
vaccine  manufactured  even  to  take  up  the  Fed- 
eral money  by  February  the  15th.  They  figure 
about  65%.  The  state  money  we  have  not  touched; 
it  hasn’t  been  used  at  all.  It  was  put  up  with  the 
thought  of  providing  quick  vaccine  for  everyone 
in  the  state,  I mean  every  child  in  the  state. 
That’s  exactly  what  the  law  says. 

Dr.  F.  S.  Hassler:  Is  that  to  be  distributed 
and  handled  by  the  State  Board  of  Health? 

Dr.  Hudson:  Yes,  that  will  be  distributed  and 
handled  by  the  State  Board  of  Health. 

Dr.  Hassler:  Then  there  will  be  no  potential 
source  of  vaccine  for  private  patients? 

Dr.  Hudson:  Yes,  we’re  not.  The  State  Board 
of  Plealth,  I don’t  think  has  discussed  the  use  of 
this  $150,000.  However,  I brought  up  before  the 
committee  that,  if  they  so  judged,  we  would  be 
willing  to  buy  the  vaccine  and  distribute  it  to  the 
physicians.  However,  the  committee  voted  against 
that  protectionary  plan.  So  I mean  that’s  up  to 
the  committee  in  Sussex. 

Dr.  Hassler:  What  I’m  trying  to  clarify  in  my 
own  mind  is:  should  I send  in  a requisition  for 
some  of  this  vaccine  for  my  patients  in  that  age 
group?  If  I were  a patient  and  I was  going  to  get 
it  for  free,  I’d  be  inclined  to  take  it  for  free. 

Dr.  Hudson  : I suppose  that  is  so.  I mean  that’s 
for  the  committee  and  the  Society  to  decide. 

President  Flinn:  We  have  one  more  report. 
This  is  a committee  that  has  been  active,  has  had 
numerous  meetings  this  last  year,  the  Committee 
on  Medical  Service  and  Public  Relations. 

Committee  on  Medical  Service  & Public  Relations 

I submit,  herewith,  the  report  of  the  Committee 
on  Medical  Services  and  Public  Relations.  This 
committee  held  three  meetings  during  the  past 
year.  In  addition,  individual  members  of  the  com- 
mittee on  several  occasions  appeared  before  mem- 
bers of  the  House  and  Senate  of  the  State  Legis- 
lature. We  also  appeared  before  the  Governor 
and  asked  for  support  of  the  veto  on  a matter  of 
legislation.  In  all  the  work  of  the  committee  was 
quite  voluminous  because  of  many  challenging 
problems  that  arose  during  the  year.  This  has  led 
us  to  certain  pertinent  conclusions  that  I will 
elaborate  upon  later  in  this  report.  Also,  a con- 
sultation with  John  E.  Farrell.  Executive  Secre- 
tary, Rhode  Island  Medical  Society  was  held. 
This  conference  revealed  many  operating  defects 
in  our  present  structure.  Recommendations  stem- 
ming from  this  meeting  will  be  presented  on  the 
conclusion  of  this  report. 

Your  committee  recognizes  the  need  of  respon- 
sibility in  a proper  integrated  training  program 
and  discussed  with  interest  the  preceptorship 
program  that  is  being  executed  in  other  areas. 
We.  therefore,  endorse  the  principle  of  preceptor- 
ship  and  recommend  its  enactment  af'er  discus- 
sion with  hospital  administrators  and  a committee 
of  the  State  (and-or)  County  Societies  that  will 
designate  physicians  being  eligible  to  accept  in- 
terns and  residents  for  preceptor  training. 

Next  the  question  of  how  to  list  physicians’ 
names  in  the  classified  (yellow  pages  of  the  tele- 
phone directory)  has  been  raised  frequently  in 
many  medical  societies.  There  seems  to  be  no 
universal  rule  in  this  matter  nor  has  A.M.A.  taken 
any  action.  In  an  effort  to  summarize  the  picture 
throughout  the  country  the  public  re'ations  de- 
partment of  the  A.M.A.  checked  the  way  in 
which  physicians’  names  appeared  in  the  tele- 
phone directory  of  ninety  cities  and  towns  in 
thirty-three  states,  the  District  of  Columbia,  and 
Hawaii.  Your  committee  has  reviewed  the  prob- 
lem of  telephone  listings  in  the  allied  issues  re- 
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lating  to  publicizing  the  physician's  name  and  it 
presents  the  following  recommendations  for  con- 
sideration to  the  House  of  Delegates.  1.)  Tele- 
phone and  other  listings,  as  an  aid  to  the  pub- 
lic. specialty  listings  by  physicians  should  be  per- 
mitted only  on  the  basis  of  specialty  classifica- 
tions as  listed  by  the  Delaware  Medical  Society 
in  its  annual  roster  as  published  in  the  Delaware 
Medical  Journal  and  subject  in  addition  to  the 
final  approval  by  the  Committee  on  Public  Rela- 
tions. All  such  specialty  listings  in  any  public 
directory  shall  not  be  in  bold  type  or  otherwise 
prominent  display  type.  Your  committee  recom- 
mends review  of  the  distribution  of  emergency 
night  calls  to  the  younger  physicians  by  the  Phy- 
sicians' Exchange. 

In  carrying  out  its  work  during  the  past  year 
your  committee  has  recognized  more  fully  than 
ever  before  the  necessity  for  a stronger  coordina- 
tion of  the  activities  of  the  profession  in  order 
that  the  Society  may  render  greater  service  to 
the  public  generally,  and  to  its  own  membership. 
We  have  had  occasion  to  observe  the  ways  in 
which  our  sister  medical  societies  have  kept  pace 
with  the  changing  of  the  times  which  have  called 
for  the  increased  utilization  of  full  time  personnel 
to  supervise  the  increasing  activities  of  the  state 
and  county  medical  society  in  the  community. 

We  have  been  fortunate  in  having  an  outstand- 
ing physician  who  has  served  us  on  a part  time 
basis  as  our  executive  officer,  and  who  has  also 
for  four  decades  served  our  medical  journal  and 
has  made  it  one  of  the  best  publications  in  the 
state  journal  group.  But  we  cannot  continue  to 
place  additional  burdens  on  Doctor  Bird,  and  we 
should  give  consideration  to  the  employment  of 
a young  man  on  a full  time  basis,  not  a physician, 
who  cannot  only  relieve  Doctor  Bird  of  some  of 
the  work  he  now  carries  out  so  ably,  but  who 
can  also  undertake  the  expansion  of  our  services 
to  the  people  of  Delaware  and  to  our  own  mem- 
bership. 

We  are  one  of  two  or  three  states  in  the  coun- 
try that  have  not  employed  full  time  personnel 
to  coordinate  and  expand  our  activities.  More 
than  forty  of  the  states  and  some  one  hundred 
and  fifty  county  medical  societies  employ  one  or 
more  employees  as  executive  secretaries  on  a full 
time  basis.  These  executives  represent  a high 
type  of  individual,  trained  in  business  manage- 
ment, journalism,  public  relations  and  allied  ac- 
tivities that  enable  them  to  handle  the  diversified 
work  that  the  medical  society  of  today  must  ren- 
der. By  no  means  can  we  merely  employ  an  ex- 
ecutive officer  and  feel  that  he  can  discharge  the 
work  of  the  society  alone;  the  role  of  the  phy- 
sician continues  as  always,  and  the  success  of  the 
Society  will  continue  to  be  measured  by  the  in- 
terest displayed  by  the  membership  in  its  activ- 
ities. The  executive  secretary,  as  we  view  him, 
would  be  the  agent  to  carry  through  the  recom- 
mendations of  committees,  promote  a better  un- 
derstanding of  the  role  of  the  physician  in  the 
community,  coordinate  the  various  activities  for 
efficient  and  progressive  service,  inform  the  mem- 
bership of  legislative  matters  concerning  health 
and  medical  care,  both  local  and  national,  serve 
as  a liaison  with  public  and  private  agencies 
throughout  the  state,  particularly  in  the  fie'ds 
of  health,  welfare  and  education,  and  handle  the 
business  side  of  our  publication  and  our  annual 
meeting. 

Our  studies  on  this  problem  have  indicated 
clearly  that  wherever  a state  or  county  medical 
society  has  utilized  full  time  lay  personnel, 
trained  in  administrative  work  and  guided  by  a 
professional  committee  of  the  Society,  the  return 
to  the  membership  has  far  exceeded  the  necessary 
cost  for  such  a central  office  with  full-time  staff. 
And  equally  great,  if  not  greater,  has  been  the 


service  to  the  people  of  the  area  served  who  learn 
that  the  medical  society  stands  ready  to  aid  them 
in  any  problem  involving  health  and  medical  care. 

The  problems  of  the  profession  in  Delaware 
are  equally  as  serious  to  our  membership  as  are 
the  problems  faced  by  larger  state  medical  socie- 
ties. In  the  national  picture  which  becomes  in- 
creasingly ominous  for  every  physician,  we  are 
all  faced  with  the  same  issues.  Therefore,  we  can 
no  longer  sit  back  and  continue  our  “status  quo” 
while  economic  and  sociological  and  political 
forces  change  the  pattern  of  medical  and  health 
care  for  our  people.  We  must  be  vigilant  and  pro- 
gressive and  we  must  adjust  our  organization  to 
cope  with  the  problems  of  this  day. 

A full  time  staff  would  represent  additional  ex- 
penses for  the  Society.  To  those  of  us  who  have 
served  as  committee  members,  or  officers  of  the 
Society,  and  have  thereby  become  increasingly 
familiar  with  the  seriousness  of  the  problem  at 
hand,  the  cost  factor  is  negligible.  We  feel  cer- 
tain, however,  that  every  member  of  the  Society 
will  readily  recognize  that  the  issues  of  the  day 
vitally  concern  his  future  in  the  practice  of  medi- 
cine, and  in  the  distribution  of  medical  care  to 
the  people  of  this  and  every  other  state  in  the 
nation.  A clear  presentation  of  the  Society’s  po- 
sition should  win  complete  support  of  a dues  in- 
crease to  justify  the  employment  of  a full  time 
executive  secretary  to  assist  Doctor  Bird  and  to 
relieve  him  of  some  of  the  burdens  he  now  car- 
ries in  his  dual  role. 

We  note  in  this  connection  that  Montana  with 
approximately  450  members  has  dues  of  $50  an- 
nually, as  does  North  Dakota  with  less  than  400 
members,  and  South  Dakota  with  s'ightly  more 
than  that  total.  And  Nevada  with  a Society  mem- 
bership not  far  above  200,  assesses  its  members 
$75  dues.  Each  of  the  first  three  states  employs  a 
full  time  executive  officer. 

We  recommend,  therefore,  as  follows: 

1.  That  the  Society  employ  an  executive  secre- 
tary on  a full  time  basis,  who  shall  preferably 
be  a Delaware  resident,  not  a physician,  and 
with  training  in  business  management  or  per- 
sonnel work  or  public  relations,  or  journalism, 
or  with  a combination  of  such  qualities,  who 
would  supervise  a central  office  under  the 
direction  of  the  Council  of  the  Society.  Such 
executive  secretary  would  carry  out  such  tasks 
as  referred  to  it  in  this  report,  and  such  other 
assignments  as  may  from  time  to  time  be 
given  to  him  by  the  Council.  He  would  also 
serve  as  business  manager  of  the  Journal  and 
of  the  annual  meeting. 

2.  That  Doctor  Bird  be  named  as  Editor-in-Chief 
of  The  Journal  with  a salary  commensurate 
with  his  services  of  long  standing  for  the 
medical  profession  of  Delaware. 

3.  That  the  annual  dues,  effective,  January  1. 
1956,  be  fifty  dollars  ($50)  for  members  of 
the  Society  who  have  been  in  practice  for 
more  than  one  year,  and  twenty-five  dollars 
($25)  for  members  in  their  first  year  of  prac- 
tice. 

4.  That  consideration  be  given  to  the  publication 
in  the  Medical  Journal,  or  through  special 
mailings  directly  to  the  membership,  of  im- 
portant information  relative  to  state  and  na- 
tional legislation  affecting  the  profession  and 
on  pertinent  medical -economic  and  medical- 
sociological  data  of  concern  to  every  physi- 
cian. 

H.  Thomas  McGuire.  Chairman 

Dr.  McGuire:  Mr.  Chairman,  I move  the  adop- 
tion of  this  report  as  a whole. 

President  Flinn:  Is  there  any  second  to  that 
motion? 

(The  motion  was  duly  seconded.) 

President  Flinn:  I might  say  to  start  off  the 
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discussion  that  I wish  to  remind  you  that  each 
of  the  three  county  societies  have  formally  and 
urgently  gone  on  record  as  requesting  a legisla- 
tive representative  and  a public  relations  repre- 
sentative for  the  State  Society.  It  has  been  dis- 
cussed in  each  county  society.  I was  present  at 
all  of  them.  The  Resolutions  were  not  all  taken 
when  I was  there,  but  I subsequently  received  a 
letter  from  Kent  and  Sussex.  They  have  not 
spelled  out  the  details  or  the  cost  of  such  a pro- 
gram but  they  all  have  been  aware  that  it  is  going 
to  cost  more  and  are  willing  to  bear  what  the 
necessary  cost  may  be. 

This  particular  plan  you  have  just  heard  in  the 
details  I have  not  seen.  I think  it  had  not  been 
written  until  about  three  days  ago.  I have  been 
convinced,  however,  that  we  need  somebody  in  a 
full  time  capacity.  During  one  stage  of  the  dis- 
cussion the  question  came  up  as  to  whether  or 
not  the  Blue  Cross  and  the  Hospital  Association 
would  be  interested  in  bearing  the  cost  of  such 
an  arrangement. 

It  was  also  very  definitely  felt  that  such  an  indi- 
vidual would  have  to  be  under  the  employ  of  the 
State  Society.  One  individual  could  not  have 
three  masters.  I do  know  that  both  the  Blue  Cross 
organization  and  the  Hospital  group  look  upon 
some  such  arrangement  as  had  been  suggested 
with  a great  deal  of  interest  and  approval.  And 
if  the  Society  wished  it  and  if  other  details  were 
worked  out,  they  might  show  their  appreciation  to 
the  point  of  contributing  a certain  sum. 

Dr.  Tarumianz:  I fully  appreciate  the  com- 
mittee’s endeavors  to  show  some  progressive  move- 
ment for  the  improving  of  our  Society’s  problem. 
However,  I do  not  wish  you  to  accept  the  philos- 
ophy that  by  merely  appointing  an  executive,  lay 
executive  secretary,  who  will  be  a public  relations 
man,  your  problem,  very  serious  problem,  will  be 
solved.  I think  before  our  legislative  problem  is 
solved,  we  should  try  to  educate  our  own  mem- 
bers so  that  there  is  a unanimous  attitude,  united 
effort  on  the  part  of  the  Society  as  far  as  their 
members,  the  individual  members,  are  concerned. 

I have  heard  from  legislators  statement  of  com- 
plete indignation  of  what  they  have  heard  from 
various  physicians  in  regards  to  certain  bills. 
Now,  I do  believe  that  the  legislators  will  listen 
to  their  own  family  physician  more  than  they 
will  listen  to  any  lay  representative  of  the  So- 
ciety, or  even  a lobbyist.  This,  I think,  is  the 
first  year  that  we  haven’t  had  two  lobbyists  there, 
and  you  cannot  pay  the  services  of  two  lobbyists 
for  $500  today.  You  have  to  spend  at  least  $1000 
or  $2000  for  legislative  sessions  for  the  services 
of  such  men.  I think  that  should  be  the  first  po- 
litical move  that  this  Society  should  make  regard- 
less of  whether  you  have  a public  relations  man 
or  not,  regardless  of  whether  you  have  a lay  ex- 
ecutive secretary  or  not.  I think  this  Society 
should  decide  definitely  that  they  need  a political 
lobbyist  at  a salary  or  wages  or  fee  or  whatever 
you  wish  to  call  it,  of  at  least  $1000-$2000  for 
the  legislative  session. 

However,  I am  in  full  accord  with  the  report. 
I believe  sincerely  that  it  is  a progressive  move, 
if  the  members  are  willing  to  spend  an  additional 
$50  a year,  and  it  would  cost  an  additional  $50. 
For  $25  you  couldn’t  do  anything;  possibly  for 
$50.  Even  that  would  not  be  the  market  price  for 
the  services  of  a qualified  man. 

My  revolt,  I would  say,  against  the  statement 
is  only  one:  that  the  man  who  has  served  the 
Society  for  forty  years,  according  to  these  state- 
ments, has  not  been  asked  by  the  committee  for 
consultation.  That,  I find,  is  a sort  of  insult.  I 
served  twenty-five  years  as  Business  Manager  or 
Managing  Editor.  I was  not  asked  anything  about 
it.  Certainly  I don’t  know  much,  but  I certainly 
should  know  something  after  experiencing  twenty- 
five  years,  as  Managing  Editor. 


I sincerely  believe  that  the  committee  shou'd 
accept  Dr.  Bird  as  executive  secretary,  not  emeri- 
tus, but  as  a real  executive  secretary  who  will 
continue  serving  in  such  capacitv;  however,  to 
have  a lay  assistant  who  will  be  the  public  rela- 
tions man,  and  business  manager  of  The  Journal 
if  you  wish.  I will  be  delighted  to  turn  over  to 
him  anytime,  but  I feel  that  we  owe  Dr.  Bird  so 
much  that  we  shouldn’t  just  wipe  him  out,  and 
make  him  feel  that  he  can’t  carry  his  load  any 
more,  so  he  can  be  put  on  the  shelf.  That  I am 
opposed  to.  As  one  of  the  oldest  members  of  the 
Society,  I want  him  to  be  considered  seriously 
and  allow  Dr.  Bird  to  remain  as  such.  However, 
have  an  additional  man  as  a lay  representative 
and  make  him  assistant  secretary  or  assistant 
executive  secretary. 

Dr.  James  E.  Marvil:  At  the  last  session  I 
had  occasion  to  talk  to  several  of  the  legislators, 
and  I think  others  of  our  members  from  Sussex 
County  in  the  Society  did  likewise.  We  found  that 
on  some  matters,  as  Dr.  Tarumianz  says,  we  could 
do  very  well,  but  our  main  difficulty  was  not 
recognized  at  all  early  enough  to  get  over  the 
things  we  wanted.  Mainly,  the  chiropractors  got 
in  there  early.  They  were  working  on  it  and  one 
legislator  told  me  that  they  were  committed  long 
before  the  physicians  even  knew  about  the  law 
being  introduced,  and  we  certainly  feel  we  need 
some  organization  and  need  someone  to  inform 
the  doctors. 

I feel  exactly  the  same  as  Dr.  Tarumianz  does 
about  Dr.  Bird.  In  fact,  I have  made  that  state- 
ment at  the  last  meeting  that  I was  in  favor  of 
all  sorts  of  progress  but  we  would  certainly  have 
to  take  care  of  Dr.  Bird  and  not  hurt  his  feelings. 
And  I told  him  that  personally,  so  I think  Dr. 
Bird  understands  that  there  was  no  slight  intend- 
ed by  anyone  for  him.  But  I think  this  is  a seri- 
ous matter,  this  business  of  ceing  represented. 
We  found  that  we  had  a very  antagonistic  atti- 
tude whenever  we  approached  certain  of  the  men 
down  here  and  we  found  out  that  we  are  not 
spending  as  much  time  and  energy,  with  the  re- 
sults we  get  criticism  out  of  so  many  of  the  peo- 
ple. 

President  Flinn:  That  is  the  reason,  I think, 
Dr.  Marvil,  that  some  people  feel  that  it  would 
be  better  to  have  somebody  with  us  all  the  time 
who  could  do  a lot  of  leg  work  and  prepare  the 
stage,  rather  than  just  emoloy  a so-called  lobby- 
ist during  the  legislative  year. 

Dr.  Gerald  A.  Beatty:  I would  believe  that 
probably  one  of  the  most  important  duties  of 
such  a public  relations  officer  might  be,  before 
they  educate  anyone  else,  that  they  educate  the 
doctors  and  put  across  to  the  doctors  the  idea 
that  they  would  meet  with  them  rather  frequently 
and  find  out  what  the  problems  are  and  try  to 
settle  them.  I think  then  that  they  can  put  it  to 
the  public,  but  certainly  we  found  in  the  legisla- 
ture this  year  that  you  have  to  have  someone 
there  all  the  time.  That’s  how  this  last  chiroprac- 
tors’ bill  got  fouled  up.  I think  it  would  have  been 
defeated  if  we  had  known  exactly  when  it  was 
going  to  come  up  and  what  members  were  going 
to  be  there;  it  was  slipped  in  without  any  of  us 
knowing  about  it. 

Dr.  Allen  J.  Fleming:  It  seems  to  be  two  di- 
rections we’re  taking  here.  One  is  through  your 
public  relations  man  who  is  going  to  serve  in  the 
function  of  a public  relations  man,  and  the  other 
function  is  a political  watchdog.  The  first  one  is 
really  uppermost  in  our  minds. 

President  Flinn:  The  suggestion  was  that  one 
man  would  do  both. 

Dr.  McGuire:  That  question  is  directed  to  me. 
Of  course,  it  is  not  a political  watchdog.  That 
would  be  one  of  the  numerous  duties,  but  there 
are  any  number  of  duties  that  this  individual 
could  be  charged  with.  There  are  many  areas  of 
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not  only  organizational  structural  defects  in  the 
way  we  function  today  but  also  in  our  approach 
and  how  the  public  is  being  acquainted  with  what 
we  are  doing.  I would  agree  that  this  is  not  going 
to  solve  the  problem.  As  you  well  know,  Dr. 
Tarumianz.  there’s  no  single  solution  to  any  prob- 
lem, but  it  will  be  one  of  them.  It  will  be  a be- 
ginning, it  would  seem  to  me.  Now  we  are  one 
of  three  states  and  I would  say  the  other  one, 
Mississippi  incidentally,  is  much  larger. 

If  you  want  to  look  at  it  in  the  concept  of  what 
it  is  going  to  cost  us,  then  I suppose  it  would  be 
a terrific  undertaking,  it  seems. 

Dr.  Tarumianz:  I’m  100  percent  for  it.  Don’t 
misunderstand  me  when  I made  that  remark. 

Dr.  McGuire:  Yes. 

Dr.  Tarumianz:  How  far  can  we  stand  the 
burden?  That’s  the  meaning  I mean  to  give. 
We’re  arguing,  there’s  400  physicians,  members. 

Dr.  McGuire:  Well,  there’s  400  physicians, 

about  360  paying  members.  Now,  if  you  want  to 
argue  that  the  cost  is  too  much  then  I do  know 
there  is  no  point  in  carrying  it  on.  If  $25  is  sacri- 
ficial, a blood-letting  thing,  why  then — 

Dr.  Tarumianz:  I’m  not  arguing  because  I am 
not  paying  anything  anyway. 

Dr.  McGuire:  But  at  any  rate  it  would  seem 
to  me  I agree  with  Dr.  Fleming.  I hope  Dr.  Mc- 
Daniel agrees  of  our  woeful  lack  of  knowledge 
as  to  what  was  coming  to  the  legislature  this 
year  or  how  to  handle  it  when  it  got  there.  I hope 
Dr.  McDaniel  would  say  that  there  are  many, 
many  duties  for  a man  of  such  a nature  to  do. 

Dr.  Norman  L.  Cutler:  Apparently  it  isn’t 
part  of  the  committee’s  report  and  I don’t  know 
whether  it  will  be  considered  or  not.  I was  won- 
dering what  would  be  the  purpose  of  the  Hospital 
Association  and  the  Blue  Cross  contributing  to 
this  or  what  would  be  the  purpose  in  the  next 
Society’s  point  of  view  of  having  them  do  so. 

President  Flinn:  That  wasn’t  in  the  commit- 
tee’s report,  I don’t  think  the  committee  consid- 
ered it.  I really  threw  it  out  as  information  which 
I have  heard  discussed. 

Dr.  McGuire:  The  committee  rejected  it.  We 
considered  it  and  rejected  it. 

Dr.  S.  Ward  Casscells:  I was  wondering  if  Dr. 
Tarumianz  intended  a young  man  that  we  might 
employ  to  serve  Dr.  Bird  with  the  idea  that  per- 
haps some  day  he  would  be  the  chief  officer.  I 
think  perhaps  it  would  make  quite  a difference  to 
those  selected  to  come,  and  also  perhaps  those 
of  the  members  here.  You’ve  got  to  clarify  that. 

Dr.  Tarumianz:  Mr.  Chairman,  I would  like  to 
clarify  this.  I want  to  say  that  the  Society  appre- 
ciates that  Dr.  Bird  is  capable  of  carrying  the 
load  to  some  extent.  The  extent  is  that  he  is  not 
a public  relations  man,  that  he  is  not  a political 
man,  that  he  is  not  really  an  administrator  per  se. 
He  has  a very  good  knowledge  but  he  has  never 
had  any  experience.  But  certainly  in  medical  and 
scientific  matters,  he’s  an  excellent  man.  And 
having  a gentleman  who  will  be  qualified  in  other 
fields  of  publicity  and  so  forth,  I think  Dr.  Bird 
would  be  able  to  carry  the  load,  with  the  under- 
standing that  within  a few  years  he  will  retire 
and  then  this  man  will  have  an  opportunity  to  be 
full-fledged.  As  a matter  of  fact,  he  can  be  paid 
just  as  much  as  he  would  be  paid  if  he  was  full 
secretary,  executive  secretary  of  the  Society.  I am 
not  concerned  about  anything  except  that  the 
word  emeritus  applies  only  to  disabled  individu- 
als. In  my  judgment,  Dr.  Bird  hasn’t  become  dis- 
abled as  yet. 

Dr.  McGuire:  Doctor,  you  have  read  some- 
thing that  wasn’t  here,  my  dear  sir.  I said  that 
Dr.  Bird  would  remain  as  editor-in-chief  of  The 
Journal,  no  emeritus  mentioned. 

Dr.  Tarumianz:  How  about  the  executive  sec- 
retary of  the  Society? 


Dr.  McGuire:  That  the  State  Society  employ 
an  executive  secretary  on  a full-time  basis. 

Dr.  Tarumianz:  In  other  words  he  will  still 
remain  executive  secretary  and  editor-in-chief? 

Dr.  McGuire:  If  this  is  adopted  now;  I don’t 
know  if  it  will  be.  The  recommendation  is  that 
he  continue  as  Editor-in-Chief  of  The  Journal. 
And  that  we  employ  an  executive  secretary  on  a 
full-time  basis. 

VOICE:  Mr.  President,  we’ve  been  talking  all 
around  here  about  Dr.  Bird.  How  does  Dr.  Bird 
feel  about  this? 

Dr.  Bird:  I’m  like  Dr.  Tarumianz,  I am  in 
favor  of  the  proposition  as  a whole.  It  is  a for- 
ward-looking step.  I’ve  been  predicting  it  for  some 
years  and  talked  about  it  at  the  end  of  the  ’51 
legislature  and  at  the  end  of  the  ’53,  and  as  late 
as  last  year  I again  told  this  House  of  Delegates, 
and  some  of  you  will  remember  my  very  conclud- 
ing words:  “Something  will  have  to  be  done  with 
dues — You  can’t  take  it  out  of  the  kitty  until  you 
put  it  in  the  kitty.’’  Now  the  first  consideration 
is:  shall  we  raise  the  dues?  And  meaning  the 
state  dues,  from  $25  per  year  to  $50  per  year. 

I am  disappointed  in  the  report  in  one  phase, 
“preferably  a citizen  of  Delaware.”  I know  enough 
of  this  executive  stuff  now,  having  been  through 
the  mill  for  eight  years,  to  know  what  the  con- 
tacts in  Chicago  and  Washington  have  been  and 
what  they  would  mean  to  the  executive  who  takes 
over.  A new  man,  that  is  a local  Delawarean, 
would  probably  take  three  or  four  years  to  get 
his  feet  on  the  ground  with  the  Chicago  concept, 
the  A.  M.  A.  official  concept,  and  the  philosophy 
the  ethics  behind  it.  Even  so,  you  can  get  capable 
men.  Go  to  Lester  Perry,  executive  secretary  in 
Pennsylvania.  That  state’s  really  big,  11,000  doc- 
tors in  the  Society.  I think  $22.50  of  the  $25  dol- 
lars dues  goes  to  the  state  budget.  A few  years 
ago.  (I  haven’t  seen  the  figures  for  the  last  two 
years)  but  about  three  years  ago  their  budget 
was  a total  of  $250,000  and  $30,000  was  for  P.  R. 
alone.  I don’t  say  buy  votes,  but  you  can  influence 
a lot  of  legislation,  you  can  influence  a lot  of 
organizations,  when  you’ve  got  a $30,000  kitty 
to  talk  to  them  with.  Money  talks.  Or  if  Lester 
Perry  out  of  his  big  office  didn’t  have  an  assist- 
ant whom  he  could  spare  who  knows  this  P.  R. 
stuff  from  a medical  man’s  standpoint  or  from 
the  A.  M.  A.  standpoint,  you  could  go  to  Indiana 
or  Wisconsin  or  Colorado,  where  they  have 
enough  men  on  their  executive  staff  to  spare  one. 
if  they’re  approached  properly.  My  appeal  would 
be  to  look  around  and  not  only  get  a man  but 
get  somebody  really  versed  in  this  medical  his- 
tory. And  I’ll  fit  in  somewheres. 

Voice:  Mr.  President,  I would  like  to  empha- 
size that  point  that  Dr.  Bird  brought  out.  I think 
that  if  we  do  vote  for  this,  we  ought  to  look  for 
the  best  man  for  the  job  and  not  just  a Delaware- 
an. 

President  Flinn:  That’s  what  he  said — pref- 
erably. It  didn’t  say  irrevocably  on  that. 

Dr.  McGuire:  Well,  I’ll  tell  you  the  reason 
that  was  put  in  there.  As  a refugee  of  Delaware 
it  has  taken  me  quite  a little  time  to  get  a con- 
cept of  the  Delaware  board  meetings  and  the 
Delaware  attitude.  And  some  of  you  that  come 
from  other  states  will  have  that  same  feeling. 
Now  there’s  nothing  wrong  with  it  and  that’s  all 
that’s  to  it,  but  it  takes  a little  time.  It  is  not  re- 
stricted. That’s  the  only  reason  that  that  was 
said. 

Dr.  Tarumianz:  I would  be  willing  to  accept 
the  changes  that  Dr.  McGuire  said.  We  need  to 
amend  the  motion. 

President  Flinn:  For  what? 

Dr.  Tarumianz:  I say  we  need  to  amend  the 
motion,  possibly  for  two  or  three  years.  I would 
be  more  than  happy  to  restate  that  motion. 
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Dr.  McGuire:  Certainly  at  the  behest  of  my 
friend,  Dr.  Tarumianz,  I can  do  nothing  else. 

I want  to  tell  you  this:  I wouldn’t  do  a discour- 
teous thing. 

Dr.  Tarumianz:  Oh,  I know  that. 

Dr.  McGuire:  So  we  will  amend  this,  Mr. 
President  to  read,  and  this  will  become  a phy- 
sical matter  from  hereon  in,  that  Dr.  Bird  will 
continue  as  executive  secretary  with  a full  time 
lay  assistant,  and  also  be  continued  as  editor  of 
The  Journal.  That  is  the  resolution  amended. 

President  Flinn  : Is  there  anybody,  who  sec- 
onded your  motion  in  the  first  place? 

Voice:  I withdraw. 

President  Flinn:  Will  you  accept  the  amend- 
ment? 

Dr.  Tarumianz:  I’ll  second  it.  Doctor,  if  he 
doesn’t  want  to. 

President  Flinn:  Well,  wait  a minute.  If  he 
doesn’t  withdraw  his  second,  we’ve  got  to  vote  on 
the  first. 

Voice:  I withdraw  my  second. 

President  Flinn:  You  withdraw  your  second 
of  the  original  motion. 

Voice:  I’ll  second  the  amendment. 

President  Flinn:  You’ll  second  the  amend- 
ment. He  accepts  the  amendment,  that’s  all  right. 

So  it’s  been  moved  and  seconded  now  that  this 
report  be  accepted  and  approved,  with  the  amend- 
ment to  the  effect  that  Dr.  Bird  shall  be  retained 
as  part-time  executive  secretary  and  that  the  So- 
ciety procure  a full-time  associate  or  assistant 
executive  secretary  according  to  the  conditions 
laid  down  in  the  report,  which  gives  the  power 
to  appoint  to  the  Council,  and  it  raises  the  dues 
to  $50  a year. 

Dr.  Tarumianz:  It  would  be  $85. 

President  Flinn:  Overall,  including  the  A.  M. 
A.,  and  so  on. 

Now  is  there  any  more  discussion? 

Voice:  Question,  is  the  $50  going  to  be  ade- 
quate? 

Voice:  Well,  that’s  only  for  one  year  trial; 
mavbe  it  won’t. 

President  Flinn:  We  got  this  $9,000  of  The 
Journal’s. 

Are  you  ready  for  the  question?  Question  on 
the  motion?  All  those  in  favor  please  say  “aye”; 
contrary.  So  ordered. 

Committee  on  Nominations 

For  1956  the  Nominating  Committee  respect- 
fully submits  for  your  consideration  the  follow- 
ing named  physicians  for  the  offices  and  commit- 
tees, as  indicated: 


Vice-President John  B.  Baker,  Milford 

Secretary  Norman  L.  Cannon,  Wilmington 

Treasurer  Charles  Levy,  Wilmington 

Del.  to  A.M.A.  . H.  Thomas  McGuire,  New  Castle 

Alt.  to  A.M.A Bruce  Barnes,  Seaford 

Rep.  to  D.A.M..  . . W.  Oscar  LaMotte,  Sr.,  Wilm. 


Standing  Committees 

Scientific  Work — Norman  L.  Cannon,  Wilming- 
ton; Joseph  A.  Elliott,  Laurel;  Ervin  L.  Stam- 
baugh,  Lewes. 

Medical  Education — Lewis  B.  Flinn,  Wilming- 
ton; Robert  W.  Frelick,  Wilmington;  J.  Robert 
Fox,  Dover. 

Publication — W.  Edwin  Bird,  Wilmington;  M. 
A.  Tarumianz,  Wilmington;  Norman  L.  Cannon, 
Wilmington. 

Public  Laws — J.  Robert  Fox,  Dover;  William 
O.  La  Motte,  Jr.,  Wilmington;  Roger  W.  Murray, 
Wilmington;  Joseph  S.  McDaniel,  Sr.,  Dover; 
James  Beebe,  Jr.,  Lewes. 

Budget — Charles  Levy,  Wilmington;  Harold  A. 
Tarrant,  Wilmington;  M.  A.  Tarumianz,  Wil- 
mington; Richard  W.  Comegys,  Clayton;  Charles 
M.  Moyer,  Laurel. 


State  Board  of  Medical  Examiners — Richard 
E.  Allen,  Wilmington;  John  B.  Baker,  Milford; 
Bruce  Barnes,  Seaford;  James  Beebe,  Lewes;  W. 
Edwin  Bird,  Wilmington;  Edward  M.  Bohan,  Wil- 
mington; Fred  Bowdle,  Wilmington:  Dana  D. 
Burch,  Wilmington;  Ward  Casscells,  Wilmington; 
I.  Lewis  Chipman,  Jr.,  Wilmington;  A.  Henry 
Claggett,  Jr.,  Wilmington;  Douglas  M.  Gav,  Wil- 
mington; A.  King  Lotz,  Wilmington;  John  W. 
Lvnch,  Seaford;  Joseph  S.  McDaniel,  Sr.,  Dover; 
Martin  B Pennington.  Wilmington;  Willard  F. 
Preston,  Wilmington;  Paul  A.  Shaw,  Wilmington; 
Brice  S.  Vallet,  Wilmington;  Robert  O.  Y.  War- 
ren, Wilmington. 

Terms  expiring  March  1,  1956 — Drs.  Beebe, 
Bird,  Lotz,  McDaniel,  and  Shaw. 

We  believe  that  Dr.  J.  S.  McDaniel,  Sr.  is  fund- 
amental to  the  successful  operation  of  the  State 
Board  of  Medical  Examiners  and  that  the  Gov- 
ernor should  receive  a recommendation  to  this 
effect. 

The  State  Board  of  Medical  Examiners,  as  it 
is  now  constituted,  has  a preponderance  of  gen- 
eral surgeons.  The  Nominating  Committee  has 
kept  this  fact  in  mind  in  carefully  selecting  the 
names  of  competent  physicians  for  submission  to 
the  Governor. 

Respectfully  submitted. 

Andrew  M.  Gehret,  Chairman 

President  Flinn:  You  have  heard  the  report 
of  the  Nominating  Committee.  If  you  wish  any 
of  it  re-read,  why,  please  say  so. 

Dr.  Tarumianz:  I move  that  the  nominations 
be  closed. 

President  Flinn  : The  motion  is  that  the  nom- 
inations be  closed. 

(The  motion  was  duly  seconded.) 

President  Flinn:  It’s  been  moved  and  second- 
ed that  the  nominations  be  closed. 

VOICE:  Isn’t  it  proper,  technically,  Dr.  Flinn, 
for  the  President  to  ask  if  there’s  any  from  the 
floor?  Isn’t  that  true? 

President  Flinn:  That  is  true  and  I thought 
I inferred  that  but  did  not  say  so.  I will  accept 
that  condition. 

Are  there  any  nominations  from  the  floor? 
Then  comes  Dr.  Tarumianz’  motion  and  the  sec- 
ond. Any  further  discussion?  Are  you  ready  for 
the  question?  Do  you  approve  then  this  motion 
that  the  nominations  be  closed  and  the  secretary 
cast  the  ballot  for  the  slate  just  read? 

All  in  favor  please  say  “aye”;  contrary.  So 
ordered.  Mr.  Secretary. 

(Secretary  Cannon  cast  the  ballot  for  the  slate 
nominated.) 

President  Flinn:  I declare  the  slate  elected. 
Is  there  any  LTnfinished  Business? ' 

Secretary  Cannon:  One  committee,  the  Wel- 
fare Committee. 

Dr.  Tarumianz:  May  I ask  if  the  Council 
would  approve  a new  name  for  Delaware  County 
for  Feeble  Minded? 

President  Flinn:  Excuse  me.  We’re  on  Un- 
finished Business.  And  the  Unfinished  Business 
was  this  matter  of  whether  or  not  we  continue 
the  Committees  on  Rural  Medicine  Service,  and 
Fees  for  Welfare  Patients,  which  the  Council 
recommended  be  abolished.  Dr.  Tobin’s  commit- 
tee did  well,  but  it  overlapped  some  of  the  work 
of  the  other  committees  and  it  is  a question 
whether  it’s  worthwhile  to  have  two  or  three  com- 
mittees working  on  the  same  project.  What  is 
your  pleasure  about  this?  Do  I hear  a motion  or 
do  you  wish  to  take  no  action? 

Voice:  I move  that  the  two  Committees  on 
Rural  Medical  Service,  and  Fees  for  Welfare 
Patients  be  abolished,  and  their  tasks  referred  to 
the  Committee  on  Medical  Service  and  Public 
Relations. 

(The  motion  was  duly  seconded.) 
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President  Flinn:  It’s  been  moved  and  sec- 
onded. All  in  favor  please  say  “aye”;  contrary. 
Dr.  Tarumianz.  New  Business  now. 

New  Business 

Dr.  Tarumianz:  I would  like  the  House  of 
Delegates  to  approve  the  bill  that  I am  introduc- 
ing tonight  at  nine-thirty,  ten  o’clock  to  the  Con- 
vention to  change  the  name  of  “Delaware  County 
for  Feeble  Minded”  to  “Hospital  for  Mentally 
Retarded”  at  Stockley,  Delaware.  This  is  now  be- 
ing considered  by  many  states  and  they  are 
rapidly  changing  the  name.  I think  it  would  be 
appropriate,  as  30-35  percent  of  the  patients 
really  are  seriously  a medical  problem.  And  they 
are  only  40  percent  of  individuals  who  can  so 
claim,  so  we  would  be  neglecting  60  percent. 
Therefore,  I move  that  this  House  of  Delegates 
approve  the  new  name  which  is  approved  by  my 
Board. 

President  Flinn:  And  the  name  is — 

Dr.  Tarumianz:  "Hospital  for  Mentally  Re- 
tarded" at  Stockley,  Delaware. 

President  Flinn:  And  you  feel  that  concerns 
the  House  of  Delegates? 

Dr.  Tarumianz:  I think  it  would  be  very  ap- 
propriate, the  new  name. 

President  Flinn:  Was  there  a second  to  the 
motion? 

(The  motion  was  duly  seconded.) 

President  Flinn:  Any  discussion?  Ready  for 
the  question.  All  in  favor  say  “aye”;  contrary? 
Carried. 

Under  New  Business  I have  one  thing  to  bring 
up  which  comes  to  me  from  the  Amalgamated 
Meat  Cutters  and  Butcher  Workmen  of  North 
America,  A.  F.  of  L.  Local  199,  from  Millsboro, 
to  the  effect  that  the  House  of  Delegates  is  re- 
quested to  approve  the  Federal  inspection  of  poul- 
try in  interstate  commerce.  I present  it  to  you. 
This  is  a letter  which  came  to  Dr.  Bird  and  it  is 
forwarded  from  the  present  Secretary-Treasurer 
in  Chicago,  asking  for  the  local  here  to  get  in 
touch  with  Dr.  Bird. 

As  far  as  I can  see  from  looking  at  this,  all 
we  are  approving  is  the  principle  of  the  thing. 
To  my  very  meager  knowledge  it  sounds  all 
right,  but  some  of  you  may  know  more  about  it 
than  I do. 

Dr.  Tarumianz:  Sir,  I would  suggest  that  we 
refer  it  to  the  Public  Law  Committee  for  con- 
sideration. I think  we  should  ask  that  organiza- 
tion what  they  think. 

(The  motion  was  duly  seconded.) 

President  Flinn:  It  has  been  moved  and  sec- 
onded that  this  be  referred  to  the  Committee  on 
Public  Laws  for  report  to  the  Council.  We  have 
to  give  them  some  reply. 

Dr.  Tarumianz:  I move  we  reply. 

President  Flinn:  All  right,  is  there  any  other 
question  about  this? 

Voice:  I should  think  it  he  referred  to  the 
Committee  on  Public  Health. 

President  Flinn:  We  don’t  have  one.  We  have 
one  on  Public  Relations.  I don’t  know  why  we 
don’t  have  a committee  on  Public  Health,  but  we 
don’t.  I suppose  that  comes  in  Public  Relations. 

Dr.  Richards:  I don’t  see  why  we  need  to  delay 
this.  I think  it  refers  to  something  that  is  proper 
and  I think  it  would  be  a good  idea  to  approve  it. 

President  Flinn:  We’re  not  approving  a par- 
ticular bill,  you  understand. 

VOICE:  Just  for  the  purpose  of  public  relations, 
approve  it  on  principle. 

President  Flinn:  There  is  a motion  on  the 


floor  that  this  matter  be  referred  to  the  Commit- 
tee on  Public  Laws  with  authority  to  act,  as  I un- 
derstand it.  The  discussion  of  Dr.  Richards  was 
that  we  should  approve  the  principle  of  the  re- 
quest. Is  there  any  other  discussion? 

Voice:  They  are  asking  us  to  approve  it? 

President  Flinn:  They  are  asking  us  to  ap- 
prove not  any  particular  legislation  but  the  prin- 
ciple of  Federal  inspection  of  poultry  in  inter- 
state commerce. 

Voice:  I told  the  man.  He  came  in  and  was 
very  earnest  about  it.  There  is  no  question  about 
the  medical  society  approving  the  principle  of 
good  legislation  on  sanitation.  You  will  read  in 
the  paper  the  next  morning  what  the  Society  did 
accomplish.  Let’s  approve  it  in  principle  right 
now. 

Dr.  Hudson:  I would  like  to  say  one  word; 
there  are  some  states  that  already  have  it.  It  is 
certainly  desirable.  I think  it  would  be  a good 
thing  to  approve  the  principle. 

VOICE:  I withdraw  my  motion. 

President  Flinn:  You  withdraw  the  second? 

Voice:  I withdraw  the  second. 

President  Flinn:  Will  somebody  else  make 
another  motion? 

Voice:  I make  a motion  that  we  approve  the 
principle  that  poultry  should  be  inspected  in  in- 
terstate commerce. 

President  Flinn:  It  has  been  moved  and  sec- 
onded. All  in  favor  say  “aye”;  contrary.  So  or- 
dered. 

I call  your  attention  to  one  other  item  that  is 
usually  customary  in  the  past,  that  the  House 
of  Delegates  vote  a contribution  to  the  Delaware 
Academy  of  Medicine.  They  did  last  year. 

Voice:  I believe  they  did  last  year. 

President  Flinn:  It  was  a $1,000  motion  last 
year,  subject  to  review,  and  it  was  cut  to  $500, 
I think,  when  reviewed. 

Voice:  Bv  the  Council. 

President  Flinn:  What  is  your  pleasure  in 
this  connection? 

Voice:  Hasn’t  the  Academy  requested? 

President  Flinn:  They  never  have.  It’s  just 
a contribution  to  the  Delaware  Academy  of  Medi- 
cine as  a non-profit  educational  institution.  We’re 
not  paying  any  rent  for  this  meeting. 

VOICE:  If  it’s  been  the  custom  in  the  past.  I’ll 
so  move  it. 

President  Flinn:  It  was  $500  last  year. 

Voice:  I’ll  second  it. 

President  Flinn:  It’s  been  moved  and  second- 
ed that  we  contribute  $500  to  the  Delaware  Acad- 
emy of  Medicine. 

I call  your  attention  in  closing  to  three  un- 
usual exhibits  we  have  out  here — one  on  hema- 
tology, one  on  chromium  51  and  diagnosis  of 
anemia,  and  one  on  neurosurgery. 

Is  there  any  other  business,  Mr.  Secretary? 

Secretary  Cannon:  You  didn’t  put  that  mo- 
tion. 

President  Flinn:  Which  one? 

Secretary  Cannon:  Donation. 

President  Flinn:  Didn’t  I?  All  in  favor  please 
say  “aye”;  contrary.  So  ordered. 

Is  there  any  other  business? 

(Motion  was  duly  made  and  seconded  to  ad- 
journ.) 

President  Flinn:  We  are  adjourned. 

(Whereupon,  the  meeting  of  the  House  of 
Delegates  was  adjourned  at  6:55  P.M.,  Monday, 
October  17,  1955.) 
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Social  Security  — Big  Issue  In  ’56 

Every  physician  who  is  conscious  of  his 
duties  as  a citizen  should  now  be  taking 
an  active  interest  in  a timely  issue  which 
the  American  Medical  Association  consid- 
ers of  great  importance  — not  only  to  the 
medical  profession  but  to  all  of  the  Amer- 
ican people. 

That  issue  is  HR  7225,  a bill  passed  by 
the  United  States  House  of  Representatives 
last  summer  near  the  end  of  the  Congress- 
ional session.  This  bill,  known  as  the  Social 
Security  Amendments  of  1955,  was  first 
rushed  through  the  House  Ways  and  Means 
Committee  without  public  hearings.  Then 
it  was  passed  in  the  House,  by  a vote  of 
372  to  31,  under  a suspension  of  the  rules 
which  barred  amendments  and  limited  de- 
bate to  40  minutes.  The  Senate  Finance 
Committee,  however,  refused  to  take  hasty 
action  on  a bill  of  such  major  importance. 
After  hearing  the  many  serious  questions 
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raised  by  Mrs.  Hobby,  then  Secretary  of 
the  Department  of  Health,  Education  and 
Welfare,  the  Committee  decided  to  hold  ex- 
tensive public  hearings  during  the  second 
session  of  the  84th  Congress. 

Just  what  is  this  legislation  that  appears 
to  be  so  politically  attractive  to  individuals 
with  an  eye  on  the  1956  elections?  Why 
was  the  House  majority  leadership  so  de- 
termined to  avoid  open  hearings  and  normal 
debate?  Let’s  take  a brief  look  at  the  main 
provisions  of  the  bill. 

This  is  the  legislation  which  would  low- 
er the  Social  Security  retirement  age  for 
women  from  65  to  62;  extend  monthly 
benefits  for  permanently  and  totally  dis- 
abled children  beyond  the  age  of  18;  ex- 
pand compulsory  social  security  coverage 
to  all  self-employed  professional  groups  ex- 
cept physicians,  and  raise  social  security 
taxes  over  and  above  the  increases  already 
scheduled  for  the  next  twenty  years.  Those 
provisions  alone  demand  careful  study  of 
their  effects  on  the  philosophy,  scope  and 
financial  stability  of  our  social  security  sys- 
tem. 

The  most  controversial  section  of  the  bill, 
however,  is  the  one  which  would  make  per- 
manently and  totally  disabled  persons  elig- 
ible to  receive  their  social  security  retire- 
ment benefits  at  age  50  instead  of  65.  It 
is  this  section  which  is  of  particular  con- 
cern to  the  medical  profession.  It  is  of  far 
greater  concern  than  the  question  of  volun- 
tary or  compulsory  coverage  of  physicians 
under  the  social  security  system.  That  is  a 
separate  issue  which  we  are  not  discussing 
in  this  editorial.  The  plan  for  a national 
system  of  permanent  and  total  disability 
benefits  has  far  more  serious  implications 
for  medicine  and  the  nation. 

It  raises  questions  such  as  these:  Is  there 
any  real  need  for  a federal  program?  What 
are  the  facts  on  permanent  and  total  dis- 
ability? Won’t  this  duplicate  or  overlap 
existing  programs  of  assistance  and  rehabil- 
itation? What  effect  will  cash  handouts 
have  on  a patient’s  incentive  to  be  rehabili- 
tated? Won’t  this  extend  federal  control 
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over  physicians?  — and,  finally  — How  will 
this  affect  the  future  of  medical  practice? 
Will  this  lead,  step  by  step,  to  the  lowering 
and  eventual  elimination  of  the  age-50  eligi- 
bility requirement;  then,  cash  benefits  for 
the  dependents  of  those  who  are  permanent- 
ly and  totally  disabled;  then,  a temporary 
disability  benefits  program;  then,  cash  bene- 
fits or  direct  government  payments  for  hos- 
pital or  medical  costs,  and  then,  ultimately, 
a full-fledged  system  of  government  health 
insurance? 

These  are  but  a few  of  the  many  grave 
questions  which  already  have  been  raised 
concerning  this  legislation.  As  physicians,  we 
must  be  concerned  over  the  medical  aspects 
of  the  problem.  As  citizens,  we  also  must 
be  concerned  over  the  trends  and  implica- 
tions in  the  never-ending  expansion  of  our 
social  security  system.  The  minority  re- 
port of  the  House  Ways  and  Means  Com- 
mittee expressed  it  this  way: 

“We  do  not  believe  that  our  committee 
has  discharged  its  obligation  to  either  the 
Congress  or  to  the  American  people  by  its 
brief  and  closed-door  consideration  of  this 
vital  legislation.  We  have  sought  to  point 
out  the  grave  social  and  economic  implica- 
tions of  the  bill.  We  have  dwelt  at  some 
length  with  the  staggering  ultimate  costs  of 
this  developing  program,  because  we  do  not 
believe  that  either  the  Congress  or  the  pub- 
lic has  any  conception  of  its  magnitude.” 

Our  social  security  system  now  has  reach- 
ed the  point  where  any  further  changes 
may  have  a profound  influence  on  the  na- 
tion’s economic,  social,  and  political  future. 
The  time  has  come  to  face  up  to  the  ques- 
tion of  just  what  social  security  should 
accomplish  and  just  where  it  should  stop. 
The  Association  strongly  urges  that  the 
social  security  issue  be  taken  out  of  the 
arena  of  vote-catching  politics;  that  there 
be  an  objective,  thorough  study  of  social 
security  in  all  its  present  and  future  as- 
pects, and  that  the  facts  and  realities 
emerging  from  such  a study  be  used  as  the 
basis  for  a sound  national  decision  on  this 
vital  issue.  It  especially  protests  precipitate 
action  on  the  complex  question  of  disabil- 
ity without  thorough  investigation  of  al- 
ternative mechanisms. 


In  our  opinion,  that  is  a reasonable,  re- 
sponsible policy  that  deserves  the  moral 
and  intellectual  support  of  every  physician. 


The  Transactions 

This  issue  contains  the  Transactions  of 
the  House  of  Delegates.  We  fear  that  not 
many  of  our  members  read  our  Transac- 
tions, but  they  all  should,  for  only  by  so 
doing  can  they  be  kept  abreast  of  the  cur- 
rent events  of  the  Society,  of  the  official 
positions  taken  by  it  on  certain  issues,  and 
of  its  plans  for  future  action  or  policy. 
So,  read  the  Transactions. 


Milestone  No.  40 

With  this  issue  your  humble  scribe  com- 
pletes his  fortieth  year  as  editor  of  The 
Journal.  Since  June,  1951  he  has  been 
the  senior  editor  in  the  state  medical 
journal  group.  While  there  have  been  some 
heartaches  and  a few  more  headaches  in 
these  forty  years,  the  task  is  one  we  have, 
on  the  whole,  enjoyed,  thanks  to  the  co- 
operation of  our  members  and  our  friends. 
May  it  continue  — and  thanks  in  advance. 

The  Journal  extends  to  all  our  members, 
friends,  readers,  and  advertisers,  the 


Very  Best  Wishes  for  a 
MERRY  CHRISTMAS 
and  a 

HAPPY  NEW  YEAR 


December,  1955 
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J.  Jesse  Selinkoff,  M.D. 

Dr.  J.  Jesse  Selinkoff  died  of  a heart  at- 
tack on  November  28,  1955,  aged  46. 

Dr.  Selinkoff  was  born  in  New  York  City 
in  1909,  the  son  of  Mrs.  Ethel  Kopatz  Selin- 
koff and  the  late  Joseph  Selinkoff.  He  at- 
tended New  Utrecht  High  School  in  Brook- 
lyn and  Columbia  University  from  1926  to 
1928.  He  was  a graduate  of  George  Wash- 
ington University,  from  which  he  received 
his  bachelor’s  degree  in  1930  and  medical 
degree  in  1933.  He  then  interned  at  St. 
Francis  Hospital,  Wilmington,  and  began 
his  practice  here  in  1935. 

He  was  a veteran  of  World  War  II,  in 
which  he  served  as  a captain  in  the  Army 
from  1943  to  1946,  with  duty  with  the 
governor  of  the  Panama  Canal  Zone.  After 
his  discharge  from  the  Army  he  was  on  the 
Staff  of  the  Veterans  Administration  Hos- 
pital, then  located  at  New  Castle. 

Dr.  Selinkoff  was  first  provisional  com- 
mander of  the  Harry  J.  Fineman  Post  No. 
525,  Jewish  War  Veterans  of  the  U.  S.,  and 
also  was  a member  of  First  State  Post  No. 
29,  American  Legion. 

He  was  one  of  the  organizers  of  the  Hoc- 
kessin  Fire  Company  and  was  its  first  sur- 
geon. A violinist,  he  had  played  with  the 
Wilmington  Symphony  Orchestra  since 
1935. 

Dr.  Selinkoff  was  a member  of  the  med- 
ical staffs  of  Wilmington  General,  Memor- 
ial, and  St.  Francis  Hospitals.  He  was  a 
member  of  the  New  Castle  County  Medical 
Society,  Medical  Society  of  Delaware,  the 
American  Medical  Association;  the  Associ- 
ation of  Military  Surgeons,  and  Phi  Lamb- 
da Kappa  medical  fraternity.  He  was  pres- 
ident of  the  Delaware  Academy  of  General 
Practice  in  1952. 

Surviving  are  his  wife,  Mrs.  Lillian 
Weiner  Selinkoff,  whom  he  married  in  1934; 
two  sons,  Paul  Matthew  and  Eli  Richard 
Selinkoff,  his  mother,  and  a sister,  Mrs. 
Alice  Hirsch. 

Funeral  services  were  held  at  the  Atter- 


bury  VFW  Post  on  November  30th,  with 
Rabbi  Leonard  B.  Gewirtz  of  Adas  Kodesch 
Congregation  officiating.  Interment  was  at 
the  Jewish  Community  Cemetery. 


Charles  M.  Waters,  M.D. 

Dr.  Charles  M.  Waters,  44,  died  of  a 
heart  attack  on  November  19,  1955,  after 
delivering  a patient  to  Wilmington  General 
Hospital. 

Dr.  Waters  was  born  in  Wilmington  and 
raised  in  Phoenix,  Ariz.  He  was  a gradu- 
ate of  the  University  of  Southern  Cali- 
fornia. His  medical  education  was  obtained 
at  Hahnemann  Medical  School  in  Phila- 
delphia, where  he  graduated  in  1934.  He 
later  studied  at  the  University  of  Penn- 
sylvania Graduate  School  of  Medicine. 

He  was  on  the  attending  staff  of  St. 
Francis  and  the  Memorial  Hospitals,  and 
the  courtesy  staff  of  Wilmington  General 
Hospital. 

Son  of  the  late  William  PI.  and  Sarah 
E.  Waters,  he  is  survived  by  his  wife,  Mrs. 
Ruth  Waters;  two  children,  Miss  Byrl  Ann 
Waters  and  William  H.  Waters;  and  one 
sister,  Miss  Marguerite  Waters,  dean  of 
women  at  Fullerton  (Calif.)  College. 

Funeral  services  were  held  on  November 
23,  1955,  with  burial  at  St.  Joseph’s-on- 
the-Brandywine  Cemetery. 


It  would  be  highly  gratifying  intellec- 
tually to  have  it  said  that  our  attack  on 
the  problem  of  specific  chemotherapy  of 
tuberculosis  was  based  on  a comprehen- 
sive and  astute  understanding  of  the  phy- 
siologic chemistry  of  the  tubercle  bacillus. 
Unfortunately,  such  was  not  the  case.  In- 
stead our  approach  was  similar  to  that  of 
countless  others : a formula  consisting 
largely  of  enthusiasm,  hope,  faith,  per- 
sistence, and  luck.  Perhaps  the  latter  was 
the  most  important  ingredient.  William 
H.  Feldman,  D.V.M.,  Am.  Rev.  Tuberc., 
June,  1954. 
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pro-banthTne®  in  duodenal  ulcer 


Dramatic  Remission  of  Ulcer  Pain 


Pain  of  ulcer  is  associated  with 

hypermotility;  the  pain  is  relieved  when  abnormal 

motility  is  controlled  by  Pro-Banthine. 


In  studying1  the  mechanism  of  ulcer  pain,  it  is 
obvious  that  there  are  at  least  two  factors  which 
must  be  considered : namely,  hydrochloric  acid 
and  motility. 

. . our  studies  indicate  that  ulcer  pain  in  the 
uncomplicated  case  is  invariably  associated  with 
abnormal  motility.  . . . 

“Prompt  relief  of  ulcer  pain  by  ganglionic 
blocking  agents  . . . coincided  exactly  with  cessa- 
tion of  abnormal  motility  and  relaxation  of  the 
stomach.” 

Pro-Banthine  Bromide  (/3-diisopropylamino- 
ethyl  xanthene-9-carboxylate  methobromide, 
brand  of  propantheline  bromide)  is  a new,  im- 
proved, well  tolerated  anticholinergic  agent  which 
consistently  reduces  hypermotility  of  the  stomach 
and  intestinal  tract.  In  peptic  ulcer  therapy2 
Pro-Banthine  has  brought  about  dramatic  remis- 
sions, based  on  roentgenologic  evidence.  Con- 
currently there  is  a reduction  of  pain,  or  in  many 
instances,  the  pain  and  discomfort  disappear 
early  in  the  program  of  therapy. 


One  of  the  typical  cases  cited  by  the  authors2 
is  that  of  a male  patient  who  refused  surgery 
despite  the  presence  of  a huge  crater  in  the  duo- 
denal bulb. 

“This  ulcer  crater  was  unusually  large,  yet  on 
30  mg.  doses  of  Pro-Banthine  [q.i.d.]  his  symp- 
toms were  relieved  in  48  hours  and  a most  dra- 
matic diminution  in  the  size  of  the  crater  was 
evident  within  12  days.” 

Pro-Banthine  is  proving  equally  effective  in  the 
relief  of  hypermotility  of  the  large  and  small 
bowel,  certain  forms  of  pylorospasm,  pancreatitis 
and  ureteral  and  bladder  spasm.  G.  D.  Searle  & 
Co.,  Research  in  the  Service  of  Medicine. 


1 . Ruffin,  J.  M. ; Baylin,  G.  J. ; Legerton,  C.  W.,  Jr.,  and 
Texter,  E.  C.,  Jr.:  Mechanism  of  Pain  in  Peptic  Ulcer, 
Gastroenterology  23: 252  (Feb.)  1953. 

2.  Schwartz,  I.  R. ; Lehman,  E. ; Ostrove,  R.,  and  Seibel, 
J.  M.:  A Clinical  Evaluation  of  a New  Anticholinergic 
Drug,  Pro-Banthine,  Gastroenterology  25:416  (Nov.) 
1953. 
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WE  CORDIALLY  INVITE  YOUR  INQUIRY 
for  application  for  membership  which  affords 
protection  against  loss  of  income  from  accident 
and  sickness  (accidental  death,  too)  as  well  as 
benefits  for  hospital  expenses  for  you  and  all 
your  eligible  dependents. 
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for  your 
seborrheic 
dermatitis 
patients 

controls  81-87%  of  all  seborrheic 
dermatitis,  92-95%  of  all  dandruff 
cases.  Once  scaling  is  controlled, 
Selsun  keeps  the  scalp  healthy  for 
one  to  four  weeks  with  simple, 
pleasant  treatments.  In  4-fluid- 
ounce  bottles,  available  on 
prescription  only.  CUMjott 


when  patients  complain  of  itching, 
scaling,  burning  scalps  — or 
when  you  spot  these  symptoms 
of  seborrheic  dermatitis  — you  can 
be  sure  of  quick,  lasting  control 
when  you  prescribe 


SELSUN 


'06127 
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New  Study  Shows  Gelatine 
Restores  Brittle  Fingernails  to  Normal 


Directions  for  making  the  Knox  Gelatine  drink  in  every  package 


■ 


Brittle,  fragile  or  laminating  fingernails  are  the 
bane  of  many  a woman’s  existence.  Yet  this 
highly  prevalent  and  distressing  condition  often 
has  gone  uncontrolled  for  lack  of  effective  ther- 
apy. Now,  you  can  promise  these  patients  sub- 
stantial relief  in  a large  percentage  of  cases. 

In  a recent  study1  that  confirmed  previous 
work2  Knox  Gelatine  was  used  to  treat  36 
women  with  fragile,  brittle,  laminating  finger- 
nails. The  response  was  most  gratifying.  Except 
for  three  patients  who  discontinued  the  therapy, 
three  diabetics,  and  two  women  who  had  con- 
genital deformities,  the  splitting  ceased  and  all 
other  patients  were  able  to  manicure  their  nail3 
to  a full  point  by  the  time  the  study  ended. 

Optimal  dosage  proved  to  be  one  envelope  (7 
grams)  of  Knox  Gelatine  administered  daily  for 


three  months.  Improvement,  however,  was  noted 
after  the  first  month.  If  you  would  like  more 
complete  details  of  this  work,  just  use  the  coupon. 

1.  Rosenberg,  S.  and  Oster,  K.  A.,  “Gelatine  in  the  Treatment  oi 
Brittle  Nails,”  Conn.  State  Med.  J.  19:171-179,  March  19oo. 

2.  Tyson,  T.  L.,  J.  Invest.  Dermal.  14:323,  May  19o0. 


Chas.  B.  Knox  Gelatine  Company,  luc. 
Professional  Service  Dept.  SJ-ll 
Johnstown,  N.  Y. 

Please  send  me  a reprint  of  the  urticle  by  Rosenberg 
and  Oster  with  illustrated  color  brochure. 

YOUK  HAUL  A iSO  AOOHESS 
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SYRUP  OF  'ANTEPAR'  Citrate  brand 

Piperazine  Citrate 

Bottles  of  4 fluid  ounces,  1 pint  and  1 gallon. 
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Piperazine  Citrate 

250  mg.  or  500  mg.,  Scored 
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Pads  of  directions  sheets  for  patients  avail- 
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Baynard  Optical 
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Prescription  Opticians 
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Spectacles  and  Lenses 
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Prescriptions 
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TO 

OUR  ADVERTISERS: 


We  extend  our  sincere  thanks  for  your 
patronage  during  1955. 


Your  recognition  of  our  Journal  has  en- 
abled us  to  produce  a publication  worthy  of 
its  place  in  medical  literature. 

T- 

A 


Physicians’  and  Surgeons’ 

PROFESSIONAL 

Liability  Insurance 

Provides  Complete  Malpractice  Protection, 
Avoids  Unpleasant  Situations  By  Immediate 
Thorough  Investigation  And  Saves  You  The 
High  Costs  Of  Litigation. 

The  Only  Plan  Which  Is  Officially  Sponsored 
By  Your  Local  Medical  Society 

The  New  Castle  County  Medical  Society 
The  Kent  County  Medical  Society 
The  Sussex  County  Medical  Society 

WRITE  OR  PHONE 

J.  A.  Montgomery,  Inc. 

DuPont  Bldg.  10th  & Orange  Sts. 

87  Years  of  Dependable  Service 

Phone  Wilmington  8-6471 


If  it's  insurable  ice  can  insure  it 


Our  members  have  found  your  adver- 
tisements informative  and  helpful  in  the  se- 
curing or  prescribing  of  accepted  products 
and  services  during  the  past  year. 


It  is  a certainty  that  they  will  continue 
to  patronize  the  concerns  whose  advertise- 
ments appear  regularly  in  our  pages. 


Our  Best  W ishes  for  a 
Successful  and  Prosperous  1956! 
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Foot-so-Port 
Shoe  Construction 
and  its  Relation 
to  Weight 
Distribution 


• Insole  extension  and 
of  heel  where  support  is 

• Special  Supreme  rubber  heels  are  longer  than 
most  anatomic  heels  and  maintain  the  appearance 
of  normal  shoes. 

• The  patented  arch  support  construction  is  guar- 
anteed not  to  break  down. 

•tnnersoles  are  guaranteed  not  to  crack,  curl,  or 
collopse.  Insulated  by  a special  layer  of  Texon 
which  also  cushions  firmly  and  uniformly. 

• Foot-so-Port  lasts  were  designed  and  the  shoe 
construction  engineered  with  orthopedic  advice. 

• NOW  AVAILABLE!  Men's  conductive  shoes. 
N.B.F.U.  specifications.  For  surgeons  and  operating 
room  personnel. 

• By  a special  process,  using  plastic  positive  casts 
of  feet,  we  make  more  custom  shoes  for  polio, 
club  feet  and  all  types  of  abnormal  feet  than  any 
other  manufacturer. 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 


ECKERD’S 

DRUG  STORES 

COMPLETE 

DRUG  SERVICE 

FOR 

PHYSICIAN  - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL  SUPPLIES 
SURGICAL  BELTS 
ELASTIC  STOCKINGS 
TRUSSES 

513  Market  Street  723  Market  Street 
900  Orange  Street 

Manor  Park  DuPont  Highway 

Merchandise  Mart  Gov.  Printz  Blvd. 


Safe  as  America  — US.  Savings  Bonds 

It’s  actually  easy  to  save  money  — when  you  buy  United 
States  Series  E Savings  Bonds  through  the  automatic  Payroll 
Savings  Plan  where  you  work!  You  just  sign  an  application 
at  your  pay  office;  after  that  your  saving  is  done  for  you. 
And  the  Bonds  you  receive  will  pay  you  interest  at  the  rate 
of  3%  per  year,  compounded  semiannually,  for  as  long  as 
19  years  and  8 months  if  you  wish!  Sign  up  today!  Or,  if 
you're  self-employed,  invest  in  Bonds  regularly  where  you 
bank. 


XXX 


Delaware  State  Medical  Journal 


December,  1955 


C?sj  $ 

C,T  only f*v 


After  making  rounds  at 

THE  DELAWARE  HOSPITAL 

Stop 

and 

Visit 

Our  Newly  Remodeled 
Store 

14th  & Washington  Sts. 

Luncheonette 


ISonfonZ} 

at C V 5 BAT.  OTP 

ICE  CREAM 


/r's  GOjjS- 


Enjoy  instant,  plentiful  hot  water 


For  downright  convenience, 
comfort  and  health  of  your 
family  — you  should  have 
an  ample,  reliable  supply 
of  hot  water!  With  an  Auto 
matic  Gas  Water  Heater  in 
your  Home,  you’re  sure  of 
all  the  hot  water  you  want, 
when  you  want  it.  For  light- 
ening household  tasks, 
bathing,  cleaning,  dish- 
washing, laundering  and 
many  other  uses.  Besides,  you  save  time  and 
worry,  for  you’re  sure  of  constant  water  tempera- 
tures at  low  cost.  Arrange  for  the  installation  of 
an  Automatic  Gas  Water  Heater  in  your  home  now. 
Ask  your  Plumber,  or  stop  in  to  see  us. 
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for  strong,  sturdy,  solid  growth 


Lactum 


NUTRITIONALLY  SOUND  FORMULA 


LIQUID  OR 
POWDERED 

FOR  INFANTS 


Lactum®-fed  babies  get  all  the  proved  benefits  of  a 
cow’s  milk  and  Dextri-Maltose®  formula.  Mothers 
appreciate  the  convenience  and  simplicity  of  this 
ready-prepared  formula.  Physicians  are  assured  the 
important  protein  margin  of  safety  for  sturdy  growth. 


Lactum-fed  babies  are  typically  sturdy  babies  because  Lactum 
supplies  ample  protein  for  sound  growth  and  development. 

The  generous  protein  intake  of  babies  fed  milk  and 
carbohydrate  formulas  such  as  Lactum  promotes  the  formation 
of  muscle  mass.  It  also  provides  for  good  tissue  turgor 
and  excellent  motor  development.1 

(1)  Jeans,  P.  C.,  in  A.  M.  A.  Handbook  of  Nutrition, 
ed.  2,  Philadelphia,  Blakiston,  1951,  pp.  275-278. 
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